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Abstrak 
Pengaruh budaya terhadap kepercayaan serta amalan kesihatan individu dan 
masyarakat telah menarik perhatian global yang berterusan berhubung budaya dan 
komunikasi kesihatan. Walau bagaimanapun, kajian yang menjelaskan aspek budaya 
dan hubungannya dengan komunikasi kesihatan ibu hamil, dari perspektif pelbagai 
kategori sosial wanita di Nigeria adalah agak terhad. Kajian ini meneroka pengalaman 
kesihatan perinatal wanita, nenek/golongan berumur dan pakar kesihatan ibu di utara 
tengah Nigeria dalam konteks kebudayaan dan komunikasi kesihatan. Dengan 
matlamat untuk memahami bagaimana mesej kesihatan berkepekaan budaya dapat 
digubal dalam mempromosi kesihatan ibu, temubual fenomenologi mendalam 
dilaksanakan terhadap 30 wanita perinatal, sembilan orang tua/nenek dan sembilan 
pakar kesihatan ibu dari empat kumpulan etnik di kawasan kajian. Dengan 
menggunakan kaedah fenomenologi deskriptif terhadap data yang analisis, tiga 
penemuan utama telah muncul. Dapatan pertama menunjukkan bahawa pengalaman 
promosi kesihatan ibu dan budaya peserta terbentuk melalui tiga tema utama; 
konsepsualisasi budaya, pemahaman kesihatan ibu dan persepsi mengenai 
mesej/interaksi kesihatan ibu. Dapatan kedua mencerminkan pemahaman peserta 
mengenai kepekaan budaya dalam promosi kesihatan ibu dengan tiga tema teras; 
budaya khalayak sasaran, kesesuaian budaya dalam penciptaan serta penyebaran 
mesej, dan strategi penyesuaian mesej berbudaya. Penemuan ketiga menyorot unsur-
unsur penting budaya dalam promosi kesihatan ibu menerusi tiga tema teras; 
penonjolan kepentingan kepercayaan/pantang-larang, nilai-nilai utama, dan norma-
norma/tradisi yang penting. Penemuan kajian ini menyumbang kepada pemantapan 
pengetahuan dan teori sedia ada mengenai kepekaan budaya dengan memberikan 
pandangan tentang promosi kesihatan ibu dari perspektif bukan barat. Secara 
khususnya, sebuah model komunikasi kesihatan ibu berkepekaan budaya telah 
dikemukakan.  Di samping itu, dapatan kajian menyediakan input bersesuaian untuk 
dijadikan panduan kepada dasar kerajaan yang mensasarkan peningkatan kesihatan 
ibu dari perspektif kepekaan budaya. 

Katakunci: Komunikasi kesihatan, Promosi kesihatan, Wanita, Perinatal 
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Abstract 
 

The influence of culture on individual and societal health beliefs and practices has 
attracted sustained global attention on culture and health communication. However, 
research explicating culture in the light of maternal health communication, from the 
perspectives of women of diverse social categories in Nigeria, is rarely found in the 
health communication literature. This study explored the lived maternal health 
experiences of perinatal women, grandmothers/elders and maternal health experts in 
north central Nigeria within a cultural and health communication context. Aimed at 
understanding how culturally sensitive health messages can be designed for maternal 
health promotion, in-depth phenomenological interviews were conducted with 30 
perinatal women, nine elders/grandmothers and nine maternal health experts from four 
ethnic groups in the study area. Using descriptive phenomenological method of data 
analysis, three main findings emerged. The first finding indicates that participants’ 
cultural and maternal health promotion experience comprises three core themes; 
conceptualising culture, understanding maternal health and perceptions on maternal 
health messages/interactions. The second finding reflects the participants’ 
conceptualisation of cultural sensitivity in maternal health promotion with three core 
themes; cultural audience targeting, cultural conformation in message creation and 
dissemination, and cultural message adaptation strategies. The third finding highlights 
salient cultural elements for maternal health promotion in three core themes; reflecting 
salient beliefs/taboos, salient values, and salient norms/traditions. These findings 
contribute to existing knowledge and theory on cultural sensitivity in the field of health 
communication by providing insight on maternal health promotion from a non-western 
perspective. Specifically, a cultural sensitivity model of maternal health 
communication was proposed. Hence, the findings provide relevant input that can 
serve as a guide for government policies targeted at improving maternal health from 
cultural sensitivity perspective. 

Keywords: Health communication, Health promotion, Perinatal, Women 
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                              CHAPTER ONE INTRODUCTION 

INTRODUCTION 

1.1 An Overview 

This study explores the potentials of culture in the development of culturally sensitive 

messages capable of promoting safe maternal health practices and behaviour. The 

utmost purpose of the study is to understand, based on the experiences and perspectives 

of women in north central Nigeria, how dominant elements of culture can be utilised in 

the development and communication of culturally sensitive maternal health messages 

capable of enhancing maternal health promotion. To this end, the study explores 

women’s cultural and maternal health promotion lived experiences, as a basis for 

understanding how cultural elements related to ethnicity, values and belief systems in 

the study area can be used to enhance the effectiveness of messages aimed at promoting 

maternal health. The study therefore highlights the interrelationship between culture 

and maternal health and the implications of these for the development and effectiveness 

of culture sensitive maternal health messages especially among non-western 

communities like Nigeria where pregnancy/maternal healthcare, behaviours and 

practices are intertwined with culture. 

1.2 Research Background 

Maternal health, defined as the health of women during pregnancy, childbirth and post-

delivery (Ajaegbu, 2013), constitutes a global health challenge which is yet to be 

effectively managed. Recent estimates on global maternal mortality trends between 

1990 and 2015 indicates 44% decline in maternal mortality ratio (MMR), which refers 
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to the number of maternal deaths per every 100,000 live births in a specified period 

(World Health Organisation, WHO, 2015). However, the target as set in the fifth 

Millennium Development Goal (MDG) was to cut MMR by 75%; hence while the 

progress made between 1990 and 2015 seems commendable, the 44% decline is in fact 

equivalent to an average annual decline of only 2.3% which is less than half of the 

expected annual decline of 5.5% required to meet the MDG target (WHO, 2019).  

More so, the number of maternal deaths remain unacceptably high with an estimated 

830 women dying daily as a result of pregnancy/delivery related complications while 

majority of such deaths which occur in developing countries are mostly preventable 

(WHO, 2019). In 2015 which marked the end of the MDG period, an estimated 303,000 

women worldwide still died because of issues related to pregnancy and childbirth 

(WHO, 2015). More worrisome according to the WHO report is the fact that 302,000 

of such maternal deaths occurred in developing countries while more than half of these 

(201,000 maternal deaths) occurred in sub-Saharan African countries including 

Nigeria, where the present study was conducted. Such high maternal mortality statistics 

undoubtedly prevented many developing countries including Nigeria from meeting the 

target of the International Community’s MDGs. 

This informed the new global target under the Sustainable Development Goals (SDGs), 

to reduce global MMR to less than 70 maternal deaths for every 100, 000 live births by 

2030, while no country is expected to have MMR twice the global average (Moran, 

Jolivet, Chou, Dalglish, Hill, Ramsey, Rawlins & Say, 2016).  Although the United 

Nations’ 2018 SDG report indicates that since 2000, impressive progress has been 

recorded even in sub-Saharan African regions where maternal health challenges are 

more evident (United Nations, 2018), maternal mortality statistics remains high for 

countries like Nigeria which has an estimated MMR of 814 (58,000 maternal deaths) 
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and ranks 4th among the world’s countries with highest maternal mortality (Alkema et 

al., 2016; Central Intelligence Agency, 2016).  It is evident therefore that countries like 

Nigeria require concerted efforts to address maternal health and mortality to enable 

them to meet the SDG goal. 

Interestingly, while majority of maternal deaths are often associated with pregnancy 

related complications such as hemorrhage (bleeding during pregnancy or during 

delivery) hypertension, infection and other indirect causes related to pregnancy and pre-

existing medical conditions (Krauss, Ayodele and Jimoh, 2009; WHO, 2015) majority 

of such deaths are also largely preventable (United Nations, 2014; WHO, 2015).  

Several socio economic and cultural factors have also been identified as impeding 

recommended maternal health care practices; as such the World Health Organisation 

has emphasised that all barriers to maternal health must be addressed from all 

perspectives. In Nigeria for instance, studies have shown that women continue to be at 

risk of maternal mortality due to pregnancy related complications and health conditions 

aggravated by harmful socio-cultural practices in various communities in the country 

(Ajaegbu, 2013; Ogunlenla, 2012; Ononokpono & Odimegwu, 2014; United Nations, 

2014).  

Cultural and religious beliefs, norms, traditions, taboos and superstitions serve as 

dominant predictors of skilled health care utilisation by women in Nigeria (Nwagwu & 

Ajama, 2014; Ojua et al., 2013) while harmful cultural practices like abdominal 

massage during pregnancy for instance, are associated with pregnancy related 

complications such as ruptured uterus and preterm labour (Igberase, 2012). Disguise of 

labour signs as mark of courage, delivery with no one present as well as interpretation 

of prolonged labour as punishments for the adulteress are also harmful cultural beliefs 

and practices impeding maternal health and ultimately contributing to mortality in 
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various parts of Nigeria (Adeusi, Adekeye, & Ebere, 2014; Fapohunda & Orobaton, 

2012; James, 2013). Persistence of such harmful cultural practices suggests a need for 

intensified preventive efforts in addressing maternal health and mortality in the country. 

It is pertinent to point out nonetheless that several efforts including medical 

interventions and government policies as well as media sensitisations have been 

employed to address maternal health challenges being faced in Nigeria. For example, 

government programmes and policies, majority of which employed media campaigns 

implemented from early 1990’s include National Policy on Maternal and Child Health, 

National Reproductive Health Policy and Strategy, the National Policy on HIV/AIDS 

and the National Policy on Women (Ladan, 2006).  

Other notable schemes associated with maternal health include the Safe Motherhood 

Initiative  (Okereke, Aradeon, Akerele, Tanko, Yisa & Obonyo, 2013), Midwives 

Service Scheme (Abimbola, Okoli, Olubajo, Abdullahi & Pate, 2012), Nigerian Urban 

Reproductive Health Initiative (NURHI) (Measurement, Learning and Evaluation 

Project, National Population Commission, 2013), Primary Health Care (PHC), 

Expanded Programme on Immunisation (EPI) which was later extended to mothers 

(James, 2013), National Primary Health care Development Agency, National Insurance 

scheme as well as community Health Care programmes (Okere, 2014).  

 In addition, the mass media have equally played a dominant role in addressing maternal 

health in the country. Undoubtedly, the media’s potentials in disseminating messages 

capable of achieving behaviour change generally makes them prominent channels for 

promotion of health behaviours and prevention of risky health practices (Ahmad, 2011; 

Obono, 2011; Ojebode & Adegbola, 2010; Sood et al., 2014). Research reveals the 

existence of several maternal health related messages as regular components of both 
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national and local broadcast programming of media stations in different parts of Nigeria 

(Archaya, Khanal, Singh, Adhikari & Guatam, 2015; Jah et al., 2014; National 

Population Council, 2013; Omoera, 2010; Izoko & Chukwuemeka, 2013; Zamawe, 

Banda & Dube, 2015). Furthermore, programmes are also aired in indigenous 

languages to make them more accessible to their target audiences (Jah, Connolly, 

Barker & Ryerson, 2014). With Nigeria’s multi ethnic and multi lingual nature (Oso, 

2006; Salawu, 2010), the use of such indigenous languages appears suitable.  

Logically, it is expected that combined efforts of such government policies, 

interventions and media strategies acknowledged in the foregoing paragraphs would 

considerably address maternal health and mortality rates in Nigeria. On the contrary, 

the country’s high maternal mortality rates despite such health promotion efforts 

suggests that more preventive strategies need to be explored to get Nigeria’s maternal 

health situation right. Specifically, regarding health promotion, the fact that Nigeria’s 

maternal health situation appears to remain persistently poor and unsatisfactory even 

amidst the use of seemingly appropriate strategies highlighted in the preceding 

paragraph, suggests that current maternal health communication messages require to be 

strengthened.  

Indeed, research indicate that maternal health communication in Nigeria cannot be 

described as satisfactory (Abubakar, Odesanya, Adewoye & Olorede, 2013; Thomas, 

Tijani & Seidu, 2013). For instance, research in western Nigera revealed journalists’ 

lack of knowledge about salient issues concerning maternal health education (Thomas 

et al., 2013). This insinuates that even media professionals themselves who should be 

involved in development and dissemination of health messages require more 

knowledge about maternal health. This points to the need for proactive strategies in 

addressing maternal health issues (Abubakar et al., 2013). 



6 
 

In the light of foregoing, and in line with the recommendation of the World Health 

Organisation on the need for more innovation in addressing health issues, rapid 

reduction of maternal deaths can be enhanced by shifting attention of intervention 

strategies from addressing not only medical causes of maternal death but equally 

focusing on other indirect causes in an innovative and dynamic manner (Butreso, Say, 

Koblinsky, Pullum, Temmerman & Pablos-Mendez, 2013). Given that the mass media, 

with their potentials, have been used as strategies of influencing various health 

behaviours for decades (Wakefield, Loken & Hornik, 2010), focusing on health 

promotion and communication strategies offers such a dynamic manner of addressing 

maternal health.  

Furthermore, the literature indicate that culture plays a crucial role in the determination 

of maternal health related attitudes, beliefs and behaviours (Adeleye, Aldoory & 

Parkoyi, 2011; Airihihenbuwa, Ford & Iwelunmor, 2013; Gutpa, Aborigo, Adongo, 

Rominski, Hodgaon, Engmann & Moyer, 2015; Nwadigwe, 2013; Ojua, Ishor & Ndom, 

2013). Studies have also shown that in African societies like Nigeria where cultural 

values, beliefs and traditions are highly placed, cultural factors not only affect maternal 

health beliefs, behaviours and practices (Adeusi et al., 2014; Ojua et al., 2013) but also 

impact on the effectiveness of maternal health related media messages (Omoera, 2010). 

This suggests that health practices and behaviours reflect the cultural characteristics of 

the individuals who engage in such practices and behaviour. In other words, culture is 

embedded into health, such that efforts aimed at changing health behaviours/practices 

must reflect cultural characteristics.  

Hence, with such crucial role of culture, researchers have highlighted the need for 

health promotional efforts and preventive measures to take cognisance of culture in the 

development of intervention messages aimed at addressing health behaviours and 
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practices (Adeleye et al., 2011; Nwadigwe, 2013). Accordingly, a growing body of 

literature across the globe recommend cultural sensitivity in health promotion (Ahmad, 

2011; Airihihenbuwa, 2010; Bestch et al., 2015; Kadiri, 2015; Larkey & Hecht, 2010; 

Sznitman et al., 2011). Cultural Sensitivity is described as the extent to which a target 

population’s cultural characteristics, values, norms, experiences, behavioural patterns 

and beliefs among other important historical and social factors are incorporated in the 

design, implementation and evaluation of specific health promotion materials and 

programmes (Resnicow, Soler, Braithwaite, Ahluwalia & Butler, 2000).  

The attention on cultural sensitivity emanated from the identification of culture as one 

of the key determinants of health behaviour to be considered in health intervention 

design and implementation (Airihihenbuwa, Ford & Iwelunmor, 2013; Morris, Robson, 

Andriatsihosena, 2014; Napier et al., 2014) due to the capability of culture to shape 

peoples’ understanding and perceptions of health issues, as well their perception and 

response to illnesses (Airihihenbuwa et al., 2013). This indicates the need for 

contextualization of health from a cultural perspective as a means of addressing health 

issues (Butreso et al., 2013; Morris et al., 2014). Such contextualized perspective paves 

the way for the design of suitable messages or programmes based on the cultural 

characteristics of relevant target groups (Sznitman et al., 2011). Undoubtedly, 

utilisation of such culturally sensitive approach in maternal health promotion offers a 

practicable strategy of addressing maternal health and high maternal mortality status in 

cultural societies such as Nigeria. 

However, effectiveness of messages lies in their ability to address relevant traits of the 

target recipient such as their lifestyles, concerns, beliefs, attitudes, social norms, 

barriers to change, sources of information and other general aspects of their cultural, 

social and political background and environment (Betsch et al., 2016; Schiavo, 2013). 
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As such, knowledge of predispositions or experiences of intended recipients to specific 

health issues or intervention is crucial (Lignowska, Borowiec & Slonska, 2015). Such 

insight about the audience aids the development of appropriate messages capable of 

gaining the attention of the audience and resulting in more effective outcomes (Rice & 

Atkin, 2013). Thus, given Nigeria’s highly cultural and multi ethnic nature (Salawu, 

2010), an understanding of cultural sensitivity in relation to cultural maternal health 

lived experiences and implications of such for development of health promotion 

messages deserves scholarly attention. 

To this end, the present study adopted the qualitative descriptive phenomenological 

approach to explore the lived cultural and maternal health promotion experiences of 

women in Nigeria as a means of uncovering the essence of such experiences towards 

understanding how effective culturally sensitive maternal health promotion messages 

can be developed and communicated based on the cultural background and peculiarities 

of given target communities. 

While qualitative approach allows for broad and in-depth understanding of the 

meanings and actions of study participants within the context of their natural and every 

day social environment (Keyton, 2015; Lindlof & Taylor, 2011), descriptive 

phenomenology which has its roots from Edmund Husserl is not only concerned about 

the meanings of an individual’s experience, it also emphasises consciousness and the 

suspension of theories/presuppositions (Creswell, 1994; Finlay, 2014). As explained by 

Giorgi, Giorgi and Morley (2017), “the phenomenological approach dwells on how 

consciousness presents itself and its functions…” (p. 178). Hence, a phenomenon could 

be understood primarily through the description of everyday conscious experience of 

an individual without preconceived judgements or theories. 
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Such phenomenological attitude like the suspension of theories and preconceived ideas 

is described as “a radical and disciplined way of seeing with fresh, curious eyes” 

(Finlay, 2014, p. 122). Moustakas contends that such “purified” consciousness offers 

“a new beginning, not being hampered by voices of the past that tell us the way things 

are or voices of the present that direct our thinking” (Moustakas, 1994, p.85). Hence, 

such phenomenological attitude is consistent with the interest of the present study in 

exploring the lived maternal health experiences of women in the light of understanding 

cultural sensitivity from the participants’ perspectives and cultural background. 

1.3 Problem Statement 

Cultural sensitivity has received international attention in several aspects of health 

communication research including faith-based health promotion (Ahmad, Othman, Jalil 

& Ismail, 2017), non-communicable diseases like diabetes, obesity (Kong, Tussing‐

Humphreys, Odoms‐Young, Stolley & Fitzgibbon, 2014) and cervical cancer (Scarinci, 

Bandura, Hidalgo & Cherrington, 2012) as well as sexually transmitted infections and 

HIV/ AIDS (Kadiri et. al, 2014; Kadiri, 2015; Iwelunmor et al., 2014; Sznitman et al., 

2011; Sofolahan & Airihihenbuwa, 2012; 2014). These studies indicate that individual 

diseases or health issues require to be addressed differently, based on the backgrounds, 

characteristics or peculiarities of the audience to whom health messages are targeted. 

Hence, the need to respond to maternal health based on its peculiarities in given 

communities as highlighted in the present study. 

In Nigeria for instance, the studies of Kadiri et al. (2014) and Kadiri (2015) provide 

empirical evidence that culturally sensitive message strategies such as the use of local 

language, religion and cultural values like maintenance of virginity before marriage 

may be utilised for preventive communication campaigns about HIV/AIDS and 
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sexually transmitted infections in Nigeria. Nonetheless, while such health concerns are 

related to maternal health, they are not specific to issues of maternity. Hence, utilisation 

of such strategies may not adequately address issues of maternal health. This further 

highlights the need to respond to maternal health and mortality in worst hit countries 

like Nigeria through health promotion using unique culture sensitive approaches, based 

on the characteristics of specific target populations.  

Indeed, studies call for the incorporation of culture in health message design (Adegoke, 

Fife, Ogunnike & Heemer, 2014; Jah et al., 2014; Jesmin, Chaudhuri & Abdullah, 2013) 

while researchers have also acknowledged the need for community-based approaches 

and consideration of relevant stakeholders in societies whose culture ascribe a degree 

of communal responsibility to delivery and maternal health (Moyer, Adongo, Aborigo, 

Hodgson, Engmann & DeVries, 2014). Involvement of such relevant groups like male 

folk, perinatal women (expectant and new mothers), grandmothers and health workers 

in maternal health intervention and message design have specifically been identified as 

part of strategies of maternal health promotion due to their various cultural roles and 

influence on maternal and child health (Airihihenbuwa, Obiefune, Ezeanolue & 

Ogedegbe, 2014; Findley et al., 2015; Gutpa et al., 2015; Idowu, 2014; Ndep, 2014; 

Umeano-Enemuoh et al., 2015; Napier et al., 2015; Zamawe, Banda & Dube, 2015). 

Therefore, understanding cultural sensitivity in relation to maternal health promotion 

from the perspectives and cultural characteristics of such relevant diverse groups 

becomes particularly expedient given the collective nature of maternal health in non-

western communities like Nigeria and the implications of such for maternal health 

behaviours and health promotion. However, studies that capture unique cultural 

characteristics that can be applied in the development of culturally sensitive maternal 

health messages for such diverse cultural groups, based on their cultural characteristics 
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and experiences are rarely found in the health communication literature, particularly 

regarding Nigeria. Although, a study by Adeleye et al., (2011) conducted in a 

community in southern Nigeria highlighted local cultural norms and the 

importance/influence of positive male involvement and their implications for maternal 

health and message design, such insights may not be practicable to other communities 

given the peculiarities of individual community. More so, the study by Adeleye et al. 

provides the perspectives of only the male folk whereas perspectives of other relevant 

groups as highlighted earlier would undoubtedly enhance the application of culture to 

message design and health promotion as well. 

Hence, while limiting the gap in empirical knowledge about cultural sensitivity in 

maternal health communication research, the present study through the exploration of 

lived cultural and maternal health promotion experiences of perinatal women 

(expectant and nursing mothers), grandmothers and maternal health experts also 

addresses the knowledge gap in understanding of the construction of culturally sensitive 

maternal health promotion messages from the perspectives of  these additional relevant 

groups whose involvement in message design has been identified as important in the 

literature given the relevance of their roles in maternal and child health care. 

Furthermore, Bestch et al. (2015) noted that effectiveness of culturally sensitive 

messages is premised not only on in-depth understanding of the target audience but also 

on theory. However, to enhance the effectiveness of health promotion efforts, scholars 

have continued to emphasise the need to respond to cultural contexts in health 

communication and preventive campaigns from local/non-western perspectives as 

opposed to relying solely on western based models which may not be suitable in non-

western contexts (Ahmad, 2011; Airihihenbuwa, 2010; Kadiri, 2015). Indeed, such 

local perspectives that incorporates the interests, needs and overall views and 



12 
 

participation of the community/recipients has been identified as crucial for 

development programmes intended for such communities (Lyndon et al., 2013). 

Accordingly, Hamilton, Agarwal, Song, Moore and Best (2012) noted that in-depth 

understanding of the cultural characteristics and behaviour of the target population 

constitutes the basis of cultural sensitivity while Uwah (2013) argued that the most 

influential health programmes would be those that utilise local-community based 

approaches carried out through reports from within the same community. 

This highlights the need for illumination of cultural sensitivity from local perspectives 

that capture the uniqueness of communication and cultural characteristics of given 

populations regarding maternal health. Such local perspective is exceptionally required 

for multicultural nations like Nigeria which according to Salawu (2010) comprises not 

less than 400 ethnic groups with diverse cultural characteristics. As indicated in the 

literature, such cultural characteristics reflect in pregnancy and maternal health cultural 

beliefs and practices amongst various communities and ethnic groups in Nigeria 

(Adeusi et al., 2014; Fapohunda & Orobaton, 2012; James, 2013; Igberase, 2012; 

Nwagwu & Ajama, 2011).  

Thus, from a theoretical stance, the foregoing suggests that understanding of cultural 

sensitivity from a local perspective should be based on the experiences and perspectives 

of relevant target groups from within a community, based on in-depth understanding of 

their cultural characteristics. 

Although, existing models like the culturally sensitive model of communication (Sharf 

& Kahler, 1996) and PEN-3 cultural model (Airihihenbuwa, 1995) provide relevant 

theoretical guide for health promotion from a cultural perspective, certain shortcomings 

of these models as indicated in the following paragraphs suggests that despite the 

relevance of the two models, consideration of group peculiarities and local perspectives 
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is still required for adequate understanding and effectiveness of cultural sensitivity in 

maternal health promotion.  

The culturally sensitive model of communication, which explains that communication 

can be enhanced by understanding the layers of meanings that people bring into their 

healthcare interactions (Ahmad, 2011), is useful to health communication as it identifies 

factors that can enhance understanding and shared meaning in communication 

situations (Sharf & Kahler, 1996).  The model however focuses on enhancing patient-

physician communication in the clinical setting mainly from the physician/bio-medical 

perspective whereas, the perspective of the patients/community is equally essential. 

Furthermore, conceptualisation of cultural sensitivity with this model is based on 

western perspective and may need to be refined to suit communication situations in 

non-western contexts like Nigeria, since cultural sensitivity reflects the characteristics 

and peculiarities of specific populations.  

PEN-3 model on the other hand, offers a cultural lens for addressing health concerns 

particularly among Africans by highlighting positive aspects of culture and focusing on 

culture as an asset that can be used to facilitate successful health interventions 

(Airihihenbuwa, 2010).  However, findings of previous studies suggest that despite the 

relevance of the PEN-3 model in identification of cultural elements to be applied in 

addressing health issues, the model may not sufficiently strengthen the interpretation of 

findings related to other components of communication behaviour as may be driven by 

factors such as beliefs or ideologies of a given population (Kadiri, 2015; Scarinci, 

Bandura, Hidalgo & Cherrington, 2012). Although such communication components 

are covered in the culturally sensitive model of communication, given the need to 

address the uniqueness of health issues and target populations, the foregoing indicate a 

need for further conceptualisation of cultural sensitivity to capture the cultural, 
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behavioural and communication peculiarities relevant for guiding maternal health 

promotion among target populations in non-western contexts such as Nigeria. Hence, 

the need for the development of a model/cultural framework for maternal health 

promotion in non-western societies based on the peculiarities of the communities/target 

population. 

Such conception of cultural sensitivity from a local and audience/community-based 

perspective as presented in the current study provides a practical approach to health 

promotion in non-western and communal societies like Nigeria. Thus, based on the 

perspectives and lived cultural and maternal health promotion experiences of perinatal 

women, grandmothers and maternal health experts in North Central Nigeria, this study 

proposed a cultural sensitivity framework of maternal health communication that offers 

a theoretical guide that can be adopted by message planners and designers in the 

development, dissemination and evaluation of culturally sensitive messages aimed at 

addressing maternal health in the study area and other similar non-western societies. 

However, the illumination of cultural sensitivity in the light of the participants’ lived 

experiences requires the adoption of qualitative methods since such methods as 

identified by Keyton (2015) are suitable for uncovering broad and in-depth knowledge 

about participants within the context of their natural and every day social environment.  

It is important to note nonetheless that while few studies (Adeleye et. al, 2011; Kadiri, 

2015) have used qualitative methods to describe the development of health messages 

in culturally sensitive manners, the need to capture the essence of cultural sensitivity in 

maternal health promotion from a contextual (local/non-western and audience) 

perspective calls for the application of a different qualitative approach like descriptive 

phenomenology which emphasises a purely inductive approach in the collection and 

analysis of data.  
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The descriptive phenomenological approach according to Moustakas (1994) is ideal for 

capturing the true essence of the participants’ experiences without preconceived bias or 

theory. Hence, this makes the approach most suitable for uncovering local perspectives 

and conception of cultural sensitivity as is the interest of the present study. Such insights 

from the participants’ experiences forms a basis for understanding and describing how 

culturally sensitive maternal health messages can be developed for relevant target 

audience in non-western contexts.  

1.4 Research Questions 

The study has the following research questions: 

i) What is the nature of cultural maternal health promotion experiences of 

perinatal women, elders/grandmothers and maternal health experts in Kwara, 

North Central Nigeria based on cultural elements like their ethnicity, values, 

traditions and beliefs?  

ii) What constitutes culturally sensitive maternal health messages as perceived by 

perinatal women, elders/grandmothers and maternal health experts in Kwara, 

North Central Nigeria?  

iii) How can salient elements of culture be engaged for maternal health promotion 

in North Central Nigeria? 

iv) How can the meanings derived from experiences of perinatal women, 

elders/grandmothers and maternal health experts constitute a framework for 

explaining cultural sensitivity in relation to the development of maternal health 

promotion messages? 
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1.5 Aims of the Study 

The general aim of the study is to understand cultural sensitivity in maternal health 

communication from a local (non-western) and audience-based perspective. To this 

end the study seeks to: 

i) Describe the nature of pregnancy to post-delivery maternal health cultural and 

health promotion experiences of perinatal women, elders/grandmothers and 

maternal health experts in Kwara, North Central Nigeria based on cultural 

elements like ethnicity, values, traditions and beliefs. 

ii) Identify what constitutes culturally sensitive maternal health messages from 

the perspectives of perinatal women, elders/grandmothers and maternal health 

experts in Kwara, North Central Nigeria. 

iii) Explain how salient cultural elements in Kwara, North Central Nigeria can be 

engaged for maternal health promotion. 

iv) Develop a framework of cultural sensitivity of maternal health messages that 

can be adopted by message developers to construct culturally sensitive health 

promotion messages to address maternal health among target recipients in 

given communities. 

1.6 Significance of the Study 

This study contributes to the field of health communication and cultural sensitivity from 

perspectives of theory, practice and methodology. Specific contributions of the study 

are highlighted as follows: 

1.6.1 Theoretical Perspectives 

Cultural sensitivity has continued to gain global attention in the field of health 

communication; with this arose the interest in the development of culturally sensitive 
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health interventions and messages based on cultural elements and characteristics of the 

target audience. As pointed out in the literature, while culturally sensitive approaches 

also require theoretical grounding, the conception of cultural sensitivity in health 

communication is primarily dominated by the western contexts. However, as research 

has indicated the need to respond to individual health issues through cultural sensitivity 

using unique approaches based on characteristics of various audience groups, this 

highlights the importance of understanding cultural sensitivity from contextual and 

local approaches in relation to such health issues.  

To understand cultural sensitivity in maternal health promotion from such local 

perspectives, the present study adopted the descriptive phenomenological research 

method to understand cultural sensitivity in maternal health communication based on 

the cultural lived experiences/background and perspectives of women in north central 

Nigeria. Findings of the study are discussed in the light of two cultural models; the 

culturally sensitive model of communication and the PEN-3 model.  While the endpoint 

of such discussion was the development of a model of cultural sensitivity in maternal 

health communication that captures the essential structure of cultural sensitivity from a 

local perspective, the study equally strengthens the positions of both the Culturally 

sensitive model of communication (CSMC) and the PEN-3 cultural model.  

From the perspective CSMC, the researcher was able to describe essential layers of 

meanings associated with maternal health interactions as experienced by the 

participants. However, while CSMC was developed based on patient-physician 

interactions, the present study however provides phenomenological evidence from a 

non-western perspective on how layers of meanings identified in CSMC may relate to 

health communication at other levels including interpersonal communications between 
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health workers and patients, those at the community or familial level as well as 

communication through the media. Hence, this study strengthened the propositions of 

CSMC by broadening the perspectives on the meanings that must be considered in 

communication situations to achieve functional communication relationships and 

effective communication.  

The PEN-3 model on its part provided theoretical support in the present study primarily 

on the discussions of findings concerning cultural elements and their implications for 

maternal health promotion. The model in its cultural empowerment domain categorises 

cultural attributes into positive, negative and existential. As explained in the model, 

certain cultural attributes or beliefs may have positive health benefits and should be 

promoted, some may have negative effects which may be discouraged while some may 

be existential, having neither positive or negative outcomes. Such propositions of the 

PEN-3 model facilitated the understanding of meanings associated with cultural 

elements in the present study, in terms of their implications and how they may be 

incorporated into maternal health messages.  

However, the present study nonetheless extends the cultural empowerment domain of 

the PEN-3 model based on the finding that certain cultural attributes associated with 

maternal health in the study area have multiple identity/perspectives. They have 

positive, negative and existential attributes and hence should be utilised with caution in 

health promotion efforts. 

The study’s ultimate theoretical significance nonetheless remains the  proposed cultural 

sensitivity model of maternal health communication which provides a cultural health 

promotion framework that can serve as a theoretical a guide for the development, 

dissemination and evaluation of culturally sensitive maternal health messages for 
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women and other relevant audience categories from major ethnic groups in the study 

area as well as other non-western target population with similar cultural characteristics.  

1.6.2 Practical Perspectives 

Findings of this study can serve as a guide that can be adopted for the communication 

aspects of relevant interventions by concerned government agencies, non-governmental 

organizations and campaign planners of maternal health programmes in North Central 

Nigeria.  

Specifically, findings of the study can serve as relevant input for government policies 

on maternal health. Also, communication campaign messages on maternal health, 

targeted at various categories of women of different ethnic groups in North Central 

Nigeria can be strengthened through the adoption of the cultural sensitivity model of 

maternal health communication as a guide in the development, dissemination and 

evaluation of such messages. The findings equally have benefits for health policies 

targeted at the improvement of service provision by health care providers. Furthermore, 

the study offers a guide on the exploration of culture and cultural sensitivity issues on 

maternal health in Nigeria and other areas with similar cultural characteristics. 

1.6.3 Methodological Perspectives 

The adoption of descriptive phenomenological qualitative research approach in this 

study offers additional contribution to knowledge from previous health communication 

studies as this approach revealed the essence of cultural sensitivity in maternal health 

promotion based on lived experiences of participants from the perspectives of their 

local culture.  
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The approach enabled the researcher to gain insight into the lived cultural and maternal 

health promotion experiences as well as perceptions of participants on cultural 

sensitivity in maternal health promotion through phenomenological interviews devoid 

of preconceived judgements or theory. The adoption of descriptive phenomenology 

enabled the researcher to gain in-depth understanding of the issues, problems and 

solutions to maternal health promotion using a culturally sensitive approach, from the 

perspectives of those directly involved.  This ultimately facilitates a broader 

understanding of communicating about maternal health in non-western contexts with 

the development of a cultural sensitivity framework of maternal health communication 

which can be tested in future research.  

The study provides an additional perspective to previous qualitative efforts on health 

communication by providing phenomenological evidence on the conception of cultural 

sensitivity in maternal health promotion from the perspectives of multiple categories of 

women. This triangulation of sources by interviewing perinatal women, 

grandmothers/elders and maternal health experts equally adds a different perspective to 

sampling given the rarity of such combination of samples in existing studies. The 

present study therefore offers a practical approach that contributes to existing 

methodology geared at understanding and enhancing cultural sensitivity and maternal 

health communication/promotion.    

1.7 Scope of the Study 

Maternal health can be associated with broader issues of sexual and reproductive health. 

However, this study particularly focuses on maternal health as it relates to pregnancy, 

childbirth and postpartum/post-delivery period. In addition, while infant health is not 
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the primary concern of this study, maternal health in the study is operationalized to 

include the health of babies since these two aspects of health are often interwoven. 

 

Maternal health also has various dimensions such as medical, infrastructural, cultural, 

socio economic and communication dimensions. The focus of this study nevertheless 

is primarily on communication and cultural elements of maternal health, with emphasis 

on maternal health promotion. Focus on these dimensions of maternal health offers a 

means of addressing maternal health and mortality from a contextual perspective by 

highlighting and describing cultural and communication aspects and strategies that can 

facilitate safe maternal health related behavior and practices as well as the effectiveness 

of interventions geared towards overall management of maternal health and mortality 

in given communities.  

 

Furthermore, the study is conducted in Nigeria, one of the world’s countries with high 

maternal mortality. The research is however limited to Kwara, North Central Nigeria 

due to its multi ethnic composition which makes it suitable for exploring cultural 

sensitivity in maternal health from the perspectives of multi ethnic participants. 

Specifically, the participants are of Baruba, Fulani, Yoruba and Nupe ethnicity which 

constitute the major ethnic groups in the study area. This aids in enriching the 

conception of cultural sensitivity in maternal health promotion from local/cultural 

perspectives. 

  

However, in addition to their multi ethnic composition, the study participants constitute 

women of three categories, namely; perinatal women, elders/grandmothers and 

maternal health experts (midwives/traditional birth attendants). Such diversity in the 



22 
 

participants’ categorisation provides insight into cultural sensitivity in maternal health 

promotion from multiple perspectives. Each of these categories of women provide 

insight on maternal health care, cultural sensitivity and maternal health promotion from 

their various maternal health experiences either as mothers, patients/care recipients, 

caregivers, or professional/traditional midwives. This equally enhances a broader 

understanding of the development and communication of appropriate culturally 

sensitive maternal health promotion messages for relevant audience groups in non-

western communities like Nigeria where the aforementioned categories of women 

constitute major stakeholders in maternal and child health care. 

1.8 Brief Background on Nigeria 

Nigeria is a West African nation with a land mass of 923, 768 square kilometers. The 

country is bordered on the north by Niger, with Cameroon on the east and Benin on the 

west while it has Chad at the north east and the Atlantic Ocean at the south. Nigeria 

comprises 36 states and one Federal Capital Territory. The states are categorised into 

six geo-political zones (north central, north east, northwest, south east, south south and 

south west regions) with maternal mortality ratios being highest in the northern regions 

of the country (Abimbola et al., 2012). 
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Figure 1.1 MMR categories by geo-political zones in Nigeria 

Source: (Abimbola et al., 2012).  

Nigeria is a multi-ethnic nation with not less than 400 ethnic groups (Ejobowah, 1999; 

Salawu, 2010). However, three main ethnic groups constituting 70% of the country’s 

population are the Hausa/Fulani who make up 30%, the Yoruba accounting for 21% 

and the Igbo who constitute 19% (Nwabunike & Tenkorang, 2015).  The multi-ethnic 

nature of the Nigeria also reflects in her linguistic composition of between 200 and 400 

local languages (Oso, 2006). However, just as with ethnicity, Hausa, Igbo and Yoruba 

constitute the three major languages of the country in addition to English which serves 

as the official language. The Hausa/Fulani people are the predominant occupants of 

northern Nigeria while the Yoruba mostly occupy the southwest and parts of the north 

central region and the Igbos are from the eastern and south eastern parts of the country 

(Nwabunike & Tenkorang, 2015).  In terms of religious affiliations, Islam and 

Christianity are the dominant religions practiced in Nigeria, although some people also 

practice African traditional religion which had long been in existence in the country 

since pre-colonialism (Kitause & Achunike, 2013). 

(Red: north east and north west, very high MMR; Yellow: north central and south south, 

high MMR; Green: southeast and southwest, moderately high MMR) 
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Figure 1.2 Nigerian map by ethnic groups 

Source: Went (2014)  

From time, the Hausa/Fulani of the north have predominantly been Muslims while 

majority of Igbos and Yoruba are Christians. However, today quite many Hausa people 

are also Christians just as there are Yoruba Muslims (Iroghama, 2012). Nevertheless, 

the historical African cultural background of the people has permeated all aspects of 

their lives resulting in affiliates of both Islam and Christianity in the different parts of 

the country still holding on to certain African traditional religious beliefs (Kitause & 

Achunike, 2013).  

The deep traditional heritage and ethnic diversity in Nigeria thus reflect in daily 

activities, cultural norms, values and practices of the Nigerian populace in several 

aspects of life including maternal health. Mbiti (1978) for instance observed that 

African traditional religion reflects in matters of deeper things of life such as child birth, 

marriage and death even among several Christians and Muslims. Pregnancy, child birth 
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and other maternal health related issues and practices in different parts of Nigeria are 

also intertwined with the traditions and cultural practices of various communities within 

the country (Igberase, 2012). The foregoing therefore highlight why cultural sensitivity 

of maternal health messages should be explored based on ethnic diversities of relevant 

target populations in the country. 

1.9 Conceptual Definitions 

1.9.1 Culture 

Culture takes several forms and may fall under categories such as social groups (which 

may be based on ethnicity, religion, positions, social classes or background) and 

cultural attributes (such as values, beliefs, perceptions, attitudes to health or illnesses, 

as well as language, religion, dressing, food and manners among other cultural 

attributes); culture may also be seen in terms of social and economic attributes like 

education, gender, wealth and power (Coast, Jones, Portela & Lattof, 2014). 

1.9.2 Cultural Elements 

Culture is described as those shared overt and covert understandings that make up 

accepted rules and practices, as well as the ideas, symbols and concrete artefact 

sustaining such rules and practices thereby making them meaningful (Napier et al., 

2014).  Elements of culture include characteristics such as ethnicity, values, beliefs and 

behaviour of given people (Kreuter & McClure, 2004; Warren, 2010). 

1.9.3 Cultural Sensitivity 

This is the strategic use of communication for health promotion by adapting health 

messages to the cultural characteristics of the recipients (Dutta, 2007). It refers to the 

way cultural elements and characteristics of a given people are incorporated in health 

promotion/communication for such a group (Resnicow, Soler, Braithwaite, Ahluwalia 
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& Butler, 2000). Hence, cultural sensitivity of maternal health messages relates to the 

strategic incorporation or consideration of cultural characteristics of the study 

population in the construction of maternal health messages.  

1.9.4 Maternal Health Messages 

Maternal health is the health of women during pregnancy, delivery and post-delivery 

period (WHO, 2015). With regards to health communication, taking a cue from the 

submissions of Suggs, Mclntyre, Warburton, Henderson and Howitt (2015), maternal 

health messages can be considered as the messages sent or received to create better 

health, either with the aim of maintaining or improving health or by preventing risky 

practices, containing or responding to health crises or ill health. In addition, however, 

maternal health messages as used in this study also includes messages about the health 

of babies. 

1.9.5 Maternal Health Promotion 

Health promotion involves improving health by seeking to influence lifestyles, health 

services and the environment including cultural and socio-economic situations that 

determine health status (WHO, 2012). Maternal health promotion in this study refers to 

the purposeful use of communication through media messages, face to face or 

interpersonal interactions with the aim of safeguarding or improving maternal health. 

1.10 Organization of the Study 

The first chapter of this study provides an introduction and background on maternal 

health and mortality with specific focus on Nigeria. Emphasis is on the expected role 

of communication in promoting maternal health from a cultural perspective. The 

chapter also contains the problem statement, research questions, objectives and 
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significance of the study. The scope of the study and conceptual definitions are also 

contained in this chapter. 

Pertinent literatures are reviewed in chapter two. Themes of the review include an 

overview of health communication and research dimensions in health communication, 

culture and health communication, cultural sensitivity and message effectiveness, and 

culture and maternal health. Cultural health communication approaches and models 

relevant to the study are equally reviewed in this chapter. 

Chapter three of the study presents the methodology adopted for the research. It 

describes the research design and data collection procedures. The study is a qualitative 

research in which data was gathered through in-depth phenomenological interviews. 

Detailed findings of the study are presented in chapter four while chapter five entails 

the discussions, contributions and conclusion of the study as well as recommendations 

for future research.  

1.11 Chapter Summary 

This chapter provides a background to the study. It highlighted the need for 

understanding cultural sensitivity in maternal health communication as the central 

problem to be addressed by the research and pointed out existing gaps in this aspect of 

health communication, particularly in developing and non-western nations like Nigeria. 

In view of this, research questions and objectives were set for the study. The 

significance of the study in terms of theoretical, methodological and practical 

contributions are also contained in this chapter while the scope of the study is also 

stated. Key concepts used in the study were also explained.  
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                                        CHAPTER TWO LITERATURE REVIEW 
LITERATURE REVIEW AND THEORETICAL PERSPECTIVES 

2.1 Introduction 

This chapter reviews pertinent literature related to the study. It establishes research gaps 

in health communication research and cultural sensitivity in maternal health 

communication and points out how the present study fits in to address such gaps.  The 

review begins with an overview of health communication and its research dimensions 

as well as health communication research in Nigeria to put the study in perspective. 

Relevant studies on culture and cultural sensitivity are also discussed in the light of 

health promotion and message effectiveness while the review equally established 

existing knowledge on culture and maternal health. Also reviewed are theoretical 

models found to be relevant to the study. 

2.2 Health Communication: An Overview  

Communication, often associated with the exchange of shared meanings and ideas is an 

important component of every aspect of human existence including health and well-

being (Nazione, Pace, Russell & Silk, 2013). Communication can create awareness, 

increase knowledge, build approval and encourage healthy attitudes and behaviours 

(Obono, 2011). Health on its part is defined “as a satisfactory and acceptable state of 

physical, mental, emotional, economic and social wellbeing” (Oleribe et al., 2018).  It 

enables people to function in their day to day personal and professional activities 

(Schiavo, 2014). Thus, health communication which serves as the link between these 

two vital domains of human endeavour has continued to receive increasing attention as 

an important means of improving individual and public health (U.S Department of 

Health and Human Services, 2010).   
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Health communication refers to both the study and adoption of strategies aimed at 

informing and influencing individual and community decisions on improving health 

outcomes (Freimuth & Quinn, 2004). Emphasising the role of communication, Thomas 

(2006) described health communication as involving the study and use of 

communication strategies to influence health and healthcare related knowledge, 

attitudes and practices of individuals and communities. Kreps, Bonaguro and Query 

(2003) further note that health communication is a multi-disciplinary field of study 

concerned with human and mediated communication in health care delivery and health 

promotion. Health care delivery and health promotion, according to Kreps et al. (2003), 

form two major branches of health communication research. Health care delivery in 

this regard is concerned with the influence of communication on delivery of health care 

while scholars interested in health promotion focus on the persuasive use of messages 

and the media in promoting public health. Also, as defined by the U.S Department of 

Health and Human Services (2010) health communication involves the skills and 

methods of informing, influencing and motivating various categories of audience on 

vital health issues while the scope of health communication includes disease 

prevention, health promotion, health care policy, health care business and improved 

quality of individuals’ lives and health in the community. 

The goal of health communication therefore reflects the foregoing approaches to health 

communication. Accordingly, one major objective of health communication is to 

improve health outcomes by sharing health-related information (Schiavo, 2007). 

However, its application is mostly related to health care delivery, health promotion and 

disease prevention (Kreps et al., 2003; Thomas, 2006). In this light, Liu and Chen 

(2010) describe health communication as being geared at disease prevention and health 

promotion; addressing doctor-patient relations and designing media inventions aimed 
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at public health awareness creation and health risk prevention. All these, the scholars 

noted are with the aim of influencing peoples’ health attitudes and behaviours 

positively. It can thus be inferred that health communication can be targeted at 

impacting and benefitting both individual and public health in relation to attitudes, 

behaviours and practices in several ways, ranging from health care delivery and health 

policies to health care seeking and practices. These multifaceted roles and objectives of 

health communication further highlight the multi-disciplinary nature of the field. 

Schiavo (2007) captured the various dimensions of health communication when she 

defined health communication as a multifaceted and multidisciplinary means of 

reaching different audiences by sharing health-related information. Such information 

she explained, aims at influencing, engaging and supporting stakeholders such as 

individuals, communities, health professionals, policy makers and the public towards 

engaging in appropriate behaviours and actions which eventually will translate to 

improved health outcomes. It is evident from these definitions that health 

communication is a relatively wide field touching several areas ranging from medicine, 

to psychology, mass communication, sociology and technology among several others.  

The multi-disciplinary nature of health communication can be traced to the evolution 

of the field itself. Health communication, first recognised as a subset of the field of 

communication in 1975 (Freithmuth & Quinn, 2004), has its development rooted in 

social science disciplines such as sociology and psychology as well as the medical field 

around the early 1960s (Kreps et al., 2003). During this period, as noted by Kreps and 

colleagues, healthcare systems and communication variables were studied from the 

sociological perspectives while literatures in medical sociology and medicine equally 

examined doctor-patient relationships. Literatures in Psychology in the early 1950s 

through late 1970s also focused on the role of therapeutic communication, promotion 
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of psychological health and the role of persuasion and social influence in health 

promotion. Over time, health communication as an approach has drawn from these 

disciplines among several others, including anthropology, health education, mass 

communication and social marketing (Schiavo, 2007).  

In the present study, maternal health communication is viewed mainly from the 

perspective of health promotion which is mostly concerned about the use of persuasive 

messages to promote health. However, from the literatures reviewed in this section, it 

would be observed that the arms/targets of health communication; that is health care 

delivery, health promotion and disease prevention are indeed interwoven. As such, 

focus on maternal health messages in the present study may have implications not only 

for maternal health promotion but also for maternal health care delivery-related 

communication and disease prevention as it relates to perinatal women and babies. 

  

2.2.1 Health Communication Research Dimensions  

Health communication encompasses various levels of communication (such as 

intrapersonal, interpersonal or group communication), channels of communication (e.g. 

face-to-face or mass mediated channels) and social contexts of communication (e.g. 

within communities, hospitals or offices) (Kreps et al., 2003; Schiavo, 2007; Thomas, 

2006). These various dimensions form themes of inquiry for scholars in various 

disciplines including communication (Kreps et al., 2003). At the intrapersonal level for 

instance, health communication research explores attitudes, beliefs, values and feelings 

of people about health-related concepts and issues while the focus at the interpersonal 

level is on relationships such as those between health providers and patients or the 

influence of social factors in people’s heath behaviour and attitudes (Wright, Sparks & 

O’Hair, 2013).  
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With channels of communication, studies show that health campaigns traditionally have 

often relied on mass communication channels as critical tools for influencing public 

health (Noar, 2012). More so, with the advent of newer communication technologies 

such as mobile phones and the internet, the use of the media for health communication 

accrued even more potentials (Higgs, Goldberg, Labrique, Cook, Schmid, Cole & 

Obregon, 2014; Humphrey, Rodgers & Flabouris, 2013). For instance, radio and 

television broadcasts are now streamed on the internet while online versions of 

newspapers are equally available. Mobile phones are also used to receive and send 

health related messages to all other forms of media. In this light, Southwell, Reynolds 

and Fowlie (2013), refer to the mass media as not just radio, film, television and printed 

material but all those information technologies that can draw large and heterogeneous 

groups of people.  

Hence, health communication research, especially in relation to health promotion has 

focused on health issues in relation to mass media, either individually, in groups or in 

addition to other channels like face to face communication. For instance, there have 

been studies on several aspects such as audience exposure and effects of media health 

messages (Ankomah et al., 2014; Bekalu & Eggermont, 2015; De Jesus, 2013; Jah et 

al., 2014), use of media for health (Cormick, Rodgers, Gibbons, Buekens, Belizian & 

Althabe, 2012) as well as analysis of media health contents (Bello, 2015) to mention a 

few.  

In the case of social contexts, this involves the focus on health issues based on various 

contexts; it could be within communities or other establishments as indicated by Kreps 

et al. (2003). It could also be on the role of culture and the mass media in shaping health 

behaviours and understanding or role of new communication technologies (Wright et 

al., 2013). Hence, health communication studies have also focused on aspects like 
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communication process, technologies and theories (Korda & Itani, 2013; Mendes et al., 

2015; Noar, 2012; Scarinci et al., 2015).  

The foregoing indicate that health communication is a widely researched area which 

provides an endless space for accommodation of additional knowledge unto the various 

dimensions of health communication research as events and research findings unfold. 

One of the important evolutions in health communication research has been the 

increased attention on the recognition of the role of culture in health and the need to 

integrate culture into health communication (Dutta, 2007). Such became paramount 

with the realization that western perspectives and approaches to solving health 

problems may not be applicable and functional in other contexts such as the African 

context, due to differences in cultural values, ideologies and practices that drive health 

behaviour (Airihihenbuwa & Obregon, 2000).   

Hence, culture and cultural sensitivity presently constitute one of the core research 

dimensions of health communications that has attracted attention of researchers 

regarding several health issues and several aspects of health communication.   The 

present study which is situated within this research paradigm adds to knowledge on 

health communication from an audience/community and non-western perspective 

through the conception of a framework that can guide the development of culture 

sensitive maternal health communication messages useful for both mass media and 

interpersonal communications and health promotion efforts on maternal health. Culture 

and cultural sensitivity in health communication are discussed extensively in the light 

of existing literature, in the following sections. 
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2.3 Culture and Health Communication  

Culture is often defined variously in relation to peoples’ general ways of life. It 

encompasses the total way of life of a given group of individuals as it reflects in the 

way they think and act generally (Liu & Chen, 2010). However, it is usually viewed in 

relation to values, norms, practices and systems of meanings as well as ways of life and 

general social regularities shared by a group of people (Kreuter, Lukwago, Bucholtz, 

Clark & Sanders-Thompson, 2003). In most societies, cultures take several forms and 

may fall under categories such as social groups (which may be based on ethnicity, 

religion, positions, social classes or background) and cultural attributes (such as values, 

beliefs, perceptions, attitudes to health or illnesses, as well as language, religion, 

dressing, food and manners among other cultural attributes); culture may also be seen 

in terms of social and economic attributes like education, gender, wealth and power 

(Coast, Jones, Portela & Lattof, 2014). 

Culture is thus regarded as the foundation institution, shared normative and general 

acceptable manners through which individuals within a group relate (Airihihenbuwa et 

al., 2013). Culture is also described as the system of rules and meanings associated with 

a given group of individuals as well as the means through which members of this group 

interact (Larkey & Hecth, 2010). It can also be the conventional practices and 

behaviours of a group of individuals driven by certain customs, habits, language and 

geography shared by members of this group (Napier et al., 2014).  These submissions 

imply that culture serves as a guide on acceptable practices and behaviours expected of 

individuals within a specific group. Furthermore, members of this group share certain 

characteristics such as geography, language, beliefs and traditions in common. Hence, 

these shared traits that help to define the acceptable rules guiding the practices, 
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behaviours and relations among individual members of the group constitute the culture 

of such a people as a whole.    

From another perspective, culture is further described by Airihihenbuwa and Liburd 

(2006) as a unified sense of consciousness which comprises both quantifiable and 

unquantifiable elements manifested through history and language in either an explicit 

or implicit manner.  Similarly, Napier et al., (2014) define culture as those shared overt 

and covert understandings that make up accepted rules and practices, as well as the 

ideas, symbols and concrete artefact sustaining such rules and practices thereby making 

them meaningful.  As evident in the foregoing, culture reflects the entirety of human 

existence because it is inherent in our daily activities both as individuals and members 

of our various communities. This is because we consciously or subconsciously engage 

in our thoughts, perceptions about issues, relations with other people as well as our 

responses and reactions to issues based on a set of both manifest and hidden rules, 

practices, experiences and ideas that we imbibe from our backgrounds as members of 

a broader society or cultural group. 

 

Napier and colleagues’ definition of culture particularly proofs useful to health because 

it highlights the fact that obvious shared elements of culture such as language, race or 

ethnicity may not necessarily imply shared beliefs, perceptions or practices. Overt or 

hidden cultural traits equally need to be studied to provide better understanding of how 

culture shapes beliefs, practices and behaviours among given cultural groups. Such 

crucial understanding of culture particularly becomes expedient in the context of health 

and healthcare due to the compelling relationship existing between culture and health. 

This is because peoples’ cultural characteristics tend to have a direct or indirect impact 
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on such issues as their health decisions, priorities, behaviours as well as their acceptance 

or adoption of health-related messages (Kreuter & McClure, 2004).  

Connectively, researchers have observed that the negative aspects of culture, when 

related to health beliefs and behaviours, are often tagged as barriers to health and the 

reason for failure of health interventions (Airihihenbuwa & Liburd, 2006; 

Airihihenbuwa & Obregon, 2000). However, Airihihenbuwa and Webster (2004) had 

pointed out that such failed interventions were often because of adoption of western 

based approaches to solve health problems in non-western contexts such as in Africa, 

where health practices and behaviours are tied to cultural values that do not align with 

the western oriented health interventions.    

Hence, with the limitations of individual-based models of the west came the realization 

of the need to address health behaviour from a collective cultural context as opposed to 

focus on the individual (Airihihenbuwa & Webster, 2004; Kreuter et al., 2003). 

Connectively, it was such increasing attention on the role of culture in health 

communication in the 1980s, in addition to other factors like increased intercultural 

cohabitation and global interconnections among nations (Liu & Chen, 2010; Dutta, 

2008), that brought about the concept of cultural sensitivity which emerged as a 

response to persistent call on the importance of the role of culture in health and 

healthcare (Dutta, 2007). 

2.3.1 Cultural Sensitivity in Health Communication  

Cultural sensitivity is a term whose use cuts across multiple disciplines such as 

healthcare and nursing as well as education and psychology (Foronda, 2008; Cruser, 

Asante-Ackuayi, Brown, Cardenas & Lee, 2012).  It is indeed central to the theory and 

practice of health communication and health promotion (Airihihenbuwa & Obregon, 
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2000) and therefore defined from varied health related and communication 

perspectives. 

From a health care delivery perspective, cultural sensitivity is regarded as health 

providers’ acquisition of knowledge, understanding and appreciation of their patients’ 

cultures and an onward adaptation of these skills in their practical relations with such 

categories of patients (American College of Obstetrician and Gynaecologists, 2011). 

Regarding health promotion, cultural sensitivity in health communication involves the 

development of health messages from a cultural context, with the aim of changing the 

attitudes, beliefs and behaviours of members of a cultural group (Dutta, 2007). It is the 

extent to which a target population’s cultural characteristics, values, norms, 

experiences, behavioural patterns and beliefs among other important historical and 

social factors are incorporated in the design, implementation and evaluation of specific 

health promotion materials and programmes (Resnicow, Soler, Braithwaite, Ahluwalia 

& Butler, 2000). In health decision making and increased effectiveness of health 

promotion messages, Betsch et al. (2016) further describe cultural sensitivity in health 

communication as the conscious adaptation of health communication to suit the cultural 

background of recipients, based on practical cultural characteristics and backgrounds 

of such recipients. 

Viewed from an integrated perspective relating to the field of nursing, Foronda (2008) 

submits that cultural sensitivity leads to effective communication, intervention and 

satisfaction. Effective communication here refers to nature of interaction with the target 

recipient. In connection to broader contexts of health communication and promotion, 

this can be linked to the use of strategies capable of gaining audience attention and 

receptiveness like the obvious cultural elements such as language. Intervention on its 

part can be related to strategies associated with message or programme delivery like 
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selection of appropriate channels and other factors that would help to aid message 

comprehension while satisfaction can be likened to the sense of recognition, agreement 

or compliance on the part of recipients with message contents due to its cultural 

components. 

Cultural sensitivity in health communication regardless of the perspective from which 

it is viewed can therefore be regarded as a conscious approach to improve 

communication efforts as they relate to healthcare delivery, health promotion and health 

decisions and behaviours. This approach can be adopted to reach out to members of a 

cultural group by structuring health messages to suit observable surface cultural 

characteristics of the group like their language, dressing, colour, symbols or food; it can 

also be structured to address deeper elements of their culture such as beliefs and values 

associated with health practices and behaviours (Kandula, Khurana, Makoul, Glass & 

Baker, 2012; Resnicow, Soler, Braithwaite, Ahluwalia & Butler., 2000).  

It is in this light that Resnicow, Braithwaite, Ahluwalia and Baranowski (1999) define 

cultural sensitivity as involving two primary dimensions; namely surface structure and 

deep structure. Surface structure according to these scholars is the extent to which an 

intervention or communication effort fits in with the target population’s culture, 

experiences and behavioural patterns. It refers to the observable characteristics of the 

target group. As mentioned earlier, such characteristics include surface features like 

language, colour, symbols, clothing, food and other labels or brands common to and 

preferred by members of the target group. The deep structure on the other hand involves 

an understanding of how other not so obvious factors related to the cultural, social, 

psychological, environmental and historical background of the target group influence 

health behaviour. 
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 Hence, when used appropriately, culture sensitive health communication messages are 

capable of not only earning the attention of the target audience but also increasing the 

efficacy of the messages (Larkey & Hecht, 2010; Sznitman et al., 2011). They help to 

increase message comprehension, significance and effectiveness; hence improving 

health outcomes (Betsch et al., 2016). To these scholars, cultural sensitivity no doubt 

serves as a reliable strategy for enhancing health outcomes through effective health 

communication and health promotion programmes. 

It would be sufficed to say from the foregoing that cultural sensitivity in health 

communication involves the development and dissemination of health messages based 

on the cultural contexts of the target recipients, with the utmost aim of achieving better 

health outcomes. According to Obono (2011), such contextualised communication 

tends to foster focused and oriented discourse as well as informed decision-making. 

This implies that messages produced from within the context of the audience stand 

greater chances of receiving greater attention and understanding on the part of the 

recipients. Thus, such culturally sensitive messages should have the capacity to 

effectively engage the audience towards the adoption of appropriate health behaviours.   

  

However, to produce culture sensitive messages capable of instigating desired health 

outcomes, an in-depth knowledge of culture premised on theory and empirical research 

is paramount (Betsch et al., 2016).  Hamilton et al. (2012) pointed out further none the 

less that in-depth understanding of the culture and cultural behaviours or characteristics 

that exist within a target population remains a pre-requisite of cultural sensitivity. To 

them, the application of this knowledge is what is used in development, delivery and 

evaluation of the culturally appropriate health message or intervention. They state 

further that this, in turn is what determines the intervention’s reflection of the group’s 
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actual cultural characters such as values and beliefs of members; it also helps to prevent 

the intervention from missing specific important behaviours or characteristics of the 

target population. 

Furthermore, Foronda (2008) identified essential skills associated with the foundation 

of cultural sensitivity. These skills which she referred to as antecedents of cultural 

sensitivity are diversity, awareness and encounter. Diversity in this context involves 

understanding individual differences in relation to cultural elements such as values, 

beliefs, norms, barriers, religion and tradition. Awareness relates firstly, to awareness 

or recognition of one’s own culture (e.g. as a health provider or an 

interventionist/researcher/message developer) as well as awareness about the differing 

cultural perspectives of those the messages are targeted at. Encounter on its part refers 

to the actual experience or interaction with others who have a different culture from 

yours. To Foronda therefore, for cultural sensitivity to occur, these three antecedents 

must have ensued. In the context of health promotion therefore, it can be inferred that 

cultural sensitivity requires a conscious and systematic process of culture related 

knowledge and skills gathering for effective health communication and better health 

outcomes. 

Given the relevance of culture and the strategic role of cultural sensitivity in health 

communication therefore, substantial evidence on the role and impact of cultural 

sensitivity on various health related issues have been documented globally. Among the 

Masai people of Kenya and Tanzania for instance, earlier research shows that the 

incorporation of traditional birth attendants in targeted health promotion programmes 

aimed at addressing the practice of packing umbilical stumps with cow dung led to 

sharp reduction in this cultural practice and its associated child mortality and tetanus 

rates (Meegan, Conroy, Legency, Renhault & Nyangole, 2001). Similarly, in Southern 
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Nigeria, a culturally appropriate heath education intervention carried out through 

trained community health educators was found to increase awareness of obstetrics 

complications and utilization of health services in the target community (Olaniran, 

Offiong, Ottong, Asuquo, & Duke, 1997).  

More recent studies equally x-ray culture sensitive related approaches and interventions 

in a myriad of health issues which include but are not limited to maternal health. For 

instance, a critical review of culturally sensitive intervention studies on nutrition and 

exercise promotion among Hispanics between 1990 and 2006 shows that 13 out of the 

18 studies had significant effects while family involvement, appropriateness of literacy 

levels and cultural values were the most common components of interventions 

associated with significant differences in behavioural outcomes (Mier, Ory & Medina, 

2010). Similarly, in a systematic and randomized review of diabetes interventions for 

ethnic minority groups in high-and upper-middle-income countries, Hawthrone, 

Robles, Cannings-John & Edwards (2010) found the use of culturally appropriate health 

education programmes tailored to suit language, literary skills as well as cultural and 

religious beliefs of the target population more effective than regular health education 

programmes in improving diabetes related knowledge.  

 

Likewise, indigenous people in western nation states showed preference for culturally 

targeted antismoking campaigns as compared to generic ones even though there was 

not much difference between their recall of both generic and targeted campaign 

messages (Gould, McEwen, Watters, Clough & van der Zwan, 2013). In northern 

Nigeria, use of culturally appropriate community members as educators and cultural 

influencers had a positive impact on awareness and attitudinal change towards 

utilization of childhood immunization services by mothers (Oche et al., 2011).  
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It would be the noted that the various interventions highlighted in the foregoing 

literature, engaged in cultural sensitivity by adopting relevant cultural elements such as 

language, religion and community members as strategic means of reaching out to and 

influencing the health behaviours of the various target populations. However, while the 

literatures in the preceding paragraphs suggest that the use of culture sensitive 

approaches is indeed capable of achieving the desired health outcome, research further 

indicate that not all culturally sensitive messages in health communication necessarily 

guarantee the desired effects. Message adaptations and constructions are required to be 

sensitive to a host of overlapping cultural characteristics which may sometimes become 

conflicting.  

 

For instance, Kandula et al. (2012) in an evaluation of effective culture-centered 

cardiovascular health messages found that participants responded negatively to 

messages which were developed using fear appeals. The participants were of the view 

that the messages were too directional; hence they perceived this as a sort of personal 

attack on the target group in question. These researchers therefore submit that in 

developing targeted messages, members of the target community must be carried along 

at every stage of message development to guard against unfavourable reactions to such 

messages. 

 

Similarly, testing the impact of culture sensitive media messages in reducing risky HIV 

associated behaviours among high-risk African American youths, Sznitman et al. 

(2011) who associated the intervention mainly with positive outcomes, however noted 

that differing levels of perceived message relevance among audience members might 
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determine the nature or extent of message effects based on the prior experiences of the 

members of this target population. This is consistent with the findings of Kadiri (2015) 

whose study revealed the need to develop separate preventive campaign messages on 

sexually transmitted infections for STI positive and negative people in Nigeria. 

 

What the foregoing suggest therefore is that members of a cultural group are not 

necessarily homogenous in their cultural characteristics. This equally points to the fact 

that health issues should be addressed based on the cultural characteristics and 

preferences of the target population that they seek to reach. The literatures also point to 

the need to study members of target cultural groups to be able to identify and understand 

relevant strategies required for development, delivery and evaluation of culturally 

relevant health messages based on their cultural characteristics and preferences. As 

submitted by Wakefield et al. (2010), it is crucial to plan and test intervention messages 

and formats from the perspectives of the target audience to achieve successful outcome.  

 

However, regarding maternal health, systematic mapping of global maternal health care 

and culture related interventions by Coast et al. (2014) shows that while there is 

increased consciousness on the importance of incorporating culture in strategies aimed 

at improving maternal and child health, studies evaluating culture related interventions, 

especially in lower income countries are scarce. This is consistent with findings of 

Malqvist, Yuan, Trygg, Selling and Thomsen (2013) systematic review and meta-

analysis of targeted interventions on improving maternal and child health in low and 

middle-income countries. Their research indicated amongst other things that despite 

enough evidence on the influence of cultural customs and traditions on maternal and 

child health globally, literatures focused on culture in relation to inequity on maternal 
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and child health was particularly rare. The foregoing thus implies that there is minimal 

scholarly attention on improving maternal health from a cultural perspective regardless 

of the increased consciousness on the potentials of culture in health promotion.  

 

In developing countries with high maternal mortality status like Nigeria for instance, it 

would logically be expected that the adoption of culture sensitive maternal health 

messages would be beneficial to maternal health promotion efforts in the country, most 

especially as studies abound in Nigeria identifying several culture-based risk factors 

regarding maternal health.  

For instance, harmful cultural practices such as female circumcision, abdominal 

massage during pregnancy, early forced marriage, insertion of toxic herbs and obtaining 

of permission from husband before seeking medical treatment have been found to affect 

maternal and reproductive health in Nigeria (Igberase, 2012). According to the 

researcher, abdominal massage for instance, which is commonly practiced in the Niger 

Delta region of Nigeria is a procedure carried out by traditional birth attendants 

involving mild to strong massage of a pregnant woman’s abdomen. It is engaged in 

with various beliefs such as the thought that this can make the unborn baby strong, 

reposition a baby believed to have changed its position back to the normal position, 

ensure the normal growth of the baby or to facilitate easy pregnancy and delivery. The 

practice is however associated with pregnancy related complications such as ruptured 

uterus and preterm labour among others. Cultural and religious beliefs have equally 

been found to affect health care utilisation, maternal nutrition, early marriage and 

avoidance of surgical delivery even when such becomes necessary (Idowu, 2014; 

James, 2013; Nwagwu & Ajama, 2014; Ojua et al., 2013).  
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There is no gainsaying therefore that maternal health in Nigeria is highly cultural driven 

and that maternal health promotion efforts in the country can be enhanced through the 

adoption of culture sensitive approaches. As observed by Kadiri et al. (2014), health 

issues deeply rooted in culture require cultural solutions. This suggests that such health 

issues should be addressed in the cultural contexts in which they occur. Similarly, 

Kreuter and McClure (2004) in an earlier study also emphasised the need to focus on 

the importance of culture in health communication as a means of enhancing the 

development of new and improved strategies of addressing health disparities. These can 

be applied to address the present maternal health situation in Nigeria. 

 

 It can therefore be inferred that if the health beliefs and practices of a people are 

conventionally driven by their cultural background as is the case with maternal health 

in Nigeria, both the negative and positive aspects of culture of targeted cultural 

participants in the context of maternal health deserve adequate understanding for 

intervention efforts to be successful.  A holistic and in-depth exploration of the target 

population will reveal an understanding of the cultural characteristics of such target 

recipients which inherently offers an appropriate means of understanding how culture 

can be engaged in shaping maternal health behaviours on health promotion for such 

people.  

It was with this proposition that the present study explored the lived cultural and 

maternal health promotion experiences of women; perinatal women (expectant and 

nursing mothers), grandmothers and maternal health experts in the north central region 

of Nigeria. This was with the primary aim of explaining cultural sensitivity from the 

perspectives of the women based on their lived experiences to understand how cultural 
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elements can be incorporated in the development of culturally sensitive maternal health 

messages capable of achieving desired health outcomes. 

2.4 Cultural Sensitivity and Message Effectiveness  

Cultural sensitivity in health communication as highlighted variously in the literatures 

in earlier sections of this study essentially involves strategies of making health 

information and interactions more meaningful and effective. This is through 

contextualisation of the subject or theme of discourse to the cultural characteristics of 

the recipients of such health information or messages. It can be summarised as 

involving the planning, implementation and evaluation of health interventions or 

messages based on the cultural characteristics, experiences and general background of 

a target population.  

Over the years, studies have shown that to achieve effective behavioural outcomes, it 

is expected that the design, implementation and evaluation of health messages and 

campaigns be guided by certain principles and practices (Rogers & Storey, 1987; 

McGuire, 1989; Soames, 1998; Dejong, 2002; Keating, Meekers & Adewuyi, 2006; 

Synder, 2007; Omoloso, 2009; Noar, 2012).   

 

These principles include but are not limited to several factors such as the source or 

origin of the campaigns, audience identification and formative research, issues 

bordering on message design, programme material, message delivery and outcome 

evaluation. Noar (2006) for instance identifies effective campaign principles as 

beginning with formative research to identify the target group and campaign objectives. 

This is followed by the situation of the campaign design within the confines of an 

appropriate theory after which audience segmentation is done. Message design comes 
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next after this, while the fifth stage is the selection of suitable channel and the sixth is 

message transmission while the process is capped up with an evaluation of the entire 

plan right from the first stage.  

 

Hence, while models such as McGuire’s (1989) communication/persuasion model 

which recognises the source, message, channel, receiver and destination; as well as 

Laswell’s (1948) ‘who-says-what through which channel-to whom and-with what 

effect’ provide relevant framework for communication planning and effectiveness 

(Kreuter & McClure, 2004), Noar (2012) emphasises the need to highlight the synergy 

in the operations between various principles and practices of health message/campaign 

design. This is captured in the Audience-Channel-Message-Evaluation (ACME) 

framework which particularly identifies core elements of the communication campaign 

process. It would be noted that elements of this communication framework, each crucial 

to the entire communication process, are interdependent on one another for the 

completion of the process. They have also been documented to impact on campaign 

and message effectiveness (Gurman, Rubin & Rosess, 2012; Lignowska et al., 2015). 

Interestingly, whereas the review of literature on cultural sensitivity reflect that cultural 

sensitivity is fundamental to effective health communication, there remains minimal 

attention on the explication of the interdependency of communication elements/process 

and cultural sensitivity in relation to message effectiveness. The review of literature in 

this section brings into perspective, core elements of the communication process and 

how these interconnects with cultural sensitivity for message effectiveness. 

2.4.1     Audience Factors and Cultural Sensitivity of Messages  

Defining the target audience of health messages can be regarded as the most important 

decision in the campaign or message development process; this is because the audience 
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has a direct bearing on other elements of the process like message and channel strategies 

as well as the evaluation (Noar, 2012). Thus, it is expedient to identify, from within a 

large and heterogeneous group, a specific group or subgroup that communication 

programmes are meant to address. This definition of audience by narrowing them down 

to more manageable homogenous segments based on their characteristics is referred to 

as audience segmentation (Mathijssen, Janssen, van Bon-Martins & van de Goor, 2012; 

Slater, 1996). As opposed to aiming to reach the entire population, audience 

segmentation involves identification of specific groups within a larger population who 

are most affected by the issue in question (Rice & Atkin, 2013).  

 

Segmentation of the audience can be based on various categorisation such as their 

demographics, geographical locations and psychographics like attitudes, behaviours 

and culture (Kreuter & McClure, 2004; Mathijssen et al., 2012; Noar, 2012). It involves 

identification of the target population’s demographics, social and psychological factors 

which may influence them; it also involves identification and use of appropriate social 

marketing strategies to reach this target population (N. Corcoran, 2013).  

 

After audience segmentation, creation of a descriptive profile for this audience group 

comes up, followed by the development of a detailed communication approach targeted 

at the same group (Kreuter & McClure, 2004). Targeting on its part involves designing 

messages for a given sub group of a population based on characteristics shared by 

members of such groups (Kreuter & Wray, 2003). Engaging in audience segmentation 

and targeting thus proves beneficial to message developers because these help in 

creation of more effective messages which can focus on achieving campaign/message 

objectives by targeting actual segments of the population who are more vulnerable to a 
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specific problem; it also increases the chances of improving message efficacy by 

structuring messages to suit the attitudes, characteristics or needs of the target audience 

(Rice & Atkin, 2013).      

                                                                                                                                                                                                                                          

 In the light of the foregoing, Korda and Itani (2013) submit that one of the priorities of 

health promotion programmes is the need to understand the target audience, their health 

information needs and message preferences and the development of programmes and 

messages to suit these needs and preferences. Consistent with this, Yzer (2012) 

remarked that when there is a correspondence between the message and the recipient, 

this increases the chances of message effectiveness for behavioural change. Thus, when 

health message developers gain such an understanding about the target audience, it 

gives them leverage in the design and construction of relevant messages. It would 

enable them to develop their messages to suit the characteristics and preferences of the 

audience; this in turn increases the potentials of the messages in gaining audience 

attention and acceptability (Lignowska et al., 2015).   

 

Therefore, the importance of gaining more knowledge about the target audience and 

their preferences continues to be an aspect of intervention/message design found to be 

crucial to the success of health programmes (Hecht & Choi, 2012; Lignowska et al., 

2015; MacDonald, Gangnon, Mitchell, Meglio, Rennick & Cox, 2011; Mier et al., 

2012; Noar, 2012; Nwadigwe, 2013; Omoloso, 2009). This is consistent with the role 

of culture in health communication. As noted earlier, culture also serves as one of the 

means of categorising or segmenting target groups (Kreuter & McClure, 2004; Noar, 

2012).  In other words, the target audience of a health message can be defined and 

studied based on cultural variables common to these audience members so that 



50 
 

messages and other planning and implementation decisions like selection of channels 

and materials can be adapted to suit audience needs and characteristics. This points to 

the role of cultural sensitivity.  

Cultural sensitivity can be linked to audience segmentation in message design because 

it increases the relevance of messages to the target audience based on knowledge and 

understanding of the cultural characteristics, experiences and background of the 

audience. It helps to make messages more understandable to the audience thereby 

increasing message efficacy potentials (Betsch et al., 2016). On the other hand, culture, 

sound knowledge and understanding of the target group are equally pre-requisites for 

cultural sensitivity just as they serve as determinants of the extent to which the target 

group’s characteristics are reflected in a health intervention or message (Hamilton et 

al., 2012). Similarly, Foronda (2008) identifies knowledge, consideration, 

understanding, respect and tailoring as attributes of cultural sensitivity. Although, 

Foronda’s submission was made in relation to the clinical setting, it is nonetheless 

relevant in the context of the present study. 

 

Following the attributes highlighted by Foronda (2008); for cultural sensitivity to take 

place, knowledge of cultural differences and values common to the target audience is 

necessary. Also, the beliefs, practices and needs of the target audience must be 

considered. Furthermore, cultural sensitivity in health communication requires an 

understanding of the target group’s culture and needs as well as respect for this culture 

too. Lastly, to be culturally sensitive or appropriate, message content or delivery is 

expected to be tailored to the needs and characteristics of the target audience.  

Therefore, based on the submissions and evidences proffered by the studies reviewed 

so far, it is sufficing to regard messages as culturally appropriate if they are developed 
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based on a pre-defined audience whose cultural characteristics constitute the basis of 

construction and dissemination of such messages. 

Unfortunately, as noted by N. Corcoran (2013), research particularly among non-

western population and hard to reach groups has not made optimal use of the role of the 

target audience in message design. In the Nigerian scenario, while there is a myriad of 

health communication studies focusing on specific audience population (Ikechebelu et 

al., 2005; Iwelunmor et al., 2014; Iliyasu et al, 2010; Jah et al. 2014; Kadiri, 2015; 

Yahaya, Fadairo & Ogundele, 2009), research relating knowledge about audience 

groups to construction of culturally sensitive and appropriate maternal health messages 

is rarely found in the literature. 

Exploration of the lived experiences of perinatal women, grandmothers and maternal 

health experts in the context of the present study thus provides a means of filling such 

existing gap about the target audience and the design of culturally sensitive messages 

in the maternal health communication literatures. This serves as a means of harnessing 

the roles of relevant stakeholders and potential audience groups in the study area, whose 

stories and experiences provide interesting insights on what is required for the 

development of culturally sensitive and appropriate maternal health messages for health 

promotion in non-western contexts such as Nigeria. 

2.4.2 Cultural Sensitivity and Channel Factors  

The role of the target audience equally constitutes a crucial factor in channel selection 

in relation to the planning, construction and dissemination of health messages and 

programmes. According to Airihihenbuwa and Obregon (2000) an understanding of the 

target audience is crucial because it helps in selection of appropriate channels that 

would suit these recipients. Campaign/message developers are expected to select their 

channels of dissemination based on preferences by the intended audiences; in addition, 
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the features and components of these channels should be those that are compatible with 

the proposed message approach (Noar, 2012). This is consistent with Hugo’s (2000) 

reasoning that while media selection in message design involves a consideration of 

audience related factors that could influence relevancy and appropriateness, it should 

also be informed by intended programme outcomes. These highlight the 

interconnectivity of the audience, message objective and channel in message design. 

None the less, studies have consistently demonstrated that the use of specific channels 

of communication such as television (Omoloso, 2009; Gibbons, Slamon, Bass, 

Kandadai & Beck, 2011; Humphrey, Rodger & Flabouris, 2013; Korda & Itani, 2013), 

mobile phones and short messaging system (SMS) for health promotion (Hingle, 

Nichter, Mederios & Grace, 2013) is indeed determined by suitability to the audience 

and campaign/message objectives.  

 

The foregoing studies therefore indicate the importance of making channel related 

decisions from within the confines of the target audience. Although, Mustafa (2010) 

noted that various channels like the media, group or interpersonal channels of 

communication each have their unique potentials, the literature indicates that the need 

for suitability of channel to the characteristics of the audience is also expedient.  As 

Kreuter and McClure (2004) put it, for effective communication through a given 

channel, at the most basic level, the target audiences must have access to the medium 

or channel of communication. Hugo (2000) also noted that a medium is adjudged 

appropriate if it is found to be the most suitable means of disseminating messages such 

that the desired outcome is achieved (Hugo, 2000). 

Furthermore, Hugo remarked that cultural sensitivity in media or channel factors 

requires audience participation in the message design process especially during 
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formative research, where audience members can help to identify appropriate materials 

to be used in message dissemination through appropriate channels. In other words, 

involving the target population in the message design would further enhance the 

effectiveness of health messages so disseminated. Thus, research from the audience 

perspective as done in this study, is useful in identification of other channel specific 

issues such as appropriate medium, message format, style and language use that can 

easily be aligned with the needs and preferences of the audience as perceived by them.  

2.4.3 Culture Sensitive Message Strategies 

Messages serve as the vehicles through which meanings and understanding are 

conveyed between the sender and receiver in any communication situation; such 

messages can be regarded as constituting the basic and central components of any 

human communication effort (Petrovici, 2012). In communication development, 

messages usually have a combination of attributes such as content, tone, type of appeal, 

audio and visual characteristics (Freithmuth, Cole & Kirby, 2011). However, 

communication entails much more than mere transmission or exchange of information 

or ideas; it is meant to be effective such that it becomes favourably processed by the 

recipient and produces certain desired reactions such as attitudinal or behavioural 

change as expected by the originator (Petrovici, 2012). In health communication, since 

such effectiveness can only be achieved using messages, it is evident therefore that 

messages constitute a central component of health promotion efforts.   

 

For a message to gain any such impact as pointed out by Petrovici, the message must 

first and foremost be received and processed by the recipient who may or may not be 

favourably disposed to the message (Lignowska et al., 2015). One of such factors that 

can be associated with audience disposition to messages is culture. Pasick, D’Onofrio 
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and Otero-Sabogal (1996) maintain that cultural factors may have a direct or indirect 

influence on health related behaviour as well as acceptance and adoption of health 

promotion messages and programmes. On the other hand, knowledge gained from 

identification, description and understanding of the culture, health behaviour, 

preferences and background of recipients can be applied in planning and development 

of culturally appropriate communication programmes targeted at such recipients 

(Kreuter & Lukwago, 2003). This therefore presents a practical approach to gaining 

audience attention and increasing their susceptibility of adopting the recommendations 

of the message (Lignowska et al., 2015).  

 

Studies on message structuring strategies in relation to persuasion in social marketing 

and communication over the years have been approached from various dimensions 

ranging from those focusing on whether messages should draw firm conclusions to 

whether they should be one or two-sided; make use of fear appeals or make use of 

examples or statistics (Wilson, 2007; O’Keefe, 1997).  There has also been the use of 

message strategies concerned with message framing, emotions, and format (Gallagher 

& Updegraff, 2012; Miller-Day & Hecht, 2013; Nabi, 2015). However, with specific 

focus on culture in health message design, four approaches relating directly to format 

and content of health messages are the peripheral, evidential, linguistic and 

sociocultural approaches (Kreuter & McClure, 2004).  

 

The peripheral approach involves appealing to target recipients’ senses by presenting 

messages using specific programme or intervention materials capable of gaining the 

attention of the recipients. Such materials are usually associated with objects, concepts 

or ideas common to and generally acceptable to the target population. These could be 
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use of colour, pictures, fonts and other visually appealing means which can gain 

attention and acceptance. The peripheral elements correspond with Resnicow et al.’s 

(1999) surface structure dimension of cultural sensitivity which involves matching 

messages or intervention materials to observable characteristics of the target recipients. 

Such messages tend to reflect obvious social and cultural characteristics of the 

recipients thereby making it easier for the recipients to associate with the messages.  

 

On its part, the evidential approach is described by Kreuter and McClure (2004) as 

concerned with highlighting the target recipients’ perceived relevance of specific health 

messages. With this approach, recipients are presented information based on evidence 

about the impact of specific health issues on such target recipients. Such messages tend 

to stimulate concern in the recipients thereby making them perceive the health issue as 

important and themselves as susceptible to the health concern as well. This approach 

can thus be regarded as addressing the target recipients’ emotions as it tends to alert 

them and drives them to reflect on messages such that they perceive issues highlighted 

in the messages as issues that may personally apply to or relate to them (the recipients) 

as well.   

 

The evidential approach can be likened to social marketing and persuasive 

communication techniques like the use of examples and statistics (Wilson, 2007) or the 

use of emotions and fear appeals (Nabi, 2015) in message design and presentation. Use 

of evidential strategies however requires caution and cultural appropriateness with the 

preferences and values of the target population (Koo, Kwok, White, D’Abrew & 

Roydehouse, 2012; Thompson et al., 2008) else it could backfire. For instance, Kandula 

et al. (2012) found that participants in a study in South Asia reacted negatively to 
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cardiovascular health promotion messages developed based on the evidential strategy. 

These participants perceived the evidence presented in the message as too directional 

and like a direct attack on their community.  

 

The third approach, the linguistic approach, also related to surface structure in cultural 

sensitivity (Kreuter et al., 2003), refers to the communication of health messages or 

programmes in the indigenous language of the target population. This is usually 

achieved either through the creation of messages in the target recipient’s local language 

or by translation of existing message in another language to the indigenous language of 

the target audience (Kreuter & McClure, 2004).  Linguistic strategies can be 

appropriately used in message development with simple words, avoidance of direct 

confrontational terms and cross checking of messages with relevant experts who share 

same culture with the target population, before such messages are disseminated (Koo 

et al., 2012). The relevance of this strategy lies in its ability to increase audience 

accessibility to health messages as it breaks language barriers by using the target 

recipients’ own languages (Kreuter & McClure, 2004).   It was however added that this 

strategy provides the least common denominator of cultural sensitivity while its use 

should also be determined by other factors like suitability of the message with the 

audience and dissemination channel.   

 

The socio-cultural approach on its part is used to relate health issues to broader socio-

cultural values and traits of the target audience (Kreuter et al., 2003). This approach 

presents issues or themes in health messages as relevant to the target recipients through 

the incorporation of relevant values, beliefs and other cultural characteristics of the 

recipients into health message designs.  This way, such messages become more 
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meaningful to the target population as they are presented within the context of these 

recipients. Socio cultural characteristics are also referred to as the “Deep Structure” of 

cultural sensitivity (Resnicow et al., 1999). They are expected to address the inner 

workings of the groups’ culture as opposed to the surface structure which relate to only 

obvious outward appearance (Kreuter et al., 2003). According to these researchers, 

socio cultural strategies can help message developers determine the most appropriate 

cultural elements to highlight in message themes for optimal outcomes; it can equally 

help to build culturally appropriate and meaningful programmes for target groups, 

based on dominant cultural elements found to exist within these groups.  Matching and 

incorporation of knowledge gained about such social and psychological factors into 

messages designed for these target groups is more likely to result in outcomes that are 

relevant, achievable and successful (N. Corcoran, 2013). Researchers have indicated 

that the use of such socio-cultural strategies in health messages indeed translate to 

effective outcomes given their appropriateness in addressing relevant concerns (Bender 

& Clark, 2011; Hamilton et al., 2012; Koo et al., 2012).   

 

While these four strategies are directly related to the role of culture in the format and 

content of health message design (Kreuter and McClure, 2004), a fifth strategy, the 

constituent involving approach is based on the application of direct experiences of the 

target group members in planning and decision-making regarding health intervention 

programmes (Kreuter et al., 2003). As noted by these researchers, the approach can 

enhance the linguistic strategies using indigent members in message and programme 

planning and implementation; it significantly helps to highlight and understand the less 

observable cultural characteristics such as the socio-cultural characteristics of the target 

population. For instance, a cultural and linguistic based intervention which included 
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Hmong men as a strategy of educating both women and men on breast cancer was found 

to effectively increase breast cancer screening among Hmong women in California 

(Kagawa-Singer, Tanjasiri, Vadez & Foo, 2009). Indeed, most interventions with 

significant findings have often engaged the use of constituent involving strategies in 

their formative research stages (Kong, Tussing-Humphrey, Odoms-Young, Stolley & 

Fitzgibbon, 2014).  

Generally, however while messages adapted to surface or peripheral structures of 

culture like the language and dressing are more apt to gaining the interest, acceptance 

and understanding of the target audience, those messages that focus on deep structures 

are more likely to have an impact on behaviour change (Kandula et al., 2012; Resnicow 

et al., 2000). Also, adaptation of messages to deep structure is equally more complex, 

difficult to achieve and more time consuming that surface culture adaptation (Bender 

& Clark, 2011). None the less, researchers have emphasised the need for consideration 

and incorporation of various cultural indicators belonging to these two broad categories 

of culture in health messages intended for successful outcomes (Bender & Clark, 2011, 

Kadiri et al., 2014, Kline, 2007; Sznitman et al., 2011).  This suggests that structures 

can be combined/applied as appropriate in given health communication situations based 

on their individual strengths, the message objective and the characteristics of the target 

populations. 

Accordingly, research indicates that health interventions have often incorporated a 

combination of peripheral and deep elements of culture. For instance, the findings of 

Mier et al.’s (2010) review of 18 interventions targeted at Hispanics’ nutrition and 

exercise behaviour associated positive outcomes with the combination of both surface 

and deep cultural structures as strategies of intervention design and implementation. 

Linguistic strategies (use of English and Spanish translated versions of messages and 
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materials) were however the most prominent surface structures employed by the 

interventions while involvement of family members in interventions formed the most 

prominent deep structures. Other surface structure strategies used in these interventions 

include peripheral strategies (reference to the cultural foods of the target population) 

and constituent involving strategies (utilisation of community health workers in the 

interventions and campaign delivery in cultural settings). Other deep structures used 

also include the incorporation of the target population’s cultural values in the design 

and implementation of interventions as well as consideration for issues relating to the 

literacy level of the participants and the use of social support and networks. 

Another study by Tanjasiri et al. (2007) also found that a combination of evidential, 

linguistic, sociocultural and constituent involving strategies in message design and 

implementation had positive outcomes in breast cancer screening attitudes and 

behaviours among Hmong women. The study further revealed however that while the 

intervention translated to increased knowledge, it failed to reduce the fears of 

participants about breast cancer. This suggests that getting additional knowledge about 

specific concerns of such target population about breast cancer, may reveal insights 

about appropriate strategies to allay their fears, based on their peculiarities. 

 

It can be reasoned from the preceding literatures that all the message strategies 

generally provide a beneficial approach to the planning, implementation and evaluation 

of culturally appropriate health messages. Hence, depending on the objectives of 

specific health messages, a suitable mix of cultural elements using a combination of 

both surface and deep structures of cultural sensitivity can be adapted to messages or 

programmes based on the background and cultural characteristics of the target 

population in question. As Kreuter, Lukwago, Bucholtz, Clark and Thompson (2003) 
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put it, there is a need for strategies geared at achieving cultural appropriateness to match 

the nature of the problem being addressed.  

It can be inferred from the studies reviewed in this section that while in-depth 

knowledge about various aspects of culture and characteristics of the populations to be 

reached remains crucial to development of culture sensitive messages, the functionality 

of such messages is dependent on the compatibility of such messages with the target 

population in terms of appropriate presentation strategies and the health concern in 

question. This implies that in-depth understanding of the peculiarities of the target 

population and the health issue as well as the strategic matching of such becomes a 

necessary and useful step towards the utilisation/adaptation of existing culture sensitive 

message strategies or the proposition of additional strategies to address the health issue 

in question. Findings of the present study responded to such peculiarities about maternal 

health communication in the study area by explicating from the perspectives of the 

participants, cultural message adaptation strategies that can enhance the 

appropriateness and effectiveness of culturally sensitive maternal health messages. 

2.4.4 Evaluation and Cultural Sensitivity of Messages   

Evaluation is another crucial component of campaign/message construction process 

which occurs right from inception all through to the end of the process. According to 

Rice and Atkins (2013) rigorous evaluation is one of the characteristics of successful 

campaigns. Noar (2012) refers to evaluation as research and assessments carried out at 

the beginning of the campaign process (formative research), during implementation of 

the message (process evaluation) and after the delivery of the message (outcome 

evaluation).  

Formative research involves activities carried out preparatory to message development; 

these help in the gathering of relevant information for proper understanding and 
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development of effective communication strategies (Freithmuth et al., 2011). The 

researchers explain further that formative research helps to get information about such 

issues as audience behaviours, characteristics and preferences including message and 

channel related preferences; it equally involves the pre-testing of communication 

strategies before actual implementation. The process evaluation on the other hand 

involves research activities carried out to monitor the implementation of messages 

while the outcome evaluation seeks to assess the overall impact and effectiveness of 

the campaign in achieving its set goals (Noar, 2012). Outcome evaluations are 

necessary because they are used to judge message effectiveness based on message 

reach, impact on the audience and outcomes of the overall programme (Korda & Itani, 

2013). Outcomes may also be used to measure audience exposure, attention to 

messages, comprehension of messages as well as audience concession to such messages 

(Freithmuth et al., 2011).  They add that attitude and behaviour change are equally 

determined through outcome evaluations.  

 

Evaluation is arguably one of the most fundamental activities in designing and 

implementation of effective culture sensitive health messages. As reflected by S. 

Corcoran (2013) health promotion involves empowerment of individuals to take charge 

of their own health. Evaluation on its part provides a systematic technique of assessing 

the design, development, implementation and outcomes of such health promotion 

efforts (Rossi, Lipsey & Freeman 2004).  Since cultural sensitivity primarily involves 

adapting the cultural characteristics of a given population in message design for 

effective health promotion, premised on in-depth knowledge of the characteristics and 

behaviours of such target population (Betsch et al., 2016), this indeed points to the 
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interconnectivity between cultural sensitivity and evaluation in the health 

communication process.  

Cultural sensitivity inherently involves evaluation as pointed out by Hamilton et al. 

(2012) when they stated that the knowledge gained from the in-depth study of a target 

population as a requirement of cultural sensitivity is not only used in the  development, 

delivery and evaluation of the culturally appropriate health message or intervention but 

also determines the intervention’s reflection of the group’s actual cultural 

characteristics thereby preventing the intervention from missing specific important 

behaviours or characteristics of the target population. This undoubtedly reflects 

elements within the various phases of evaluation as highlighted in the literature; that is 

the formative research carried out prior to message development, process evaluation for 

monitoring of the message or programme implementation and outcome evaluation to 

assess the entire effectiveness and impact of the programme or message against its 

original objectives.  

 

The link between cultural sensitivity and evaluation is further cemented in the 

observation of Hugo (2000) that the success of a health intervention message lies in its 

relevance, particularly in relation to the socio-cultural context within which 

communication takes place and the suitability of the media through which message is 

disseminated. This implies that evaluation in the health communication process is also 

closely tied to knowledge and understanding of socio-cultural characteristics and 

behaviours of given target population which equally remain fundamental to the 

development and implementation of culturally sensitive messages.     

Connectively, Hugo further developed a checklist for the assessment of socio-cultural 

sensitivity in message design which is summarised as follows: 
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i. Identification/acknowledgement of the fact that communication generally 

occurs within specific socio-cultural contexts and that this tends to affect the 

meanings different individuals and communities ascribe to messages. 

ii. Consideration of the fact that there are usually differences in how meanings are 

ascribed to messages disseminated through different modes based on 

differences across cultures. 

iii. Consideration of audience educational level and preferences and corresponding 

use of appropriate materials to suit these.  

iv. Use of local languages and terms that target audience are familiar with and 

avoidance of technical language, stereotypes or any other term, language or 

material (e.g. relating to gender, religion or ethnic bias) that may be offensive 

or unacceptable to the target audience. 

v.  The involvement of representatives of the proposed audience members in 

decisions concerning message design and dissemination process, including the 

pretesting and modification of messages as appropriate. 

A reflection on this summarised checklist indicates that it covers all stages of evaluation 

especially as it relates to cultural sensitivity in message design. This is consistent with 

the findings of researchers such as Kandula et al. (2012) and Hingle et al. (2013) in 

relation to evaluations carried out in their development of culturally appropriate health 

messages. For instance, formative evaluation in these two studies assisted the 

researchers in detecting aspects of their messages which would otherwise have been 

inappropriate. However, whether in form of formative research, process or outcome 

evaluation, it is undoubtedly beneficial to definition and understanding of the audience 

groups, development and implementation of the message as well as overall 

measurement of message outcomes and effectiveness (N. Corcoran, 2013; Kandula et 
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al., 2012; Noar, 2012). Overall, the foregoing indicates that the role of evaluation in the 

development of culturally sensitive messages should not be overlooked since the 

essence of such messages is to enhance the acceptance and effectiveness of health 

communication based on the cultural context of the target audience.  

 

Studies reviewed in this section highlight the synergy between each core stage of the 

communication process and how these interconnects with cultural sensitivity for 

effective communication. The development of messages requires an interplay of the 

health communication objective, the target recipients as well as the mode and channel 

of message dissemination. Consideration of the target audience plays crucial roles in 

each of the stages right from message conception and delivery to selection of channel 

and evaluation. This is necessary to ensure message relevance and appropriateness of 

message delivery strategies and channels of dissemination. Similarly, evaluation 

remains crucial to understanding the audience, monitoring the implementation of the 

message and assessing the effectiveness of the message and the overall communication 

process.  

 

However, insights from the literature highlight the centrality of the audience/target 

population to message design and effectiveness. Therefore, this indicates that 

development of culturally sensitive health messages requires in-depth knowledge not 

only about the cultural characteristics and behaviour of the target population but also 

how such knowledge can be strategically interwoven with core elements of the 

communication process towards the development and implementation of health 

messages that correspond with needs, preferences and socio-cultural context of the 

audience. Accordingly, the present study sought to understand from the participants’ 
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perspectives how salient cultural elements can be strategically aligned with core 

components of the communication process for the development and dissemination of 

culturally sensitive health promotion messages capable of enhancing maternal health.  

2.5 Culture and Maternal Health 

This section of the review focuses on common cultural indicators associated with 

maternal health beliefs and practices in Nigeria and other countries with similar cultural 

backgrounds. Specifically, religion, ethnicity, familial roles and collectivism, as well 

as beliefs, values, traditions and other relevant cultural constructs would be discussed 

in relation to culture sensitive maternal health communication. Such factors, as 

observed by Kreuter et al. (2003) are not integrally cultural, but never the less help to 

define culture within the context of specific groups based on meanings, representations 

or identities which these group members share.  

In the context of maternal health in Nigeria, Ndep (2014) argued that reduction of 

Nigeria’s unacceptably high maternal mortality status requires a paradigm shift in 

maternal health related socio-cultural norms and practices. This he noted can be 

achieved through in-depth understanding of women and stakeholders as well as 

community participation in health-related decision making towards the provision of 

culturally acceptable health care delivery.   Furthermore, a key to the development of 

effective solutions to health problems lies in the understanding of the cultural contexts 

in which such health behaviours or problems exist (Airihihenbuwa, Ford & Iwelunmor, 

2013). It follows therefore that construction of culturally sensitive maternal health 

messages for effective outcomes equally require an understanding of those underlying 

sociocultural factors affecting maternal health within the context of target populations 

of such messages. Given the dearth of studies that focus on cultural sensitivity and 
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maternal health promotion especially in the context of Nigeria, this section of the 

review brings into perspective available knowledge on cultural elements and maternal 

health with a view to highlighting the implications of such cultural elements on cultural 

sensitivity and maternal health promotion.  

2.5.1  Religion and Maternal Health  

Religion and spirituality are variables often associated with the study of health, health 

seeking and health behaviours. While these two terms are often used interchangeably 

in the context of health research, religion or religiosity involves the organised act of 

participation or worship of a higher authority (Thoresen, 1998). It usually concerns 

connections to a community through shared beliefs and rituals (Koenig, 2004). 

Spirituality on its part is more individual oriented, relating to personal search for 

meaning, self- determinism or purpose in life (Koenig, 2004; Holt, 2012). In the context 

of this study however, these two terms refer to religion and religious beliefs and 

practices as they relate to health and health interventions or communication 

programmes.  

Increasing attention on religion and health indicates that religion has both positive and 

negative associations with mental and physical health (Koenig, McCullough & Larson, 

2001; Koenig, King& Carson, 2012). It influences health in several ways including 

nutrition, approach to or perception of certain diseases as well as health decision 

making among others (Bahar, Okcay, Ozbicakci, Beser, Ustun & Ozturk, 2005). 

Religion can affect health positively by serving as a means of encouragement and hope 

for patients with medical conditions; it equally helps to enforce the avoidance of 

harmful health practices like drinking and substance use, especially when avoidance of 

such practices are consistent with the tenets of religions (Koenig, 2004). On the other 

hand, with respect to healthcare utilisation and some other health decisions, religion 
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tends to have negative impacts especially when religious beliefs and practices 

contradict the health issue in question. Bahar et al. (2005) for example noted that there 

are certain restrictions on women according to Islamic injunctions. Studies have also 

confirmed the influence of Christianity and other forms of faiths like the traditional 

religion on several aspects of health (Gyimah, Takyi & Addai, 2006; Koenig, 

McCullough & Larson, 2001; Koenig, King& Carson, 2012). 

Regarding reproductive and maternal health, research in Asia for instance revealed that 

religion influences the uptake of contraceptives (Kamal & Islam, 2012). It was equally 

found that Muslims and traditional women in Ghana are less likely to utilise skilled 

healthcare services than Christian women (Gyimah et al., 2006). Similarly, Bahar et al. 

(2005) in a study in Turkey reported the reluctance of Muslim women in utilisation of 

skilled health care services especially with gynecological concerns such as delivery and 

vaginal infections. However, these scholars found a positive association of religious 

beliefs with post-partum practices. For example, they noted that the practice of sexual 

abstinence for 40 days after delivery was found to be associated with religion; this 

practice is also medically recommended as part of measures of safeguarding the health 

of women during the post-partum period. Religious injunction on the prohibition of 

alcohol is equally another positive influence of religion on maternal and infant health 

(Adeusi et al., 2014). 

Religion has also been identified as one of the determinants of maternal and child health 

care utilization in sub Saharan African countries including Nigeria (Iliyasu et al., 2010; 

Ha, Salama, Gwavuya & Kanjala, 2014; Maguranyanga, 2011; Yeatman &Trinitapoli, 

2008). In a Ghanaian research, it was revealed that it is a taboo among traditional 

worshippers for pregnant women to deliver at the hospital (Moyer et al., 2014). Studies 

in Nigeria equally ascribe certain illnesses including pregnancy complications and 
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prolonged labour as punishments for the adulteress or attacks by wicked people whom 

the sick or pregnant women have offended; such complications are also at other 

instances seen simply as the wish of God (Adeusi et al., 2014; Nwagwu & Ajama, 

2011). Furthermore, some Christian faithful also refuse to take medication during 

pregnancy based on the belief that labour pain is some sort of God’s punishment for 

mankind’s disobedience to God (Adeusi et al., 2014).  

Given the strong influence of religion over health however, researchers have advocated 

for its systematic inclusion into health programmes. Adeusi et al. (2014) noted that if 

health services are made available while those who are expected to utilise these services 

have contrary beliefs and norms, these norms and beliefs need to be adequately 

addressed for effective health outcomes. Relatedly, Abdulraheem, Olapipo and Amodu 

(2012) suggested for instance that, health message developers can capitalize on rural 

people’s commitment to religion by utilising quotations from the Holy Scriptures as 

well as adapting local beliefs of given communities to suit desired health practices. 

Such messages, they added should also be disseminated through culturally appropriate 

media known to and used regularly by the target population. The integration of religion 

into intervention programmes serves as an aspect of cultural appropriateness of 

messages; hence message developers stand nothing to lose by doing this (Holt, 2012).  

Given the insight from previous studies on the influential role of religion as part of the 

cultural context which drive health behaviour, it is interesting to understand not only 

how religion impacts maternal health but, from a culture sensitive perspective, how 

religion can be engaged for effective maternal health promotion. The present study 

therefore included religious beliefs, values and practices as part of the cultural elements 

through which the researcher explored the lived cultural maternal health promotion 

experiences of the participants.  Through such in-depth understanding of the 
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participants’ experiences, the study highlighted salient maternal health related elements 

of religion and how these can be strategically engaged for effective maternal health 

promotion. 

2.5.2  Ethnicity and Maternal Health  

Ethnicity remains one of the most common aspects of culture associated with maternal 

health in the literatures. Ethnic disparities have been associated with differences in 

maternal health behaviour, practices and facility based utilisation in Nigeria and beyond 

(Baron, Mannien, te Velde, Klomp, Hutton & Brug, 2015; Huang, Shallcross, Pi, Tian, 

Pan & Ronsmans, 2018; Ononokpono & Odimegwu, 2014; Ononokpono, Odimegwu, 

Adedini & Imasiku, 2016). For instance, in China, Huang et al. (2018) found that ethnic 

minority women were less likely to attend antenatal or use skilled facility delivery 

services than the Han women while in Netherlands, research indicated that non-western 

women had greater likelihood of not using folic acid supplements and attending 

antenatal sessions just as they equally showed higher chances of having nausea, 

backpain and being exposed to passive smoking (Baron et al., 2015). In most African 

regions including Nigeria, studies indicate that ethnic beliefs, norms and cultural values 

like collectivism are major determinants of maternal health practices and behaviours 

(Doctor & Dahiru, 2010; Igberase, 2012; Nwagwu & Ajama, 2011; Sharma & Karki, 

2014; Tanjasiri et al., 2007). As discussed in sections 2.5.2.1 and 2.5.2.2, the 

significance attached to such maternal health related ethnic beliefs, values and practices 

draws attention to the imperative of exploring cultural sensitivity in maternal health 

promotion based on participants’ ethnicity as done in the present study.  

2.5.2.1 Ethnic Beliefs, Traditions and Maternal Health in Nigeria 

In addition to religion, ethnic beliefs, values and traditions represent major cultural 

attributes often identified as determinants of maternal health care seeking and practices. 
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Research in Nigeria for example reveals that despite substantial evidence on the risks 

associated with deliveries through traditional birth attendants, women across the 

country still engage services of such personnel owing to various reasons including 

cultural beliefs and traditions as well as certain perceptions and beliefs related to health 

care personnel and services. For instance, studies in different parts of Nigeria indicate 

that women in northern and south western Nigeria with strong cultural beliefs lack 

confidence and believe in modern medicine (Mohammed, 2008; Nwagwu & Ajama, 

2011). Unwillingness to be attended to by male physicians equally poses barrier to 

women’s skilled health care utilisation (Doctor & Dahiru, 2010).  Other factors include 

poor attitudes and lack of respect by health workers as well as fear of loss of privacy 

and stigmatisation particularly by women living with HIV/AIDS (Enwereji & Enwereji, 

2010; Ezeanochie, Olagbuji, Agholor & Okonofua, 2010; Iyaniwura & Yusuf, 2009).   

Some cultural beliefs and practices are also associated with the different stages of 

pregnancy, child birth and post-partum in different areas across Nigeria. In eastern 

Nigeria for instance, the practice of abdominal massage during pregnancy, believed to 

adjust the position of the baby as well as ease delivery is also associated with pregnancy 

related complications such as ruptured uterus and preterm labour (Igberase, 2012). 

Other harmful practices like early forced marriage as well as female genital mutilation 

practiced in the country popularly in the north (Igberase, 2012), could result to health 

conditions such as bleeding, fistula, early and inadequately spaced pregnancies, 

difficult births, infections and psychological disturbance (Raj & Boehner, 2013; 

Wadesango, Rembe & Chabaya, 2011). Such consequences of early marriage have also 

been documented in north central Nigeria (Wall, Karshim, Kirshner & Arrowsmith, 

2004).  Disguise of labour signs as mark of courage, engaging in arduous tasks for 

induction of labour, delivery with no one present as well as interpretation of prolonged 
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labour as punishments for the adulteress are equally harmful cultural practices impeding 

maternal health in various parts of Nigeria (Adeleye & Chiwuzie, 2007; Fapohunda & 

Orobaton, 2012; James, 2013; Mohammed, 2008).   

Furthermore, food taboos have equally been found to affect nutritional in-take and 

practices of perinatal women in different parts of Nigeria. For example, in some parts 

of western and southern Nigeria, pregnant women are forbidden to eat okro, they are 

also forbidden the in-take of snail for fear that their child would salivate uncontrollably 

(Adeusi et al., 2014; Ojua et al., 2013). In northern Nigeria, tradition equally prohibits 

the consumption of eggs by pregnant women while postpartum women are expected to 

increase salt intake as well as consume very hot meals and large cups of millet mixed 

with potash and chili after taking very hot baths (Mohammed, 2008). This practice 

according to the Mohammed is believed to be capable of healing ‘the wound of the 

womb’. However, such practices tend to expose women to the risk of cardiac failure 

(Ford et al., 1998). These literatures provide substantial evidence on negative and 

harmful effects of cultural beliefs and values on maternal health in Nigeria which 

indicates a need to focus on culture as part of efforts aimed at addressing maternal 

health in the country.  

However, scholars like Airihihenbuwa and Liburd (2006) had emphasised that the 

association of culture and cultural norms with unhealthy behaviours that need to be 

overcome tends to be pervasive and counterproductive. These scholars highlighted the 

need to equally acknowledge positive health behaviours indicating cultural strengths. 

Interestingly, in the context of maternal health research in Nigeria, while much has been 

documented about negative and harmful cultural practices and beliefs regarding 

maternal health as indicated earlier, there is surprisingly minimal attention on the 

positive aspects of such ethnic practices and beliefs. The literature search revealed only 



72 
 

one study on southern Nigeria in which Adeleye et al. (2011) pointed out that male 

involvement in maternal health in the country can be put to positive use by engaging 

men as agents of positive behaviour change through their cultural roles as family, 

household and community heads. The study provides evidence which accentuate the 

potentials of engaging ethnic culture for maternal health promotion. Hence, this draws 

attention to the need for further investigation of ethnic beliefs, values and traditions 

among relevant groups to understand cultural strengths and their implications for 

maternal health promotion.  

Indeed, such a reinvigoration of culture becomes particularly expedient as evidence of 

the potentials of positive and non-harmful cultural norms and values, otherwise referred 

to as positive and existential factors (Airihihenbuwa, 1989, 1995) have been 

documented in other related health areas within Nigeria and beyond (Ebire, Ajayi & 

George, 2014; Kadiri et al., 2014; Kadiri, 2015; Tanjasiri et al.; 2007). For instance, 

values relating to virginity are identified as positive and promising cultural practices in 

Nigeria which can be incorporated into communication campaigns as an effective 

means of protection against HIV/AIDS in the country (Kadiri et al., 2014; Kadiri, 

2015).  In another study among minority Asian American population, breast cancer 

messages were incorporated into regular Hmong interactions while traditional beliefs 

through the inclusion of a Hmong Shaman (spiritual guide or healer) in message 

delivery equally served as strategic means through which cultural norms were put to 

effective behavioural outcomes (Kagawa-Singer et al., 2009; Tanjasiri et al., 2007). It 

is with such recognition of cultural strengths that Kadiri et al. (2014) remarked that to 

achieve effective behaviour change, it is expedient for health intervention programmes 

to consider the cultural values and norms of the target community. Similarly, Uwah 

(2013) submitted that the most influential health programmes would be those that utilise 
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local-community based approaches carried out through reports from within the same 

community. 

These studies suggest that it would indeed be parochial to reduce culture to harmful 

practices and barriers to skilled healthcare seeking and adoption of healthy lifestyles. 

The literature equally points to the need for in-depth understanding of the ethnic cultural 

beliefs, values and traditions of given target population in relation to individual health 

concerns as this is useful for the identification of both positive and negative aspects of 

such cultural elements and their implications for health promotion. These highlight the 

significance of considering not only the cultural background and characteristics of the 

target community but also the perspectives of members of such target community in 

the development and implementation of effective health intervention programmes 

aimed at such a community. 

Insight from studies in this section of the review therefore suggests that it is paramount 

for developers of maternal health communication programmes to identify and 

incorporate relevant ethnic beliefs, values and traditions of target communities into 

health promotion messages based on in-depth understanding of such cultural elements 

and their health implications, from the perspectives of the target communities. With 

Nigeria’s high maternal mortality status (WHO et al., 2015) and highly multicultural 

and multiethnic nature of not less than 400 ethnic groups (Salawu, 2010), such cultural 

approach which captures unique characteristics of given communities and ethnic groups 

provides a suitable means of not only responding to culture-induced maternal health 

risks but enhancing maternal health promotion efforts geared at addressing maternal 

health concerns in general. 
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However, given that few studies have focused on such unique ethnic cultural strategies 

in relation to maternal health promotion especially from the perspectives of women, the 

present study narrows this gap by explicating, based on the lived experiences and 

perspectives of women, how salient ethnic beliefs, values and traditions can be 

integrated into the development of culturally sensitive maternal health promotion 

messages. Furthermore, while much has been documented albeit about harmful cultural 

beliefs and traditions concerning maternal health in different regions of Nigeria (Adeusi 

et al., 2014; Igberase, 2012; Nwagwu & Ajama, 2011; Ojua et al., 2013) studies that 

focus on culture and maternal health in the north central region are all together scarce 

in the literature. Available literatures on maternal health in north central Nigeria, have 

focused primarily on issues bordering on facility-based health care (Mutihir & Utoo, 

2011; Nyango, Mutihir, Laabes, Kigbu & Buba, 2014; Ujah, Aisien, Mutihir, 

Vaderjagt, Glew & Uguru, 2005). Hence, the present study fills this gap by providing 

empirical knowledge on the implications of culture on maternal health promotion based 

on the experiences and perspectives of women from major ethnic groups from the north 

central region of Nigeria.  

2.5.2.2 Collectivism and Maternal Health  

Communal coexistence and strong family ties are largely a common attribute among 

indigenes of several African countries including Nigeria. Such ties tend to dictate the 

trends in general beliefs, behaviours and practices among family and community 

members regarding a host of issues including health. Maternal health is one of such 

common health issues affected by factors such as patriarchal and other communal 

influences. While pregnancy and maternal health related issues are inherently seen as 

an exclusive feminine affair, empirical evidence in Nigeria and elsewhere emphasise 

the collective role of the family and community in influencing individuals’ health 
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decisions and behaviours (Iwelunmor, Newsome & Airihihenbuwa, 2014; Sofolahan-

Oladeinde & Airihihenbuwa, 2014; Tanjasiri et al., 2007).  

However, extant literature also indicate that provision of health care facilities as well 

as women’s access to and utilisation of skilled health care services like antenatal 

sessions, facility delivery and postnatal care serve as vital strategies of addressing 

maternal mortality in countries like Nigeria and other sub Saharan African and Asian 

countries (Adewemimo, Msuya, Olaniyan &Adegoke, 2014; Chakrabarti & Chaudhuri, 

2007; Nketiah-Amponsah, Senadza & Arthur, 2013; Dagne, 2010; Okereke et al., 2013; 

Osungbade & Ige, 2011; Sullivan & Hirst, 2011). Yet, socio economic and sociocultural 

factors, serve as some crucial determinants of maternal health care utilisation and 

practices, especially in patriarchal and culturally oriented sub Saharan African and 

Asian countries (Ajaegbu, 2013; Aktar, 2012; Ogunlenla, 2012; Sharma & Karki, 

2014).  

The subservient role of the woman in traditional African context has often made women 

in such societies vulnerable to all sorts of undesired maternal health anomalies.  A 

former President of the Nigeria Society of Gynecology and Obstetrics once attributed 

maternal deaths in Nigeria to violence against women by men simply because they are 

females or through the violation or denial of the women’s reproductive rights (Adeleye 

et al., 2011; Aimakhu, 1995). Indeed, objection of male partners has often been cited 

as barriers on issues such as reproductive health and facility based maternal health 

utilization by women (Adamu & Salihu, 2002; Ikechebelu, Joe-Ikechebelu & Obiajulu, 

2005; Mathe, Kasonia & Maliro, 2011). Research in southern Nigeria for instance also 

revealed that women are exposed to undue health hazards through physical beatings by 

men, or by being subjected to hard work as a means of inducing labour as well as 
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outright refusal of family planning by men while the men also engage in extramarital 

affairs (Adeleye & Chiwuzie, 2007). 

However, while it is evident that women have limited control over issues concerning 

reproductive health, it is important to note none the less, that restrictions such as 

familial/communal cultural factors are not always necessarily with sole negative 

effects. Scholars have advocated for the accentuation of   positive cultural factors in 

health promotion and preventive health messages as opposed to capitalization on the 

negative cultural attributes (Airihihenbuwa et al., 2013). This suggests that while 

factors such as patriarchy (which considers women as subservient members of the 

family with limited autonomy on health and health care related decisions) may 

inherently be viewed as detrimental to maternal health practices (Nwakwuo & 

Oshonwoh, 2013), the possibility of reaping from positive potentials of this and other 

cultural practices should not entirely be disregarded. 

It is evident that in societies like Nigeria men often play dominant roles in reproductive 

and maternal health care matters (Adeleye et al., 2011; Iliyasu et al., 2010). Men’s 

approval and involvement in maternity care have therefore been identified as enablers 

of women’s utilisation of skilled birth attendants and facilities (Adewemimo et al., 

2014; Iliyasu et al., 2010; Morhason-Bello et al., 2008). Hence, the recognition of 

husbands or women’s male partners as one of the strategies of improving reproductive 

and maternal health behaviours has particularly received increased attention in many 

sub Saharan African countries including Nigeria (Dumbaugh, Tawiah- Agyemang, 

Manu, ten Asbroek, Kirkwood & Hill, 2014; Iliyasu, Abubakar, Galadanci & Aliyu, 

2010; Kwambai, et al., 2013; Olayemi, Bello, Aimakhu, Obajimi & Adekunle, 2009; 

Thapa & Niehof, 2013).  
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Male involvement has been documented to facilitate increased uptake of contraceptives 

among couples in Malawi (Shattuck, Kenner, Gilles, Hartmann, Ng’ombe & Guest, 

2011). A systematic review of literature by Aguiar and Jennings (2015) also shows 

positive impact of male involvement regarding antenatal attendance in developing 

countries. It has also fostered family planning communication between spouses in 

Nigeria (Jah et al., 2014). Involvement of men equally tend to increase their 

accessibility to reproductive and maternal health information while it equally fosters 

greater inter-spousal communication; this enhances overall maternal health (Findley et 

al., 2015; Iliyasu et al., 2010). Researchers have therefore called for policies, health 

structures, education campaigns, empowerment and mobilisation not only targeted at 

women, men and their community but also more inclusive and enabling for the men as 

well (Adeleye et al., 2011; Ditekemena et al., 2012; Greene & Levack, 2010).  

An obvious lesson from these studies therefore is the need to strengthen the 

involvement of men in maternity care as one of the strategies of tackling maternal 

mortality in high profile countries such as Nigeria. This principle of engaging men for 

better maternal outcomes was recognized in 1994 at the International Conference for 

Population and Development (Adeleye et al., 2014; Sternberg & Hubely, 2004). 

On the other hand, closely connected with male involvement is the influence of other 

extended family members such as grandmothers or mother in-law as well as the 

household heads who in most instances are also men.  These categories of people have 

equally been found to exert influence on maternal health practices and behaviours 

especially in Nigeria and other sub-Saharan African countries. A study conducted by 

study by Vallieres et al. (2013) in Uganda for example shows that while mother’s 

education is an important indicator of maternal health, educational level of the 

household head is also determinant of the mothers’ use of skilled facility-based 
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delivery. These authors found that there is more likelihood of facility birth by women 

whose household heads are more educated. They therefore emphasise strengthening of 

the education of male household heads. In Nigeria, Sofolahan-Oladeinde and 

Airihihenbuwa (2014) noted for instance that among women living with HIV/AIDS, 

while child bearing decisions and pregnancy related decisions such as conception, 

antenatal care, delivery and postpartum issues like breastfeeding and family planning 

usually involve the women and their partners, in some cases, members of the extended 

family like the in-laws are also involved. The researchers pointed out that this often 

creates further stress for the women.  

Additionally, research in Mali also indicate that despite dominant roles of men in 

maternal health decision making in most sub-Saharan African countries, the mother in 

law’s influence can still supersede those of the men or husbands (White, Dynes, 

Rubardt, Sissoko & Stephenson, 2013).  

These studies therefore indicate the highly collective nature of African people. As 

indicated by Airihihenbuwa, Makoni, Iwelunmor and Munodawafa (2014), a 

fundamental aspect of decision making is anchored on conditions driven by several 

factors including family patterns and sociocultural values which are outside of the 

health domain. Hence, based on such crucial roles and in recognition of the influential 

status of family members, studies have called for research, policies and programmes 

that would strategically address familial factors towards achieving improved maternal 

and child health outcomes in developing countries (Aubel, 2012; Gutpa et al., 2015; 

White et al., 2015).  Scholars have equally identified the need to promote the positive 

actions shaped by culture and such collectivism as a means of initiating and sustaining 

actual health behaviour change (Iwelunmor & Airihihenbuwa, 2013; Sambo, 2010).  
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Thus, addressing maternal health from a cultural perspective calls for strategising 

within socio cultural contexts of specific communities, taking cognisance of not only 

the pregnant women or nursing mothers but other relevant stake holders such as their 

partners and extended family members like the grandmothers and other influential in-

laws. In the view of Moyer, Adongo, Aborigo, Hodgson, Engmann and DeVries (2014), 

in a society whose culture ascribes a degree of communal responsibility to delivery and 

maternal health, strategies targeted at women’s education and autonomy may not work 

if community-based approaches are not considered.    

Hence, with reference to maternal health promotion, it follows that stakeholders from 

within the family and community can equally serve as vital entry points through which 

effectiveness of health promotion messages can be enhanced. As indicated by Liu et al. 

(2012), when target groups and contextual factors are systematically considered, this 

can enhance message planning, audience engagement, implementation and message 

retention.  

Literatures reviewed in this section suggest that to address maternal health behaviours 

effectively, an understanding of family and contextual values, beliefs and other 

background factors surrounding maternal health practices among selected populations 

is fundamental. The review has drawn attention to the influential roles of men and 

extended family members like grandmothers/mother in-law on health care seeking and 

practices among   pregnant and postnatal women. Hence, as noted in the literatures, 

incorporation of such influential categories of people in programmes aimed at 

addressing maternal health becomes crucial to the success of health intervention efforts 

(Gutpa et al., 2015).   
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This points to the need for maternal health promotion messages to address not only 

issues pertaining to pregnant or perinatal women but equally focus on ways of 

incorporating relevant issues related to cultural influences from within the family and 

community. While the studies in this section have emphasised the culture of 

collectivism in African countries including Nigeria, this draws attention to the 

expedience of studying the lived experiences of perinatal women and cultural nurturers 

from within the family and the community as a basis for understanding how culture 

sensitive maternal health promotion messages can be developed from the perspectives 

of these categories of people to enhance the effectiveness of such messages. This 

research therefore focused on the lived experiences of perinatal women, grandmothers 

and maternal health experts as relevant community members who have direct 

engagements with maternal health care.  

2.6 Cultural Approaches and Models of Health Communication 

As indicated in earlier sections of this chapter, the importance of addressing health 

behaviours from contextual levels has been brought to the fore not only in multi-ethnic 

western nations but also in African and Asian countries with strong cultural ties 

(Ahmad, 2011; Adeleye et al., 2011; Airihihenbuwa, 1995; 2010; Airihihenbuwa & 

Obregon, 2000; Airihihenbuwa, Ford, Iwelunmor, 2013; Betsch et al., 2016; Butreso et 

al., 2013; Dutta-Bergman, 2004; Iwelunmor, Newsome, Airihihenbuwa, 2014; Larkey 

& Hetch, 2010; Liu & Chen, 2010; Morris et al. 2014; Sznitman et al., 2011).  

Such realization of the need for consideration of contextual factors in health 

communication reflects the call for incorporation of culture in health promotion efforts 

based on the critical challenge of the hitherto dominant approach of health promotion 

which focus on individual behaviour change using western-based behavioral 
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theories/models like the theory of reasoned action, health belief model and extended 

parallel process model (Airihihenbuwa, 1995; Airihihenbuwa & Obregon, 2000; Dutta-

Bergman, 2004; Lupton, 1994). The resultant change in paradigm is traced to the 

inadequacies of such western/individual-based models in addressing health problems 

among multi-racial and multi-cultural groups whose characteristics and ideologies were 

different from those for whom the models were originally developed and tested 

(Airihihenbuwa & Obregon, 2000; Pasick et al., 1996).  

This inherently led to the need to address health disparities and message effectiveness 

among people of diverse cultures which resulted in the recognition of culture as crucial 

to planning, implementation and evaluation of health communication and health 

promotion programmes (Airihihenbuwa, 1995). With such interest and emphasis on the 

importance of culture to the theory and practice of health communication emerged the 

cultural sensitivity and culture-centered approaches to health promotion (Dutta, 2007; 

Dutta-Bergman 2004).  

While cultural sensitivity involves the adaptation of health promotion messages to 

cultural characteristics of a target population, culture-centered approach aims at 

providing an alternate means of health promotion whereby the initiatives for promotion 

of given health issues evolves from within the community or population itself (Dutta, 

2007). The cultural sensitivity approach thus involves the development of culturally 

appropriate health communication which aims to adjust certain health beliefs, attitudes 

and behaviours of a given population based on the cultural characteristics of such group, 

while the culture-centered approach centralizes culture in theorizing about health 

communication such that solutions to health problems emerge from within the 

population and its experience of the health phenomenon itself (Ahmad et al., 2017). 
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Indeed, these two interrelated but distinct approaches respond to the call for the 

incorporation of culture into health communication efforts (Ahmad et al., 2017; Dutta, 

2007). However, the utilisation of the culture sensitive approach can be viewed as a 

modification of top-down approaches of the dominant western-based health 

communication theories, given that adaptation of culturally appropriate characteristics 

to health communication is based on predefined objectives as determined by external 

experts like health communicators, researchers, government and non-governmental 

agencies (Dutta, 2007). Such dominant  top down approaches refers to the ideology of 

communicating health such that sources like the medical and health care experts and 

educators are considered as custodians of the dissemination of “right” health messages 

to the public, who are considered among other traits as ignorant, reluctant to change, 

requiring persuasion towards adoption of healthy practices and “hard to reach” (not 

falling within the dominant or ideal sociocultural catgorisation like socio economic 

status, literacy or ethnicity) (Lupton, 1994;  Freithmut & Mettger, 1990). 

Hence, as explained by Dutta (2007), the culture sensitive approach does refute such 

top down theory and practice of health communication by integrating cultural elements 

into health communication; nonetheless, the status-quo is still maintained because the 

goals and objectives of such health communication efforts are still determined by the 

experts while the public is also still positioned at receiving end as “target audience” or 

lay consumers whose ideologies and health practices should be modified to align with 

the “right” health practices or behaviours as identified by the experts.  

The foregoing implies that specific cultural attributes associated with ethnicity, beliefs, 

values and traditions of given populations can be identified and incorporated into health 

messages aimed at achieving predefined goals and objectives of specific health 

promotion efforts geared at such populations. In other words, the target population is 
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studied by researchers or communication planners, to elicit knowledge about its culture, 

which in turn aids such experts in developing appropriate strategies that would match 

the characteristics of the population. 

While this sounds fair, the fact that cultural sensitivity still focuses on modifying 

individual health behaviours and that decisions on the goals, objectives, and 

implementation of health interventions or messages using this approach lie in the hands 

of dominant experts/external sources remain some of the major critiques of the cultural 

sensitivity approach (Dutta, 2007).  Such external sources like the government or 

funding agencies may as well have their own biases and political agenda which informs 

the goals and objectives of the health promotion efforts (Lupton, 1994).  

Hence, this suggests that health promotion efforts and materials may in fact be 

culturally sensitive but not relevant, given that the focus of such health programmes 

may not match actual health concerns of the target population. They may also be 

culturally sensitive, relevant and appropriate, but associated with other underlying 

hegemonic ideologies of the originators of such health promotion efforts. Nonetheless, 

as observed by Dutta (2007) the cultural sensitivity approach is basically education 

driven and persuasive in nature while the cultural characteristics of the target population 

are the basic tools for achieving these.  

This highlights the significance of adopting the cultural sensitivity approach to maternal 

health promotion as done in the present study. Specifically, the identification of culture-

based risky maternal health beliefs and practices in various parts of Nigeria, as indicated 

in the literatures (Adeleye & Chiwuzie, 2007; Mohammed, 2008; Omoera, 2010; 

Iliyasu et al., 2010; Nwagwu & Ajama, 2011; Igberase, 2012; Fapohunda & Orobaton, 

2013; Adeusi et al., 2014; Adewemimo et al., 2014) points to the need for intensified 
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health education and behaviour change in such regard. The cultural sensitivity approach 

undoubtedly fits into this role in addressing such an aspect of maternal health with the 

use of culturally sensitive messages aimed at sensitisation and improved maternal 

health behaviour and practices of given populations. 

On the other hand, the culture-centered approach is focused on the identification of 

alternative means of explaining how health can be promoted from the perspectives of 

given populations, particularly marginalised groups who are directly involved or 

affected by specific health issues based on actual experiences of members of such 

population (Dutta, 2007; Dutta-Bergman, 2004). Such marginalised groups as noted by 

Dutta-Bergman (2004) often constitute the subjects of dominant health communication 

approaches.  The culture-centered approach therefore offers a “point of departure” from 

dominant health communication approaches by providing a voice to marginalised 

groups such that they have a say in “the articulation of health problems and 

corresponding solutions” to such health concerns (Dutta, p. 307). It emphasises those 

taken for granted or silenced aspects that are not addressed in the dominant approaches 

to theorizing and practice of health communication (Dutta-Bergman, 2004).  In line 

with Lupton’s (1994) assertion, using culture-centered approach is a deviation from the 

dominant health promotion paradigm where the public is seen as passive and dependent 

on hegemonic structures and ideologies regarding health and information.    

The culture-centered approach therefore deemphasizes the top down or one-way 

transmission of messages where the focus is on achievement of preconceived 

objectives; rather the focus is on creation of meaning and mutual understanding through 

dialogue, by bringing the voices of community members into the health discourse in 

which they were hitherto absent (Dutta-Bergman, 2004). Hence, as opposed to the 

dominant health communication models and the cultural sensitivity approach, with the 
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culture-centered approach, “cultural participants actively participate in what would be 

considered a meaningful problem for the community… the community lies at the core 

of the definition of the problem and at the development of solutions to the problem” 

(Dutta, 2007, p.311).  

The culture-centered approach can therefore be regarded as demorcratisation of health 

promotion since it provides a means of promoting health through identification of 

health concerns by community members, as experienced by them. It offers a means of 

defining and understanding health and health promotion from a contextualised 

perspectives in relation to broader social, economic and political factors and how these 

can shape given health practices and health promotion efforts in such a community. 

Based on such understanding, possible solutions are again proffered but this time from 

within and by members of such a community. This provides an emic approach to 

theorizing health promotion, putting culture at the core of understanding health 

concerns and health communication practices. 

Essentially, the standpoint of the culture-centered approach which involves the 

construction of meanings concerning health issues and possible solutions to such issues, 

from the community perspective, makes this approach relevant to the examination of 

culture and maternal health promotion in the present study.  According to 

Airihihenbuwa (1995), contextualisation of health from a culture-centered perspective 

provides an alternative and more suitable approach to health promotion, especially in 

the African contexts where the values of collectivism constitute part of the principal 

determinants of health behaviour.  

Although, the relevance of cultural sensitivity in promotion of maternal health in 

Nigeria has been established in the preceding sections, the need for contextualisation in 
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addressing health problems, as noted by Airihihenbuwa (1995) equally draws attention 

to an ensuing need for exploration of culture for maternal health promotion in Nigeria 

from a culture-centered perspective. While the stance of culture-centered approach is 

overtly dissimilar to the cultural sensitivity approach as indicated in the foregoing 

review, Dutta (2007) nevertheless notes that both approaches provide fertile grounds 

for the exploration of culture in health promotion given their individual strengths. 

Indeed, emphasis is laid on theoretical grounding of culturally appropriate health 

intervention messages or programmes (Bestch et al., 2015; Noar, 2006, 2012) and 

cultural sensitivity has been recognised as a reliable health promotion approach for 

culturally rooted health issues like maternal health (Airihihenbuwa et al., 2014; Kadiri 

et al., 2014). However, there is dearth of theory-based maternal health communication 

research premised on cultural frameworks in Nigeria. Furthermore, given the need for 

contextualisation of individual health concerns and the appropriateness of both the 

culture sensitive and culture centered approaches to maternal health promotion as 

indicated in preceding paragraphs, the present considered it relevant to combine the 

theoretical stance of both cultural approaches in the exploration of culture for maternal 

health promotion in the non-western and audience-centered context. 

Specifically, the culture-centered approach reflects through the study’s identification of 

the views and concerns of Nigerian women about culture and maternal health 

promotion based on exploration of the women’s  lived experiences while the 

incorporation of such perspectives of the women in explaining how local cultural 

characteristics can be engaged in the development of health promotion messages 

capable of improving maternal health behaviours and practices reflects the cultural 

sensitivity approach. Such integrated cultural approach seeks to optimize the utilisation 

of culture for health promotion in non-western contexts by employing culture centered 
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approaches towards the development, implementation and evaluation of culturally 

sensitive messages that capture the perspectives of the audience while equally 

promoting safe, genuine and relevant health concerns. 

However, given the study’s interest in exploration of lived experiences towards the 

conception of cultural sensitivity from local perspectives, the descriptive 

phenomenological research method was employed. Although, this method calls for 

suspension of theories until the findings emerge (Moustakas, 1994), two models 

considered appropriate for understanding health in cultural communities and explaining 

the relevance of culture in health communication are the culturally sensitive model of 

communication and the PEN 3 model. These two models which provide theoretical 

support in the discussion and interrogation of the findings of the present study are 

discussed in the following sections. 

2.6.1 Culturally Sensitive Model of Communication 

The Culturally sensitive model of communication was originally introduced by Barbara 

Sharf and John Kahler as a model for enhancing patient-physician communication in 

the clinical setting (Sharf & Kahler, 1996). They point out never the less that the model 

presents a means of making meaning out of health conversations involving different 

categories of people. The model explains that while human communication essentially 

involves creating meaning with others, individuals tend to inject multiple and complex 

layers of meanings into their relationships and conversations about health and illnesses 

(Ahmad, Harrison & Davies, 2008). These layers of meanings are; the ideological, 

socio-political, institutional/professional, ethno-cultural/familial and the interpersonal 

layers of meaning (Geist-Martin, Ray & Sharf, 2003). 
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a. Ideological Layer of Meaning 

The ideological layer of meaning refers to a society’s commonly held values. It involves 

issues relating to the philosophy and ethics underpinning the society (Sharf & Kahler, 

1996). This layer, according to Sharf and Kahler is like an umbrella over all other layers 

of meaning because it portrays the overall stance of the society within which individuals 

exist as well as their perceptions and behaviours towards given health related issues. 

For instance, issues of gender inequality and patriarchy in African countries like Nigeria 

has been linked to problems associated with lack of autonomy and women’s utilisation 

of skilled obstetric services (Adamu & Salihu, 2002; Ikechebelu, Joe-Ikechebelu & 

Obiajulu, 2005, Ilyasu et al., 2010). This suggests the need to take cognizance of salient 

ideological values concerning specific health concerns being discussed. 

b. Socio-political Layer of Meaning 

The socio-political layer relates to societal groupings or categorisation in terms of 

politics or power structure usually based on demographic factors such as religion, race, 

gender, class or ethnicity (Sharf & Kahler, 1996; Geist-Martin, Ray &Sharf, 2003). 

Such socio-political factors thus serve as a basis upon which meanings are ascribed to 

relationships or conversations about health issues (Sharf & Kahler, 1996). Hence, 

sensitivity of health communication to such factors is required to strengthen message 

shared meanings and effective communication during health conversations/promotion. 

c. Institutional/Professional Layer of Meaning 

Firstly, this layer of meaning refers to the categorisation of health experts based on their 

distinct institutions like ministries, hospitals, and pharmaceutical industries or by their 

professional specialisation such as nursing and medicine. Here, health meanings are 

viewed from economic or financial perspectives where practitioners are paid for 

services they render (Sharf & Kahler, 1996). Such meanings can be linked to socio 
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political layers of meaning in terms of which categories of people can afford various 

health services. For example, people from the lower class may not be able to afford 

certain skilled services. 

 The second perspective from which the professional layer of meaning can be viewed 

is in terms of effective communication between experts and the lay man (Geist-Martin, 

Ray & Sharf, 2003). Health experts tend to view and communicate about health and 

illness from the scientific or biomedical perspectives while layman views these based 

on his own experience of feeling unwell and how this affects other factors related to his 

daily activities. Such lack of incongruence in construction of meaning about health and 

illness may likely result in communication problems. 

d. Ethnocultural/Familial Layer of Meaning 

The ethnocultural/familial layer refers to every day cultural elements like values, 

customs, traditions and rituals usually learned through family. Here, Sharf and Kahler 

(1996) explain that patients often tend to explain health problems in terms of 

superstitious or cultural beliefs; they also seek traditional or herbal remedies either in 

addition to or in replacement of biomedical treatments. This is particularly evident in 

traditional African societies like Nigeria where strong cultural values drive maternal 

health practices. A typical example that relates to maternal health in Nigeria is the delay 

in decision concerning caesarean section or refusal of caesarean section due to socio 

cultural values that hold vaginal delivery as a pride to women (Ugwu & de Kok, 2015). 

Hence, while caesarean delivery may be suggested by medical experts as a preemptive 

measure or solution to complications in pregnancy/delivery, the patients on the other 

hand may be reluctant because of societal ideology which associates vaginal delivery 

with bravery and motherhood. 
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e. Interpersonal Layer of Meaning 

This last layer of meaning points that there are individual differences in style and 

intimacy regarding role-play in human interactions (Ahmad, 2011). However, at this 

level, individuals will often bring into their conversations, layers of meaning from other 

levels (Sharf & Kahler, 1996). Hence, a woman with strong values on religious and 

cultural restrictions concerning gender roles for instance might find it difficult or 

inappropriate to interact with a male physician. This scenario highlights the interaction 

of ideological, socio political and interpersonal layers of meanings. This suggests that 

health communication efforts ought to take cognisance of possible individual 

differences or interpersonal layers of meanings that could hinder or reinforce effective 

communication. 

   

Figure 2.1 Cultural sensitivity model of communicating health 

Source: (Geist-Martin, Ray & Sharf, 2003). 
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As illustrated in Figure 2.1 the model shows how communication can be enhanced 

through the incorporation of cultural knowledge in healthcare interactions (Ahmad, 

Harrison & Davies, 2008). The 5 layers of meaning highlight that one must be aware 

of meanings to be culturally sensitive in conversations about health and illnesses 

(Ahmad, 2011). The model shows that in a communication context where all five layers 

of meanings are similar, this produces shared understanding, a functional relationship 

and satisfactory outcome (Ahmad, Harrison & Davies, 2008). Layers of meanings from 

the model are also interrelated, with ideology being the overarching of all the other 

layers (Sharf & Kahler, 1996). Ideology is thus regarded as having an influential impact 

on health communication (Ahmad, 2011). In the context of the present study therefore, 

culture which is represented under the ethno-cultural layer of meaning, can equally be 

considered as an ideology in Nigeria.   

The strategic role of culture in health communication becomes particularly expedient 

in the context of maternal health promotion in Nigeria given the implications of such 

factors as belief systems, cultural and religious values, as well as communal ways of 

living in relation to maternal health practices in the country (Adeusi et al., 2014; 

Nwagwu & Ajama, 2014; Ojua et al., 2013; Ugwu & de Kok, 2015). Furthermore, as 

identified in a 2002 Committee report of the U.S Institute of Medicine, such cultural 

factors serve as significant filters for message reception and processing; hence more 

knowledge about them is needed to understand how messages can be framed for better 

understanding and efficacy.  

Cultural sensitivity model as noted earlier, presents a means of making meaning out of 

health conversations involving different categories of people (Sharf & Kahler, 1996). 

Thus, even though this model was originally developed in relation to communication 

in the clinical setting it is considered suitable for discussing cultural sensitivity in 
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broader contexts as well. Accordingly, in the present study, the culturally sensitive 

model is used to interrogate the meanings derived from the participants’ maternal health 

promotion experiences and conceptualisation of culturally sensitive maternal health 

messages in relation to effective health communication.  

2.6.2 The PEN-3 Model 

The PEN-3 cultural model was developed by Airhihenbuwa (1989). As opposed to 

earlier individualistic theories and models of health behaviour, the PEN-3 model 

provides an opportunity to contextualise health from a cultural perspective; hence 

addressing aspects previously not considered by western health communication 

theories (Airihihenbuwa, 1995). This model centralizes culture in the development, 

implementation and evaluation of health interventions (Airhihenbuwa &Webster, 

2004). The model proposes that to address beliefs and behaviours associated with a 

health issue, cultural characteristics associated with such beliefs and behaviours must 

be considered in the development, implementation and evaluation of interventions 

targeted at the health issue.   

 The PEN-3 model therefore emphasises the role of culture in shaping individual health 

perceptions and behaviours (Airihihenbuwa 1995; 2007). It equally provides a cultural 

lens for addressing health concerns especially among Africans, based on a positive 

outlook which begins by highlighting the positive aspects of culture rather than 

regarding culture as default barriers to health and the success of health interventions 

(Airihihenbuwa, 2010).  

The model has three broad but interwoven components namely; Cultural Identity, 

Relationship and Expectations and Cultural Empowerment. Each of the three domains 

is further categorised into three. 
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Figure 2.2 PEN-3 cultural model 

Source: (Iwelunmor, Newsome & Airihihenbuwa, 2014) 

As shown in Figure 2.2, The cultural Identity domain comprises Person, Extended 

family and Neighbourhood while the Relationship and Expectations domain is made up 

of Perceptions, Enablers and Nurturers. The Cultural Empowerment domain on its part 

consists of Positive, Existential and Negative cultural elements. Categories in each of 

these domains form the acronym PEN which informs the title “PEN-3”. Each of these 

domains is further discussed as follows: 

I. Cultural Identity  

Cultural Identity refers to the conscious identification of people with specific groups 

with whom they share certain symbols, meaning and norms (Collier & Thomas, 1988). 

As explained by Collier and Thomas, knowledge about a person’s cultural identity 

alone however would not give sufficient information about that person. Instead, 

additional knowledge about others who share similar identities serves as an advantage 

of gaining insight into the potentials and challenges associated with individual members 
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of the same culture. In this wisdom, Airihihenbuwa (1989) recognises person, extended 

family and neighbourhood as intervention points of entry to be considered in the 

Cultural Identity domain. 

a. Person  

Person in this context refers to individuals for whom health messages or campaigns are 

meant. Such individuals in the case of maternal health could be women or mothers, who 

are usually most affected or directly concerned about maternal health related issues. 

Other individuals in this category who may not be directly concerned but could as well 

serve as important points of entry given their influential roles, include male 

partners/spouses and health workers. Focus on person with respect to this domain, calls 

for divergence from individualistic paradigm of addressing individual behaviour 

change in health interventions without consideration for the context within which such 

behaviours occur. Regarding maternal health for instance, researchers like Adeleye et 

al., (2011) have focused on the male folk as a means of engaging their gender roles for 

the promotion of maternal health through focus group talks with the men to determine 

best approaches to maternal health promotion from the perspectives of these men. 

b. Extended Family 

Given the communal nature of societies like most African communities, the role of 

extended family members becomes particularly crucial to health communication. 

Closely related to the “Person” factor discussed in the preceding paragraph, 

consideration of extended members of the family is equally important given their roles 

in communal societies like Africa where people such as grandmothers or family heads 

equally have substantial impact on health behaviours and decisions.  For example, with 

respect to maternal health in sub-Saharan African countries like Ghana and Nigeria, 

previous studies have found the mother in law and household heads to influence 
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maternal, reproductive and infant health (Gutpa et al., 2015; Sofolahan-Oladeinde & 

Airihihenbuwa, 2014; Vallieres et al., 2013). This draws attention to the need for 

communication efforts aimed at addressing maternal health to take such communal 

contexts into cognisance. 

c. Neighbourhood 

Another cultural identity marker to be considered is the environment or community 

within which communication is to take place. This has to do with health promotion or 

disease prevention in communities or neighbourhood (Kannan et al., 2009). The 

neighbourhood or community’s influence on communication and modes of 

communication should be determined while economic status and power structure within 

the community is also crucial (Airihihenbuwa & Webster, 2004). 

II. Relationships and Expectations 

Constructs under this domain are Perceptions, Enablers and Nurturers. These are 

somewhat similar to the categories in the Cultural Identity domain. 

a. Perceptions 

Perceptions relate to factors such as attitudes, beliefs and values of the individual and 

family or community members that tend to promote or serve as barriers to certain health 

behaviours (Airihihenbuwa et al., 1995). Such perceptions may be either correct or 

incorrect. 

 b. Enablers 

These refer to factors related to institutional structures, services and health related 

resources (Scarinci et al., 2012). Such factors may also facilitate or hinder health 

intervention efforts (Kadiri, 2015). Identification of such factors would therefore be of 

significance to health promotion efforts. 

c. Nurturers 
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This refers to the reinforcing roles of a recipient’s social networks towards certain 

health communication efforts. In other words, the nurturers may be family members, 

friends or other community members who may influence an individual’s health 

behaviour either by further encouraging such a person to engage in the recommended 

behaviour or by discouraging or preventing the adoption of such behaviours.  

III. Cultural Empowerment 

 This third domain relates to culturally influential behaviours or structures from the 

positive, neutral and negative perspectives. It involves an exploration of health issues 

to determine beliefs and values that are positive, harmless and negative so that they can 

be addressed appropriately. Each of the constructs is discussed as follows: 

a. Positive Factors or Behaviours 

These are culturally related beneficial health behaviours or factors already in existence 

prior to communication intervention. Such behaviours may be reinforced by family, 

community members or even through existing structures and health services in the 

community. In this case, family or community members or health workers may serve 

as positive enablers or nurturers as the case may be.  These kinds of positive cultural 

elements should be highlighted and encouraged in communication efforts 

(Airihihenbuwa, 2010). Knowledge of such cultural elements existing in given 

communities would be advantageous to maternal health message developers.   

b. Existential Factors or Behaviours 

These are those cultural beliefs, values or behaviours that are neither positive nor 

negative. Just like the positive factors, there can also be existential enablers and 

nurturers. However, they are just neutral and hence do not pose any barrier to health. 

These harmless cultural beliefs or practices should simply be acknowledged 

(Iwelunmor et al., 2014). This implies that while incorporation of such cultural elements 
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into health communication in given contexts may aid health promotion, it should 

certainly pose no threat. 

c. Negative Factors or Behaviours 

The negative factors on their part are the cultural beliefs, practices and values that tend 

to be harmful to health.  These factors result in harmful health behaviours and practices 

or prevent engagement in healthy behaviours or practices (Airihihenbuwa, 1992; 

Scarinci et al., 2012). However, while such negative cultural values or beliefs may be 

difficult to change, rather than focus on them, the PEN-3 model provides an opportunity 

of shifting attention to and encouraging the sustenance of the positive values 

(Airihihenbuwa, 2010; Iwelunmor et al., 2014).  

In summary, this model serves as a means of understanding and appreciating the values 

of culture in health promotion as well as prevention of risky health behaviours. The 

three domains of the model work in harmony as a cultural lens in addressing health 

concerns (Airihihenbuwa, Ford & Iwelunmor, 2013).  

A basic approach to the application of the PEN-3 model begins with a qualitative study 

of the target community to identify positive, neutral and negative cultural aspects 

related to the health issue of interest (Airihihenbuwa, 2010). This is to enable the 

researcher to understand the peculiarities of given contexts, culture and the population 

(Iwelunmor et al., 2014). Afterwards, grouping of the findings from the qualitative 

study should be done by creating a 3 by 3 table to produce 9 cells, derived by crossing 

the Relationships and Expectations domains with the Cultural Empowerment domain 

as shown in table 2.1. 
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Table 2. 1  

Cultural Empowerment & Relationships and Expectations 

Domains Positive Existential Negative 
Perceptions 1     2     3 
Enablers 4 5 6 
Nurturers 7 8 9 

Source: (Airihihenbuwa & Webster, 2004) 
 

This grouping aids in assessment and appraisal of interactions of the elements of the 2 

domains in relation to the health issue in question (Airihihenbuwa & Webster 2004). 

Once this is done, it is expected that the researchers return to the target community 

where the results are shared, and comparison made with the community members; 

consensus is then reached between the researchers and the community members on the 

most appropriate intervention point of entry; the Cultural Identity domain 

(Airihihenbuwa, 2010). 

  

The PEN-3 model therefore avails researchers the opportunity of discussing health 

behaviour and culture with communities, using a positive approach where culture 

becomes an asset for health promotion and addressing of health problems 

(Airihihenbuwa et al., 2009; Iwelunmor, et al., 2014). As noted by Airihihenbuwa et al. 

(2014), one pertinent emphasis of the model is the indication that all cultures have 

positive attributes which must be highlighted and harnessed for health purposes. 

Therefore, the model highlights the need for interventionists or researchers to avoid 

focusing essentially on changing negative behaviours.  Rather the model suggests that 

culture be regarded as an asset; hence interventionists and researchers should seek for 

and address positive, neutral and negative beliefs and values as appropriate 

(Airihihenbuwa et al., 2014).  
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Secondly, consideration of the family and community context in addressing health 

behaviour is particularly crucial because these two factors also serve as determinants of 

health behaviours. This is also evident in the context of maternal health in Nigeria as 

indicated by studies earlier in this chapter. The foregoing indicates that the model lays 

emphasis on health promotion from a contextual and community-centered perspective 

which provides an alternative approach to health promotion; one that indicates a point 

of departure from the dominant western-based health models that mainly addressed 

individual behaviour change. 

 

Over the years, studies have indicated the usefulness of the model regarding several 

health issues including HIV/AIDS related issues (Airihihenbuwa & Obregon, 2000; 

Airihihenbuwa & Webster, 2004; Airihihenbuwa et al., 2009; Airhihenbuwa et al., 

2013), Sexually transmitted infections (Kadiri, 2015), hypertension (Walker, 2000), 

nutrition (Kannan et al., 2009), smoking (Scarinci, Silveira, do Santos & Beech, 2007) 

and cancer (Scarinci et al., 2012). Since PEN-3 offers guidance on 

identification/categorisation of enablers and nurturers that should be considered in the 

development, implementation and evaluation of health interventions, this model 

provides an appropriate cultural framework for interrogation of the findings of the 

present study concerning cultural experiences of the participants and salient elements 

of culture to be engaged for maternal health promotion.  

 

However, while this model lays emphasis on tackling health issues from a holistic or 

cultural context and recommends promotion of positive aspects of culture, the model 

appears to pay less emphasis on driving forces that specifically inform shared 

understanding and effective communication in health interactions. Such deficiencies 
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are addressed by the culturally sensitive model of communication as explained in the 

preceding section. The present study therefore explicated its findings in the light of 

these two cultural models of health communication. 

Specifically, the two models were employed interrelatedly in discussions of the findings 

derived from the in-depth exploration of the lived experiences of the participants in 

relation to the development of culturally sensitive maternal health messages. The 

cultural sensitivity model primarily provided theoretical support in explaining 

ideological and behavioural factors to consider for the facilitation of shared meaning in 

communicating about maternal health.  In other words, this model was useful in 

interrogating the cultural ideologies and driving forces that mould maternal health 

related behaviours and practices as shared by the participants, with a view to explaining 

how these factors can enhance shared understanding and effectiveness of maternal 

health communication. 

The PEN-3 cultural model on the other hand primarily provided theoretical support in 

the discussions about salient maternal health cultural elements in the study area and 

their implications for maternal health promotion. The model was useful in examining 

and explaining ethnic religious beliefs, values and traditions found to be beneficial or 

harmful to maternal health and how these can be engaged for maternal health 

promotion.  This also included the identification and implications of positive, 

existential and negative cultural attributes related to maternal health in the study area.  

Overall, the combination of the two models provided adequate theoretical backing for 

explaining, how local cultural characteristics can be integrated into health promotion to 

address maternal health concerns based on the experiences and perspectives of the study 

participants. The models therefore provided a pillar to the findings of the study towards 
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the proposition of a cultural sensitivity model of maternal health communication, which 

provides a local/non-western framework for the development and communication of 

culturally sensitive health messages suitable for addressing maternal health among 

culturally rooted and non-western societies like Nigeria. 

2.7  Chapter Summary 

This chapter chronicled past studies related to health communication with specific focus 

on communication dimensions of health promotion from a cultural perspective. The 

review provided a brief overview of health communication and its research dimensions. 

It highlights the role of culture in health communication and situates the present study 

under health promotion in the context of maternal health in Nigeria. Theoretical 

perspectives regarding health communication are discussed, with emphasis on core 

cultural approaches in health communication, namely, the cultural sensitivity approach 

and the culture-centered approach. Relevant cultural models of health communication 

related to the present study are also discussed. 
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                         CHAPTER THREE R METHODOLOGY 
 

RESEARCH METHODOLOGY 

3.1 Introduction 

This chapter provides an explanation of the procedures followed in conducting this 

research. The study is a phenomenological research which explored what constitutes 

culturally sensitive health messages in the light of the lived cultural maternal health 

promotion experiences of women in North Central Nigeria. This is with the aim of 

understanding, from the perspectives of the women, how cultural elements can be 

engaged for maternal health promotion in the study area. The chapter begins with an 

overview of phenomenology in qualitative research and focuses on descriptive 

phenomenology which forms the methodological framework for this study. The chapter 

equally describes the research location and selection of participants. The process of data 

collection, data analysis and data validation are also discussed. 

3.2  Methodological Framework 

This study is a qualitative research and phenomenology was adopted as the research 

methodology. This school of thought evolved as an alternative to the positivist 

paradigm of scientific enquiry (Giorgi, Giorgi & Morley, 2017; Reiners, 2012). 

“Epistemologically, phenomenological approaches are based in a paradigm of personal 

knowledge and subjectivity, and emphasise the importance of personal perspective and 

interpretation. As such they are powerful for understanding subjective experience, 

gaining insights into people’s motivations and actions, and cutting through the clutter 

of taken-for-granted assumptions and conventional wisdom” (Lester, 1999, p.1). 
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However, while there are different phenomenological schools of thought, descriptive 

phenomenology was considered appropriate for the present study.  

This method as originally developed by Edmund Husserl requires three fundamental 

steps; description, transcendental phenomenological reduction and imaginative 

variation (Giorgi et al., 2017). However, the researcher using this method is firstly 

expected to engage in bracketing, which involves the setting aside of preconceived 

opinions through what is known as Epoche (Finlay, 2014; Giorgi et al., 2017; 

Moustakas, 1994). Epoche is a process where “one simply refrains from positing 

altogether; one looks at the data with the attitude of relative openness” (Giorgi, 1994, 

p. 212). The essence is to free the researcher from bias of injecting preconceived ideas, 

theoretical assumptions or any knowledge other than that emanating from 

consciousness of the phenomenon under study. Epoche is present at every stage of 

descriptive phenomenological research. According to Finlay (2014), this remains the 

fundamental element that distinguishes phenomenology from other research 

approaches focused on the exploration of experience and subjectivity.  

With such phenomenological attitude, the researcher engages in phenomenological 

reduction through careful and thorough description of the phenomenon or lived 

experiences under study (Giorgi et al., 2017). Essentially, the aim of phenomenological 

reduction is to allow researchers to “grasp the full nature of a phenomenon” (Moustakas, 

1994, p.93). In other words, it facilitates the researcher’s understanding regarding the 

nature of consciousness in relation to the phenomenon under study. According to 

Moustakas (1994), the task of phenomenological reduction is that of “describing in 

textural language just what one sees, not only in terms of the external object but also 

internal act of consciousness, the experience as such, the rhythm and relationship 

between phenomenon and self” (p. 90). Moustakas noted that phenomenological 
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reduction requires the researcher to continually return to the experience, “to look, 

describe and re-look again…” to be able to come up with a complete description of it. 

Giorgi et al. (2017) maintain that in the absence of such phenomenological reduction, 

researchers cannot claim that any phenomenological analysis has been made. 

Imaginative variation which is the next step after phenomenological reduction is aimed 

at arriving at “structural descriptions of an experience, the underlying and precipitating 

factors that account for what is being experienced; in other words, …how did the 

experience of the phenomenon come to be what it is?” (Moustakas, 1994, p.98). While 

the process involves varying core dimensions of the phenomenon to seek possible 

meanings, Giorgi et al. (2017) maintain that this aspect of phenomenological analysis 

equally requires the transcendental attitude. Moustakas (1994) describes the process as 

“a reflective phase in which many possibilities are examined and explicated 

reflectively” (p.99). Hence, Moustakas noted that, through the process of imaginative 

variation, researchers can develop structural descriptions from the textural ones during 

phenomenological reduction. The method thus lays emphasis on understanding a 

phenomenon under study primarily from the perspectives/experiences of those directly 

involved without the injection or interference of preconceived ideas, knowledge or 

theoretical assumptions. 

Indeed, consideration of the underlying notions of reality among different 

phenomenological schools of thoughts has been identified as a basis for selection of 

appropriate phenomenological approach by researchers (Giorgi, 2000).  The 

philosophical stance of the selected phenomenological approach, which should be 

suitable to the research objectives, is what will inform the researchers’ methodological 

framework in conducting the study (Finlay, 2009, 2014; Reiners, 2012).  
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In view of the foregoing, the descriptive phenomenological method is considered 

appropriate for addressing this study’s research problem. Specifically, the underlying 

assumptions of descriptive phenomenology align with the study’s research aims. The 

method is also consistent with the adoption of a bottom-up approach to addressing 

health problems from the perspectives of the community as indicated in the literature. 

The process of bracketing and absence of a theoretical framework as characteristic of 

the descriptive phenomenology provide a reliable means of understanding cultural 

sensitivity as perceived by the study participants, without imposition of dominant 

western-based health communication theories. 

3.3 Research Location 

The location of this study is the north central region of Nigeria. This region comprises 

six states namely, Kwara, Benue, Kogi, Nassarawa, Niger, Plateau and the Federal 

Capital Territory (FCT), Abuja (National Population Commission, NPC & ICF 

International, 2014). Interest in the north central zone is twofold. Firstly, the zone is 

among the regions of Nigeria with high maternal mortality (Abimbola, 2012). Statistics 

from the 2013 demographic health survey in Nigeria for instance show that over 52.9% 

of women in the north central region deliver their babies at home. Risky cultural 

practices have been identified as part of the factors endangering the lives of pregnant 

and postpartum women in Nigeria (Igberase, 2012; Iliyasu et al., 2010; Nwagwu & 

Ajama, 2011). However, as highlighted in earlier sections of the study, while cultural 

sensitivity in maternal health promotion can serve as a means of addressing culture-

based maternal health risks, the review of the literatures revealed the focus on only the 

provision of skilled maternal health care in the north central Nigeria (Mutihir & Utoo, 

2011; Nyango et al., 2014; Ujah et al., 2005) while health communication studies, 
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specifically those on cultural sensitivity were not found. Hence, this informed the 

interest in exploring cultural sensitivity of maternal health messages, from the 

perspectives of women in north central part of Nigeria. 

 

Secondly, the north central region is one of the most heterogeneous in terms of ethnic 

composition (Ositen, 2012). It comprises ethnic groups like Hausa, Fulani, Yoruba, 

Busa, Baruba, Batonum, Nupe and Tiv. This multi ethnic nature also makes the north 

central zone multicultural. Given the study’s interest in the exploration of cultural 

sensitivity based on ethnic culture, the northcentral zone provides a suitable multiethnic 

and multi-cultural location for the research. 

3.3.1 Study Setting  

Kwara state was purposively selected because it is considered a true representation of 

the north central region as it reflects the characteristics of this region not only in terms 

of high maternal mortality status but also in its multi ethnic composition. Kwara’s 

maternal mortality ratio estimated at 980 deaths per every 100,000 live births is 

regarded as considerably high (Kwara State Ministry of Health, KWSMH, 2009), while 

the state equally has 16 local governments which comprise many ethnic groups with 

the principal ones being Yoruba, Nupe, Baruba and Fulani (KWSMH, 2009; 

www.nigeria.gov.ng). Religious affiliations in the state are also a mix of Islam, 

Christianity and Traditional religions (KWSMH, 2009). The multi ethic and multi 

religious nature of Kwara state therefore makes it highly representative of the north 

central region as noted earlier in this section, and thus suitable to this study.  

Furthermore, the state is equally considered representative of the north central zone due 

to the centrality of its location (as shown in Figure 3.1); this is in addition to the fact 

that fellow states in the region like Kogi and Niger were created from Kwara state 

http://www.nigeria.gov.ng/
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(Abdulbaqi, 2012). Kwara which was created on May 27, 1967, as one of the then 12 

federating units of Nigeria presently shares boundary with Niger state at the north, Kogi 

at the east and Oyo, Ekiti and Osun in the south while the Republic of Benin is situated 

at its boundary in the west. The location of the state between latitude 1102’ and 11045’N 

and longitude 2045’ and 604’E can be regarded as midway between northern and 

southern Nigeria (KWSMH, 2009).  

 

Figure 3. 1 Map of north central Nigeria  

Source: Action on Armed Violence (2013). 
 

With regards to health care, Kwara state can be described as operating a non- 

collaborative pluralistic health care delivery system comprising orthodox and 

traditional health care delivery among others (KWSMH, 2009). This equally makes it 

an interesting site to explore lived cultural maternal health experiences in the light of 

cultural sensitivity. 

Regarding health status indicators, report of the 2008 National Demographic Health 

Survey shows for instance that women of child bearing age constitute 20% of the state’s 
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population at any given time. According to the report, this group together with under-

five children are the most vulnerable group in the state. Other health indicators relating 

to maternal health in the state include provision of skilled antennal care services at 58% 

and availability of skilled attendants at birth (53%) while delivery in health facility 

according to the report is 49%. Use of insecticide treated nets by pregnant women is 

7%, use of modern family planning method by married women aged 15-49 is 17%.  The 

literacy rate by women and men are 48% and 62% respectively. Although, statistics 

suggest improvement in utilisation of antenatal services, prevention of malaria and 

skilled health care facilities for deliveries, research indicate that home-based deliveries 

and non-utilisation of skilled post-natal services persist (Fasiku, Durowade, Osinubi, 

Akande, Osagbemi, Salaudeen, Oloyede & Ayoola, 2018; National Nutrition and 

Health Survey, 2018). These indicate the suitability of the study area for exploration of 

the research problem as this area provides a means of obtaining rich data to address the 

study aims. 

3.4 Selection of Participants 

The study examines cultural sensitivity in maternal health promotion. To this end, the 

lived cultural and maternal health promotion experiences of participants was explored 

based on their ethnicity. Given the nature of descriptive phenomenological research as 

one that is not concerned with numbers or generalization by sample size, the 

fundamental question that the phenomenological researcher should ask him/herself 

regarding selection of participants, is, “Do you have the experience that I am looking 

for?” (Englander, 2012). Moustakas (1994) notes that apart from general considerations 

such as age, gender, religion, ethnicity and cultural factors, or political and economic 

factors, the essential criteria for selection of research participants in a 
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phenomenological study is that such participants must have experienced the 

phenomenon under study and be willing to participate in the study.  

Hence, researchers should select participants based on expected parameters of the 

phenomenon under study (Englander, 2012). These point to purposive selection of 

participants based on their expertise/suitability to provide answers to the research 

question. The present study has three inclusion criteria. First, research participants must 

be women. Secondly, they must have maternal health related experiences, either as a 

pregnant woman, new mother, grandmother or a maternal health expert (skilled 

midwife or traditional birth attendant) and third, they should be of any of four major 

ethnic groups in the study area (Yoruba, Nupe, Baruba and Fulani).  

These three categories of women were selected as participants for the present study 

premised on their identification in the literature as some of the key players directly 

involved in maternal health (Abdulraheem et al, 2012; Adeleye et al. 2011; Adeusi et 

al., 2014; Ilyasu et al., 2010; Srivastava et al., 2015). The perinatal women are the ones 

directly involved concerning issues of pregnancy, delivery and post-delivery while the 

elders/grandmothers play the roles of caregivers and nurturers. Their positions as elders 

also accord them a high degree of respect in the family/community. As indicated in the 

literature, the maternal health experts also constitute popular and respected categories 

of women unto whom community members rely for issues of maternity and child care. 

Hence, insights from the experiences and perspectives of such multiple categories of 

stakeholders provides a broader illumination of cultural sensitivity in maternal health 

promotion. 

However, in locating these participants, a combination of purposive and snow ball 

sampling was used.  Purposive sampling is used when you need specialised informants, 
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people with the expertise or experience that you seek, while snowballing is useful when 

participants are difficult to find (Keyton, 2015). As explained by Keyton, such 

participants can be located with snowballing when the researcher finds them through 

other participants or the researcher’s network. 

Since the perinatal women (pregnant women and new mothers) and mid wives could 

be located at hospitals, such participants were primarily selected from government 

hospitals that offer antenatal/postnatal services in two local government areas in Kwara 

state. Such government hospitals were specifically selected because of their provision 

of health services at government subsidized rate, thus increasing the accessibility of 

women to such services. This also facilitated the recruitment of different ethnic women 

who were willing to share their experiences as participants in the study. The hospitals 

are in Ilorin East and Lafiagi local governments where Lafiagi served as an avenue for 

recruiting majority of the Nupe ethnic participants while Yoruba and Baruba 

participants were mainly selected from the hospital in Ilorin East.  

For purposive selection of participants at the hospitals, I approached the Chief Medical 

Directors of the hospitals with an ethical declaration/permission to conduct the research 

(see Appendix E), obtained from the Kwara state Ministry of Health. Afterwards, I was 

given direct access to the senior midwife on duty who facilitated the recruitment of 

other midwives and perinatal women who were patients at the hospitals. Pre-interview 

meetings of about 10-15 minutes were arranged where I intimated participants on the 

purpose of the study. After this, agreements were reached with individual participant at 

their convenience on the location, date and time of interviews.  

However, Fulani participants were primarily recruited through snowballing as they 

were not available at the hospital during this research. Snow balling was also used for 
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the recruitment of grandmothers and traditional birth attendants as well as midwives of 

Nupe ethnicity who were all not readily available at the hospital during the research. 

For participant recruitment through snowballing, I relied on some of the already 

recruited participants who recommended other women that met the participant 

inclusion criteria set for the study. Specifically, some of the grandmothers, who 

comprised the perinatal women’s mothers or mother in-law were recruited through this 

means while the Fulani participants, traditional birth attendants, Nupe midwives and 

some Baruba participants were recruited through the help of my network of family and 

friends who knew these participants.  

In line with qualitative research principles, the absolute number of participants for a 

study is subject to saturation; when further interviews do not reveal any new 

information (Creswell, 2007). For in-depth phenomenological interviews, this means 

when there is exhaustive description of participants’ lived experiences (Moustakas, 

1994). In this study, saturation was reached with a total of 48 in-depth interviews with 

participants across all three categories of women from all four ethnic groups in the study 

area.  

Although scholars have pointed out that saturation often occurs between 12 and 15 

participants for homogenous groups, they suggest that for relatively heterogenous or 

multiple groups, minimum of 12 will likely not be enough (Guest et al.,2006; Latham, 

2014).  This justifies the relatively high number of participants in the present study.  

3.5  Data Collection   

In-depth interviews served as the study’s means of data collection. Interviews in 

qualitative research enables the researcher elicit information from one or more 
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participants usually through open ended questions (Creswell, 2012). In-depth interview 

is a qualitative research technique which entails the gathering of detailed information 

from participants on a one-on-one basis (Boyle & Neale, 2006). It serves as a reliable 

technique of acquiring detailed and meaningful understanding of peoples’ assessments 

of their world as well as their interactions in it (Fontana & Frey, 2005). In-depth 

interview is particularly suitable to the present study because as described by Lindlof 

and Taylor (2011) such interviews can among other things enable the researcher gain 

understanding of communication processes from the participants’ viewpoints. Keyton 

(2015) similarly noted that this method can be used to uncover the participants’ point 

of view concerning an issue of discourse.  

Hence, in the present study, phenomenological in-depth interviews were conducted 

with participants after they had been selected based on the criteria described in the 

previous section. Pre-interview meetings were held with individual participant during 

which I explained the purpose of the study to them and explained the consent sheet and 

interview guide (see Appendix A to D) to enable them to get a clearer picture of the 

study’s objectives. This helped them decide whether they wanted to participate or not. 

It equally enabled me to confirm their ability to provide relevant information as required 

in the study. For instance, one of the women who had earlier agreed to participate 

declined to continue during our pre-interview meeting as she explained that she did not 

think she could provide answers to the interview questions. 

However, for the other participants, after the pre-interview meeting, interview dates, 

location and time were agreed upon. Some of the interviews with the perinatal women 

and maternal health experts were conducted at the hospitals/their work places while 

others were conducted at the participants’ homes. All the interviews with the 
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grandmothers were conducted in their homes. The structure and process of the in-depth 

interviews are discussed in section 3.5.1.  

3.5.1  Interview Structure  

The study made use of one-on-one in-depth interviews. This was guided by interview 

protocols comprising open ended questions drafted to address the study’s central 

research questions. Open ended questions are considered appropriate for this type of 

interview because they allow the interviewee to share detailed and unconstrained 

response (Keyton, 2015). 

The interview protocol was attached to the consent sheet which contained the topic of 

the research and general description of issues to be covered during the interview. 

Interviewing was however guided by Seidman’s (2013) three-interview approach 

which recommends (i) the situation of informants’ experiences within their background 

or contexts (ii) reconstruction of details of such experiences, and (iii) reflections of their 

meanings of such experiences. Although Seidman recommended conducting three 

separate interviews, in this study, participants preferred to take all three interviews at a 

stretch. Therefore, the interviews were broken into three segments, with each segment 

capturing the details as recommended by Seidman. 

As indicated in appendices B to D, the interview protocol is therefore divided into three 

sections, with the first section containing questions about the historical and cultural 

backgrounds of the participants, while the second section features questions aimed at 

getting details about the participants’ experiences and the third section contains 

questions aimed at eliciting the participants’ reflections of the meanings of their 

experiences.  
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After the consent of each participant was sought before actual interview sessions, I 

began with the first section where I asked the participants to tell me about themselves. 

Here, they provided details about their background from childhood and family 

background, education, marital status, religion, occupation and maternal status (number 

of children). This provided a background of the general social status and orientation of 

the participant. 

 After this basic background, I then sought a background of the participants considering 

their ethnic culture and how this relates to maternal health. I guided them towards 

providing a description of their experiences concerning the role of their ethnic culture 

and its association with the general outlook, practices and behaviour/maternal health 

practices and how they (the participants) situate themselves within such context. Since 

the aim of the study is to understand cultural sensitivity in maternal health promotion 

from the perspectives of the participants, I equally asked them about their thoughts 

concerning maternal health promotion and prevention of risky behaviours. The first 

section of the interview enabled participants to reflect on past experiences in their lives 

in which culture has served as a means of promoting maternal health. 

The second interview (section) focused on eliciting details of participants’ cultural 

maternal health promotion experiences. At this stage, I was interested in obtaining 

concrete details of participants’ lived experiences concerning culture and maternal 

health promotion. I wanted to know what it was like for them to experience instances 

of maternal health promotion from the cultural perspective (situations where culture 

has served a means of promoting maternal health).  

Participants were therefore asked to give accounts of specific cultural maternal health 

promotion experiences and what such experiences felt like for them. For example, from 
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their individual life worlds, many participants described the cultural practice of 

rendering support to expectant/new mothers as a form of cultural maternal health 

promotion experience. Such participants were therefore guided to provide details of 

their experiences pointing out for instance, what they liked or disliked, why they 

liked/disliked such experiences as well as how they handled such situations. The 

ultimate motive of the second interview was to get a detailed description of various 

lived experiences of the participants such that their consciousness about cultural 

sensitivity in maternal health promotion would be raised. 

In the third interview (section), I guided participants to reflect on the meanings of their 

experiences. Here, this last interview was aimed at consolidating participants’ 

reflections of their past experiences such that the meanings they make out of such 

experiences can be related to the present context. Hence, the focus was to bring into 

perspective the participants’ meanings of their past experiences such that this would 

enable them to reflect on what they consider as cultural sensitivity in maternal health 

promotion and how culture can be engaged in the development of culture sensitive 

messages.  

This three-interview structure was followed for all 48 interviews in this study. On the 

average each interview lasted between 45 minutes to 90 minutes. Few interviews were 

up to two hours while the least duration of interview was 19 minutes owing to busy 

schedule of the participant. The interviews were conducted between August 2016 and 

January 2017. The interviews were conducted in English Language while Yoruba 

language was used with participants who did not understand English. 

It is important to note however, that in line with the descriptive phenomenological 

approach, during the process of data collection, just as with other stages of this research, 
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I engaged in Epoche by setting aside preconceived ideas, biases and judgements 

(Moustakas, 1994). As I interacted with participants during the pre-interview meetings 

and all through actual interviews, I freed my mind of existing knowledge about culture, 

maternal health and cultural sensitivity in health promotion to avoid the interference of 

such preconceived knowledge and ideas with the interviewing process and participants’ 

responses. 

In addition, as recommended by Creswell (2012), the sessions were audio taped while 

field notes were also taken for ease of reference during the analysis of data. However, 

to ensure validity of the interview questions, I tested the interview questions based on 

some observations and analysis of data from the first three sets of interviews. 

Observations were made during the interviews to determine the clarity of questions 

while analysis was conducted to determine the effectiveness of the interview questions 

in addressing the research objectives. This served as a form of pilot test for the research. 

As recommended by Merriam (2002) data analysis in qualitative research should be 

simultaneous with data collection, “to wait until all data are collected is to lose the 

opportunity to gather more reliable data” (p.14).  

3.6  Data Analysis 

Data analysis in qualitative research involves the reduction of raw data retrieved from 

the field into manageable sizes that can be easily studied and understood by the 

researcher (Patton, 2002). NVivo 11 software was used to facilitate the analysis of data 

while the descriptive phenomenological approach recommended by Moustakas (1994) 

was adopted. Based on this approach, I followed seven major steps for the analysis, 

these include (i) listing and preliminary grouping, (ii) reduction and elimination, (iii) 

clustering and thematizing of invariant constituents, (iv) individual textural description, 
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(v) individual structural description, (vi) individual textural-structural description, and 

(vii) composite textural-structural description. Detailed discussion of these steps are as 

follows. 

i) Listing and Preliminary Grouping 

The analysis began with transcription of the recorded interviews. Each interview was 

transcribed verbatim after which I read through as I listened to the recordings again to 

confirm accuracy of the transcribed data. I then imported my transcriptions into NVivo 

11 software which I used for data management. Following this, I read through each 

transcript to get a better grasp of the transcripts, after which I looked through each 

interview transcript again to determine and select/list all statements that were relevant 

to the participants’ experiences regarding culture and maternal health promotion. This 

stage of listing of the statements is categorised by Moustakas (1994) as the 

commencement of phenomenological reduction while the process of the listing of such 

relevant statements is referred to as horizonalization.  According to Moustakas, the 

statement themselves are termed horizons. However, it is important to note that as I 

listed the statements, each relevant statement was treated as equal to every other 

relevant statement, so all the relevant statements were listed as horizons. Appendix F 

shows some examples of horizons. 

ii) Reduction and Elimination 

Still under phenomenological reduction, this stage involves the reduction of the listed 

horizons into meaning units which according to Moustakas (1994) are invariant 

constituents of the participants’ experiences. To do this, Moustakas recommended that 

horizons for each participant should be tested based on two criteria: 
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a. Whether the statement contains a moment of the participant’s experience that is 

necessary and sufficient for understanding the phenomenon under study  

b. If it is possible to abstract and label the statement 

After testing each horizon based on these criteria, once the horizon meets the 

requirements, I retained it as a constituent of the experience and labelled it under a 

meaning unit. However, statements that did not meet the requirements as well as those 

that were vague, overlapping or repeated were discarded. The remaining horizons after 

the exercise were considered as the meaning units or invariant constituents of the 

experience.  

iii) Clustering and Thematizing of Invariant Constituents 

Here, the aim was to further segment and categorise the invariant constituents of the 

participants’ experiences. This was done using open, axial and selective coding as 

recommended by Corbin and Strauss (1990). Open coding involves analyzing and 

segmenting data such that similar data are grouped together and labelled into categories. 

Hence, I examined the invariant constituents of participants’ experiences, derived from 

the reduction and elimination stage and clustered them into common categories which 

I labeled in relation to the meanings reflected in participants’ description of such 

experiences.  

After this, I proceeded to axial coding by re-examining initial clustered categories 

derived during open coding while searching for meaningful relationships and 

connections among the categories, taking cognisance of participants’ experiences and 

the context within which such experiences occurred. During the process, I discovered 

that some categories did not reflect participants’ experiences that relate to the study. 

For example, certain categories reflected more of biomedical aspects of maternal health 
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with no relationship with culture and maternal health promotion/communication. 

Hence, such categories were discarded. 

At the final stage of selective coding, Corbin and Strauss (1990) recommend that 

categories should be unified around central themes or core categories that represent the 

central phenomenon of the study. Hence, the various categories were integrated into 

major core themes which reflect the participants’ cultural and maternal health 

promotion experiences, conception of cultural sensitivity in maternal health messages 

and cultural elements for maternal health promotion. These core categories reflect the 

study’s research questions. The themes were also tested for validity using Moustakas’ 

(1994) criteria which states that themes and their subthemes should be compared with 

the transcript to see  (i) if they are expressed explicitly (ii) if they are compatible, in 

situations where they are not explicitly expressed and (iii) if they do not meet any of 

the first two requirements, this means they are not relevant and should be discarded. 

Appendix G shows example of invariant constituents and core themes. 

iv) Individual Textural Description 

Based on the validated invariant constituents and core categories derived in the previous 

stage, individual textural descriptions of the experiences were developed for each 

participant. Such textural descriptions reflect the principal aspects of the participants’ 

experience. They are labelled as Textural themes and an example is contained in 

Appendix H. This stage concluded the phase of phenomenological reduction. 

v) Individual Structural Description 

In this stage, I followed the process of imaginative variation as recommended by 

Moustakas to arrive at structural descriptions of the experience of each participant. 



120 
 

Imaginative variation as explained by Moustakas (1994) involves thorough 

examination of   participants’ descriptions of their experience, from different 

perspectives and frames, to understand how the participant’s “experience of the 

phenomenon came to be what it is” (p.96).   

During this process, I systematically reflected on the underlying conditions that 

surrounded each participant’s experience, to understand how each participant 

experienced cultural maternal health promotion and their present 

understanding/perception of cultural sensitivity in maternal health promotion. This 

revealed the structures of the experience, which according to Moustakas represent the 

conditions that must be present for something to appear.  

Such structures are reflected in the sub-themes that constitute the various core 

categories earlier derived. Hence, these sub-themes, which I labelled as structural 

themes, were used to develop a structural description of the experience for each 

participant. Appendix I contains examples of such structural themes. 

vi) Individual Textural-Structural Description 

At this stage, the textural and structural descriptions for each participant was unified 

into a textural-structural description which captured the overall meanings and essences 

of each participant’s experience of the phenomenon under study. An example of such 

individual textural-structural description is also attached as Appendix J. 

vii) Composite Textural-Structural Description 

The individual textural-structural descriptions of all the participants were synthesised 

into a composite textural-structural description of the meanings and essences of the 

experience which represents the whole group.  
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3.7 Validation  

“Validity, in qualitative research relates to whether the findings of your study are true 

and certain. "True" in the sense of your findings accurately reflecting the real situation. 

"Certain" in the sense of your findings being backed by evidence” (Guion, 2002, p.3).  

Golafshani (2003) also conceptualised reliability and validity in qualitative research as 

“trustworthiness, rigor and quality” (p. 604) while Moustakas (1994) equally associates 

validation of data in phenomenological studies with credibility of findings in terms of 

adequate representation of participants’ experiences. These conceptions of validity 

point to the principle of the “researcher as the primary instrument of qualitative data 

collection and analysis” (Merriam, 2003, p. 421). It is in this light that Golafshani 

(2003) noted that overall credibility of the qualitative study is dependent on the 

researcher’s ability and effort.  In the present study, two methods employed to 

strengthen the validity of the findings are (i) data triangulation and (ii) subjectivity and 

reflexivity. Each of these is discussed in the following sections. 

3.7.1 Data Triangulation   

Data triangulation refers to using more than one source of data in a given study (Guion, 

2002; Thurmond, 2001; Torrance, 2012). Its advantages to the qualitative study lie in 

its ability to increase study validity, strength and interpretative potential just as it 

provides a means of decreasing investigator bias while offering multiple perspectives 

of the phenomenon under study (Birt, Scott, Cavers, Campbell & Walter, 2016; Denzin, 

2017). Triangulation is equally capable of “increasing confidence in research data, 

creating innovative ways of understanding a phenomenon, revealing unique findings, 

challenging or integrating theories, and providing a clearer understanding of the 

problem” (Thurmond, 2001, p. 254). 



122 
 

Data source triangulation was used in the present study by including three categories of 

women (perinatal women, grandmothers and maternal health experts) from 4 major 

ethnic groups in the study area to examine the phenomenon of cultural sensitivity in 

maternal health promotion. This enabled me to obtain rich data which captured various 

perspectives of cultural maternal health promotion as experienced by the women, thus 

allowing me to arrive at credible and valid description of the participants’ conception 

of cultural sensitivity in maternal health promotion.  

However, despite the many advantages of this method of validation, some of its 

disadvantages are the generation of large amount of data, time consumption and 

possible disharmony in terms of researcher bias (Thurmond, 2001). In this study, I 

guarded against the aspect of researcher bias as explained in sections 3.7.2 and 3.8 as 

follows.  

3.7.2 Subjectivity and Reflexivity 

Morrow (2005) notes that all research is subject to researcher bias and researchers can 

manage subjectivity based on approaches of their research paradigm.  “Bracketing” 

through engaging in Epoche in descriptive phenomenological research offers one of 

such approaches of controlling researcher bias by recognizing and setting aside one’s 

assumptions, beliefs, preconceptions, past knowledge and other biases that could 

interfere with ones’ judgments (Finlay, 2014; Giorgi, 2012; Moustakas, 1994). 

As recommended by Moustakas (1994), I engaged in Epoche through reflective-

meditation. The strategy according to Moustakas is to allow your preconceptions and 

prejudgment come into consciousness and then allow them to leave freely, while you 

list them down. According to him, this process should be continued until you 

“experience an internal sense of closure” (p. 89).   I adopted this procedure to engage 
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in Epoche throughout the data collection and analysis process of this study by reflecting 

on and putting in writing, aspects of my past experiences which informed my interest 

to explore cultural sensitivity in maternal health communication and how these aspects 

shaped my personal thoughts and perceptions about the phenomenon. 

The summary of the list includes my prejudgments based on my professional 

experience as a journalist while covering the health beat. I also reflected on and listed 

my preconception based on my ethnic cultural and religious maternal health related 

experiences, as a wife, an expectant mother and as a new mother. I equally noted my 

experiences with medical personnel while I was pregnant, during delivery and after 

delivery as well as my experiences as a media audience exposed to maternal health 

related promotion messages.  

I also reflected on all that I had come to know about culture and maternal healthcare 

based on experiences of other female family members and friends. My list equally 

included my reflections on the knowledge I had gained from the literature, regarding 

theory and practice of health communication, culture, health promotion and cultural 

sensitivity.  By freeing my mind of all these preconceptions, this enabled me to pass 

through the interviews and data analysis stage with a clear mind, setting aside residual 

knowledge, personal experiences and facts from the literatures that could prevent me 

from accepting or seeing things as they appeared. It equally enabled me to avoid asking 

questions that would lead my participants’ responses towards a certain direction just as 

it guarded me against bias as I analysed my data. 

3.8 Ethical Concerns 

Qualitative researchers often interact with individuals or participants with the aim of 

getting in-depth information and description about personal issues and lived 
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experiences of these individuals. Hence, ample level of trust, morals and consideration 

of ethical issues constitute part of the researcher’s responsibilities (Arthur, 2011; 

Creswell, 2012).  

Some ethical guidelines suggested by researchers include ensuring confidentiality, 

informed consent and privacy, explaining the purpose of the research, avoidance of 

deception and disrespectful or harmful consequences as well as misrepresentations 

(Creswell, 2012; Patton, 2002). In addition, Cooper and Schindler (2003) also identify 

the need for researchers to be cautious in their treatments of informants as well as to 

maintain the principles of truth and integrity in their research design and procedure.  

In this study, to ensure conformity with ethical standards, I firstly got an authorization 

letter from the Ethics committee of the Kwara state Ministry of Health allowing me to 

select my research participants from hospitals under its jurisdiction. Thereafter, as 

recommended by Moustakas (1994) I ensured that I explained clearly, the purpose of 

the study to my research participants and pointed out why their stories are significant 

to the research. 

The consent of each participant was sought before the commencement of the interviews 

while I also highlighted that their participation was strictly voluntary, and they were 

free to discontinue with the interview should the need arise. I was equally sensitive to 

the privacy of participants by informing them of their freedom to withhold private or 

intimate information if they so desired.  

Assurance was also given to the participants on their safety and confidentiality of their 

identities regarding any aspect of the research. While preparing my report, I was 

particularly cautious about internal confidentiality which Tolich (2004) describes as 

involving a breach of anonymity when participants belonging to a small group (such as 
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spouses or family members) can identify themselves and other members of the group 

in the finished work.  

For example, some of my participants included perinatal women and their mother in-

law of whom some had expressed dissatisfaction about the other during the interviews. 

I therefore ensured internal confidentiality in this regard as I observed that identification 

of the source of such information by the other participant could cause threats or damage 

to their relationship. 

3.9 Chapter Summary 

This chapter has detailed the descriptive phenomenological research process as it was 

employed for this study. In depth interviews were used to collect data on the lived 

experiences of 48 women in Kwara, north central Nigeria. This was aimed at describing 

the cultural maternal health promotion experiences of the women, in the light of 

understanding cultural sensitivity of maternal health messages from their point of view. 

The chapter detailed the systematic process of data collection, analysis and validation 

employed in the study.  Ethical concerns regarding the   study were also discussed. 
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       CHAPTER FOUR FINDINGS 

FINDINGS 

4.1 Introduction 

This chapter presents the essence of the phenomenon of cultural sensitivity in relation 

to the participants’ lived maternal health cultural experiences. The chapter begins with 

the presentation of themes that illuminate the participants’ cultural experiences and 

moves on to present their conception of cultural sensitivity in relation to maternal health 

messages and how salient elements of culture can be engaged for maternal health 

promotion. The findings of the study based on the in-depth interviews which served as 

the data collection method are presented in the following sections. 

4.2 Summary of Participants’ Background Information 

A total of forty-eight (48) women participated in the in-depth interviews. Thirty (30) of 

these participants were perinatal women (expectant and nursing mothers), while nine 

(9) were elders/grandmothers and nine (9) were maternal health experts 

(midwives/traditional birth attendants). The participants were drawn from Baruba, 

Fulani, Nupe and Yoruba ethnic groups which constitute major ethnic groups in Kwara 

state, north central Nigeria.  In addition, the participants were adherent of the teachings 

of either Islamic or Christian religions which equally reflected in their accounts of their 

experiences and perspectives. Table 4.1 presents a profile of the participants in relation 

to their categories, ethnicity, religion and other demographic information. 
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Table 4.1  

Participants’ Background Information 

S/n Participant Age Education Occupation Number of 
Children 

1. E1YI Above 50 Diploma Professional Four 
2. E2YI 36-40 years Diploma Professional Two 
3. E3YI Above 50 Non-formal education Professional Five 
4 E4YI 46-50 years Non-formal education Professional Five 
5. E5YI Above 50  Non-formal education Professional Five 
6. E6YC 41-45 years Degree Professional Two 
7. E7NC 41-45 years Degree Professional Three 
8. E8NI 46-50 years Degree Professional Two 
9. E9NC Above 50 Degree Professional Two 
10. G1BI Above 50 Degree Professional Five 
11. G2YI Above 50 Not educated Business Six 
12. G3BI 46-50 years Not educated Business Five 
13. G4NI Above 50 Not educated Business Five 
14. G5FI 36-40 years Not educated Business Six 
15. G6FI 41-45 years Not educated Business Eight 
16. G7YI Above 50 Not educated Business Five 
17. G8FI 36-40 years Not educated Business Five 
18. G9BI 46-50 years Not educated Business Four 
19. P10YI 31-35 years Diploma Professional Three 
20. P11YI 26-30 years Primary Business Two 
21. P12YI 31-35 years Diploma Professional Three 
22. P13YI 26-30 years Secondary Student Four 
23. P14BI 31-35 years Diploma Professional One 
24. P15BI 21-25 years Diploma Professional One 
25. P16NI 26-30 years Diploma Professional Two 
26. P17NI 36-40 years Diploma House Wife Two 
27. P18FI 16-20 years Not educated Business One 
28. P19FI 31-35 years Degree Professional One 
29. P1YI 21-25 years Degree Business One 
30. P20NI 26-30 years Diploma Professional Three 
31. P21NI 31-35 years Diploma Professional Two 
32. P22NI 21-25 years Diploma Professional Two 
33. P23FI 26-30 years Not educated House Wife Three 
34. P24FI 31-35 years Primary Artisan Four 
35. P25YC 36-40 years Primary Artisan Three 
36. P26BI 36-40 years Not educated Business Seven 
37. P27BI 21-25 years Secondary  Business Four 
38. P28BI 31-35 years Secondary  Business Four 
39. P29BI 21-25 years Diploma House Wife Three 
40. P2NI 26-30 years Diploma Professional Two 
41. P30BI 21-25 years Secondary  House Wife One 
42. P3YI 36-40 years Degree Professional Three 
43. P4YC 41-45 years Degree Professional Two 
44. P5YI 31-35 years Degree Professional Nil 
45. P6BI 26-30 years Degree House Wife One 
46. P7YI 26-30 years Primary  Artisan Three 
47. P8YI 26-30 years Diploma Professional Two 
48. P9YI 41-45 years Secondary  Professional Four 

Indicators 
Groups: E= Experts/Midwives, G=Grandmothers/Elders, P=Perinatal Women 
Ethnicity: B=Baruba, F=Fulani, N=Nupe, Y=Yoruba 
Religion: I=Islam, C=Christianity 
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As indicated in table 4.1, of all 48 participants, 11 were of Baruba origin, 7 were Fulani 

and 10 were Nupe while 20 were Yoruba ethnics. This indicates that women of Yoruba 

ethnicity constituted majority of the participants in the study. Such disparity in terms 

of ethnic representation among the participants reflects the availability of participants 

during the period of data collection. Yoruba women were mostly available especially 

at the hospitals as compared to other ethnic groups. Similarly, in terms of religion, 

majority (43) of the participants were of Islamic faith while only 5 participants were 

Christians. Again, this results from the number of affiliates of each religion that were 

available at the time of the study. 

The age distribution of the participants was varied since participants comprised both 

women of reproductive age and elder women who had stopped childbearing. However, 

only one (1) participant was within the age bracket of 16-20 years while six (6) 

participants were between 21 and 25 years. Nine (9) participants fell between the age 

bracket of 26-30 years and eight (8) were between 31- 35 years.   Also, seven (7) of the 

participants were between 36-40 years, five (5) between 41-45 years and four (4) 

between 46-50 years. The remaining eight (8) participants were aged 51 years and 

above. 

In terms of education, eleven (11) of the participants had no formal education, three (3) 

had non-formal education while four (4) participants had primary education and five 

(5) had up to secondary education while the remaining participants had received tertiary 

education. Specifically, fourteen (14) were holders of Diploma certificates while eleven 

(11) had University Degrees. This reflects that majority of the participants had at least 

primary education and those without any formal education were mostly grandmothers 

while the traditional birth attendants within the experts’ category had non-formal 

education.  
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Table 4.1 also indicates the occupational status of the participants which reflects that 

majority of the participants were employed with either government/private sector jobs 

or ran their own business. Specifically, twenty-five (25) were professionals with white 

collar jobs, fourteen (14) were business women/traders while three (3) were artisans. 

Only one (1) of the participants was a student while the remaining five (5) participants 

were full housewives. 

In terms of number of children, the table shows that only one (1) participant had no 

children, although she was pregnant with her first child while all the other participants 

already had at least one child. Twelve (12) of the participants each had two children, 

nine (9) had three children each and eight (8) had five children each while seven (7) 

participants indicated that they had four children each while another seven (7) had only 

one child each. The table also shows that two (2) participants had up to six children 

each while only one (1) participant had up to eight children. This indicates that there 

was a considerable degree of motherhood and maternal health related experiences by 

the participants. 

4.3 Analysis of In-Depth Interviews 

The interview questions prompted participants to relay their maternal health 

experiences in relation to culture and maternal health promotion. Emergent findings 

and themes from the interviews are presented in the following sections. 

4.3.1 Finding One: Cultural Maternal Health Promotion Experience 

The study’s first aim is to describe cultural maternal health promotion experiences as 

lived by participants, based on cultural elements like their ethnicity, values, traditions 

and beliefs. Using NVivo 11 for data analysis, three core (textural) themes which 

illuminate the participants’ cultural and maternal health promotion experiences 
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emerged. These themes are (i) conceptualising culture (ii) understanding maternal 

health, and (iii) perceptions on maternal health messages/interactions. Each of these 

themes is further explained under sub-themes (structural themes) that reflect the 

participants’ experiences. Table 4.1 encapsulates the textural and structural themes that 

convey the participants’ lived cultural and maternal health promotion experiences.  

 

Figure 4. 1 Cultural and maternal health promotion experience 

4.3.2 Textural Theme 1: Conceptualising Culture 

This theme highlights participants’ perceptions of their ethnic culture. It reflects their 

understanding of their ethnic culture and the way they consider themselves as ethnic 

and cultural individuals. The theme also highlights the characteristics which 

participants associate with and use to describe their ethnic culture as well as 

peculiarities and divergence of this culture as experienced by them. As indicated in 

Figure 4.2, participants’ conceptualisation of their ethnic culture comprises the 
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following elements, (i) cultural knowledge and attachment, (ii) cultural description, and 

(iii) cultural variations. Detailed descriptions of each of these are contained in the 

following sections. 

 

Figure 4.2 Conceptualising culture 

4.3.2.1 Cultural Knowledge and Attachment (S1a) 

While sharing their lived experiences, participants mostly reflected on their level of 

understanding and knowledge of their ethnic culture as well as their inclinations or 

attachment to their culture. As illustrated in Figure 4.2 participants’ descriptions of 

their cultural knowledge and attachment are based on fundamental characteristics like 

their ancestral lineage or affiliation, their local language ability and their location of 

residence or upbringing. Such reflections of participants provide meaningful insight on 

their conception of culture and highlight the role of culture as experienced by the 

participants. In other words, the reflections help to provide understanding on how 

culture is understood/perceived, learned and generally inherent in the participants’ 

activities. 

Ancestral Lineage was considered as one of the primary means through which 

knowledge about one’s culture can be gained. Accounts of participants basically 

reflected culture as being learned or passed down from their ancestors. For instance, 
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participant P1YI who regarded herself as not being culturally inclined however noted 

that she had acquired the ethnic cultural knowledge needed to function in the society: 

(Thoughtful pause) I won’t say I know a lot about my culture, but I know the 
basic things about my culture. At least, I’ve learnt from family members around, 
my parents, my grandparents, so I know basically what’s supposed to be and 
basic things going on around me… (P1YI) 

Similarly, participant P2NI also perceives her ethnic culture as being primarily learnt 

and practiced based on ancestral beliefs and teachings, “Patigi people, they believe in 

our ancestors; what our fore fathers have done, they are still undergoing it. They have 

much belief in that”. This stance is also corroborated by participant G6FI, as she shared 

her experience as a grandmother thus: 

You see, we rely on the knowledge and experience that we have gained from our 
own mother in-laws too. That is what we try to use to care for our own children 
of these days and we also tell them that this is how you should go about 
things...this is how they told us to be taking care of the babies. (G6FI) 

Apart from deliberate training, transmission of culture is also done subconsciously as 

noted by participant P28BI when she explained that: 

There are some things that we do now that we won’t realise that our daughters 
or younger girls around us are noting; for instance, they take note of the way 
you address people like your mother in-law and other in-laws; whether you are 
accommodating, rude or disrespectful to them. Most of these children tend to 
take note of your own ways of handling things and they tend to emulate you 
when their own time comes too. (P28BI) 

Meanwhile, language was the second feature considered by participants as an important 

factor that contributes to their knowledge, understanding and affiliation to their ethnic 

culture. For instance, participant P5YI who is of Fulani origin explained that she feels 

more inclined to Yoruba culture because she cannot speak Fulani:  

We’re half Yoruba and half Fulani… my great grandfather was a Fulani man, 
so we migrate from his village… we come to settle down in Ilorin… My 
grandfather still speaks Fulani…but… they didn’t teach…I don’t know how to 
speak Fulani… (P5YI) 

 Participant P14BI shared a similar experience thus: 
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I’m from Baruten Local government, Guasoro and my mother is from Kaiama, 
then we’re related to Kaiama than that of Baruten, even I’m speaking Kaiama 
language now; I understand Kaiama language than that of Baruten Language. 
(P14BI) 

This participant therefore chose to affiliate herself with and describe her ethnic culture 

from the perspectives of Kaima people due to her familiarity with this ethnic culture. 

Connectively, the participants’ location of residence and geographical area in which 

they grew up was also found to account for their level of knowledge and attachment to 

their ethnic culture. Participant P16NI who is from Patigi in north central Nigeria for 

instance said, “I didn’t grow up there, so I don’t know much about their culture, so I 

can’t say a lot about it”. This experience is also like that of participant G5FI who 

remarked that, “Our culture…you know since one did not really grow up at home, it is 

a bit difficult to pin point how things are done culturally per se…” 

However, for others such as participant P3YI, although not growing up in her ethnic 

locality affected her cultural knowledge and behaviour, she still perceived herself as 

having basic understanding about her ethnic culture. This is evident in her comments 

as follows:  

I was staying with my aunt in Kaima local government area, Kwara state where 
their mother tongue there is also called Baruba. So, this has actually unable me 
to speak my mother tongue very well neither do I understood it to the point where 
I can really talk truly about my traditions, norms, values but of course I can 
understand little that are day to day activities that one can say, okay we put to use 
as a person. (P3YI) 

Confirming the influence of one’s location and upbringing on cultural knowledge and 

attachment, participant P13YI on her part perceived herself as a cultural person who 

knows much about her ethnic culture. In her words: 

As a Yoruba and also based on where I was born, I have so much belief in 
culture…I have never left Kwara, in fact I have always been in this my local 
neighbourhood; I haven’t gone beyond that. So, I have so much belief in our 
traditions and ways of life around here. (P13YI) 
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4.3.2.2  Cultural Description (S1b) 

This structural theme captures the participants’ descriptions of culture as perceived and 

experienced by them. It conveys the essence of what culture means from the 

participants’ stand point. Basically, as shown in Figure 4.2. participants described their 

culture and cultural experiences based on their ethnic and religious principles, beliefs 

and value systems; their ethnic characteristics and ways of life; their geographical 

descent/origin and their membership of social groups. 

Ethnic and religious conducts, values, traditions and beliefs are largely seen as guiding 

principles which help to mould the practices and behaviours of members of cultural 

groups. Respect for elders emerged as a core ethnic principle shared by all ethnic 

groups in the study area, as reflected in the accounts of the participants. Participant 

P19FI for example explained the salience of respect as she described Fulani ethnic 

culture:  

A typical Fulani has full respect for the parents, the husbands, the children…we 
respect elders a lot…to the extent you cannot sit where your elder is sitting; you 
cannot talk any how where your elder is talking unless if they ask for your 
opinion… And the way we call our parents…the way we call our brothers; we 
talk to them with full respect…you will not call their name …if someone is 
bearing that name that your in-law is bearing, you cannot call them. I think those 
ones are applicable to Yorubas too, you will say iya oko mi (mother of my 
husband), baba oko mi (father of my husband) … (P19FI) 

Indeed, the stories of majority of the participants across all ethnic groups highlighted 

the crucial position of respecting elders in cultural societies such as the study area. 

Participant P6BI noted that in Baruba kingdom, “like every culture, they teach us to 

respect our elders...”  

Meanwhile, other emergent ethnic principles some of which are peculiar to ethnic 

groups relate to ethnic value systems and beliefs concerning issues of marriage, chastity 

and infidelity as well as personality attributes like general likes and dislikes of people 
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of certain ethnic groups. With regards to marriage for instance, early marriage was 

found to be particularly preferred by the Fulani. According to participant G8FI: 

We Fulani, we don’t want our children to get pregnant outside wedlock. Once 
our children are ready for marriage, they should get married and go to their 
husband’s house; they should not come home pregnant without being married.  
That is our own culture in the Fulani community. (G8FI) 

Participant P24FI corroborated this as she explained other factors that inform early 

marriage amongst the Fulani in the following manner: 

In our own place, most people…you know if a girl does not go to school, instead 
of just roaming the streets, in our place…and even Islamically too, once a girl 
is up to 15 years, any time from that moment, they get married. And some 
people it also depends on their stature; if they have big stature, they get married 
early; others also get married at the age of 18… (P24FI) 

Another peculiarity of the Fulani culture as contained in participants’ descriptions is 

the act of shyness. Virtually all the Fulani participants mentioned shyness as they talked 

about their ethnic culture and they highlight that such shyness equally reflects in issues 

of pregnancy and child birth. A typical example of such is evident in the description of 

participant P23FI: 

I have never delivered at the hospital; I delivered all my children at home 
because we Fulani are naturally shy and so what will make a Fulani lady to go 
and deliver at the hospital must be a serious thing; it has to be a bit difficult like 
when there are complications. (P23FI) 

Skepticism about western education is yet another peculiarity which emerged amongst 

Fulani participants as they shared their experience. Participant P19FI for instance 

explained that:  

Fulani believe that if we are educated, they will not be seeing us; we would be 
far away from home and our culture will just be wiped away. So that’s their 
reason for not allowing us to be in western education; they prefer us to be in 
this Islamic education; but no any Fulani that will grow up without having 
Islamic education…for some part of the areas…they have accepted that both 
the male and female can be educated but till now, we still have the lowest 
percentage of female education among the Fulani. (P19FI) 



136 
 

Furthermore, in terms of character and general likes and dislikes, participant G6FI 

noted that:  

The greatest dislike of the Fulani person is for you to abuse us as bastards; we 
don’t like this at all. That person would be sorry for himself because we would 
not spare such a person (laughs) we don’t take light of such issues at all. (G6FI) 

For the Nupe culture, reflections of some participants also revealed peculiarities 

concerning Nupe people’s characters, likes and dislikes. Participant E7NC explained 

for instance that in Nupe culture, pregnant women do not smoke or drink:  

In our place, we cannot smoke, we cannot drink; we don’t even do it, our women 
don’t even do it even when they are not pregnant, it’s something that is absurd, 
you don’t see it among Nupe women and it’s a normal thing in some other 
cultures that they don’t even raise eyebrow because they do it… (E7NC) 

This participant further highlighted uprightness and hard work as important principles 

of the Nupe culture in her description as follows: 

We dislike lies and we dislike disrespect and when we give you our trust, we 
don’t want you to betray our trust. And then Nupe people are hardworking; they 
don’t like laziness at all...We’re very industrious and very hard working. So, 
when you see somebody who is lazy around you; no, no, no, no… (E7NC) 

However, as pointed out by participant E9NC, it is common to find men with 

concubines among the Nupe people: 

They value concubines a lot. A very young boy will marry two or three at a 
time…without going to school. In fact, when I was there, it was only God that 
saved me; after they go to the concubines and commit fornication and get 
pregnant, they come to me that I should abort it. I will tell them that I 
cannot…So, they hate me…(E9NC) 

With respect to religion and religious beliefs and principles, as participants talked about 

their culture, they often related their ethnic culture to the religious affiliations and 

beliefs of their various cultural groups. Describing the Nupe culture for example, 

participant E9NC explained that, “In Nupe land, we have three religions; one, they have 

Islamic religion and Christianity and this traditional religion and in fact that traditional 
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religion, January is always their festival; we call it gunu, this masquerade something…” 

Similarly, participant P6BI in her description of the Baruba culture noted that, “people 

of Boko Baru are Muslims mostly, just a very few of them that are Christians”.  

Fulani participants also described the Fulani culture as being predominantly composed 

of Muslims. When asked about her religious affiliation for instance, participant G5FI 

exclaimed: “Ah! I am a Muslim o! Can you see a Fulani who is a Christian? Never, 

ever…” This standpoint was corroborated by participant P19FI when she quoted a 

former Emir as saying: 

There is no kafiri (unbeliever or non-Muslim) among Fulanis except the one who 
refuse. No one can tell you that my background, my great grandparents; they were 
kafiri, no. Except if he grows up by himself and decided…to change. (P19FI) 

Meanwhile, participant P1YI who equally described her ethnic culture from a religious 

standpoint however viewed this from a geographical perspective as follows: 

I am a Yoruba by tribe but there are so many practices that occurs within the 
Yoruba tribe that we don’t follow in Ilorin because it’s more like a Shariah… 
umm, it’s part of the emirate so we are more of Hausas and we just happen to 
speak Yoruba as a language so… most of our culture and norms, more like 
everything is Islamic norms and culture so I won’t say it’s a full Yoruba cultural 
practices. We don’t believe in idols, we don’t believe in masquerades, we don’t 
believe in different gods just like the regular Yoruba culture does. (P1YI) 

Another principal element which formed the basis of participants’ descriptions of their 

culture is their ethnic characteristics and general ways of life. Participants essentially 

highlighted characteristics like communal system of living, dressing and physical 

appearance, ethnic foods, festivities and occasions as well as popular ethnic 

occupations. Communal living emerged as one apparent characteristic that cuts across 

all ethnic groups based on the participants’ descriptions of their culture. For example, 

the following is a description of the Baruba culture according to participant G1BI: 

There’s this one common culture in our place, where we practice this extended 
family that when you just give birth to a child, every member of the family or 
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that community will train the child…we are our brothers’ keeper…while we, 
we were growing, our parents were there but when we deliver, the grandparents 
are at home, they made sure the feed child from every family so that they’ll 
bring them up. (G1BI) 

Indeed, several participants shared similar experiences. However, communal living as 

an element of cultural description was further illuminated from the perspective of the 

kind of support and concern shown especially to pregnant women. Participant P4YC 

described her experience thus: 

There’s this belief that especially the first pregnancy, everybody is usually 
always…both on your side and your in-law’s side, everybody is always eager; 
they monitor, call, everybody wants to know what is happening and what is not 
happening…things like that (P4YC) 

Such concern and support go beyond the pregnant woman’s immediate family members 

as experienced by participant P8YI whose reflections are as follows: 

There was a day, I was going out; I wanted to cross to the other side of the road, 
I never knew a man was watching me, he was looking at me. I just saw the man 
came near me “madam! Come; let me help you cross the road”. I was just 
laughing that Ah! Ah! Is it because I’m pregnant? So, the care; I enjoyed it 
(P18YI) 

Dressing and physical appearance were also highlighted by participants as 

characteristics of their ethnic culture. Describing the culture of the Yorubas of Ilorin 

for instance, participant P1YI noted that, “culturally in Ilorin, anything trousers is 

believed to be an inappropriate mode of dressing; jeans, leggings… so… a woman is 

expected to be dressed modestly; be in skirt, be in gown, be in native”. Similarly, the 

Fulani culture was described by participant P19FI as having several unique features 

which includes decent dressing:  

Our culture is very unique, dynamic…in fact…we have the most beautiful 
things in terms of the dressing, the cosmetics which is not common…and mode 
of dressing…you cannot see any Fulani both male and female dress 
indecent…we dress in Islamic way. For our female children, you cannot find 
any of them that would be wearing trousers or whatever. (P19FI) 

Participant P23FI also described Fulani culture based on physical appearance as 
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follows:                                                          

Fulani people’s hair is kind of unique; hardly would you see Fulani hair that is 
not long. More so, Fulani people’s hair is slippery; those are some of the 
characteristics that we use to identify Fulani people…The men too, you can 
identify them by their hair also; it cannot be like that of the Yoruba ever. Their 
own dressing however may not be so different from Yoruba people’s dressing 
but by their physique, you will know that they are Fulani; they are usually not 
fat or huge… (P23FI) 

Ethnic foods and occupation also formed part of the cultural characteristics that 

featured in the participants’ descriptions of their culture. For instance, Fulani 

participants emphasised their affiliation with grazing and cow farming which also 

informs their choice of dairy foods as popular ethnic foods. Participant G6FI stated for 

instance that:  

Generally, what we Fulani like best is to make and sell wara (cheese)…The 
boys and men would usually graze the cows and even we the girls also grazed 
them at times. Raring of cows is our major occupation as Fulani… We like 
kpete (pap) these is what we use to drink yoghurt… The pap and cheese is our 
favourite food. (G6FI) 
 

In terms of occupation, Nupe participants also identified farming as a notable feature 

of the Nupe culture. Participant E9NC explained for instance that; “what they value is 

farming; Nupe people like to farm a lot”.  

Occasions and festivities also formed part of the cultural characteristics used by 

participants to describe their culture.  Occasions like wedding ceremonies commonly 

featured in the descriptions of Fulani and Yoruba participants.  For instance, Participant 

G8FI emphasised marriage in her remarks about Fulani culture when she stated 

emphatically that: 

One of our culture has to do with marriage and if Fulani wants to marry, the 
first thing is to go to our in-law; if it is our son that wants to marry a wife, we 
would firstly go to the our in-law’s house, we would go with some money and 
use this money to seek for a date for the marriage from the father of the bride 
(G8FI) 
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Merriment and celebration of weddings was further highlighted by participant G6FI as 

follows: 

We like ceremonies o! Like for weddings; we would have the aisun (wedding 
eve) and it is from the eve of the wedding that drummers would have started 
entertainment. We would sing…we can spend five days for wedding ceremonies. 
At times, we even have series of weddings and we would be moving from one 
event to the other. (NF6I) 

Participant PY7I equally identified celebrations as one of the cultural characteristics of 

Yoruba people from her area; “Ilorin people also like celebrations and occasions like 

wolimat, weddings (which have a number of programmes), where they buy and wear 

uniform attires, cook different foods…”. 

However, Baruba and Nupe participants highlighted more of annual festivals in their 

cultural descriptions.  For instance, participant P6BI said: 

When marriages are being held, they do it traditionally. In Boko kingdom, we 
have festivals that hold on there like the Gani festivals, there are many cultural 
activities; there’s naming of every individual from the royal family. If you have 
a royal background, you’ll be named during that festival. They shave their hair; 
they bath them and then name them. Then there’s display of dance, they 
play…all sort of cultural things, horses and dance…merriment…(P6BI) 

Speaking about the Nupe culture, participant E9NC also explained that affiliates of the 

traditional religion in Nupe land have a peculiar festival; the gunu festival which is 

taken very seriously: 

They make it as a festival and they call others to come and watch them; they 
dance, make this igunu (tall masquerade) that will even be taller than some 
trees. And when they are about to do their festival, where they are using, and 
they cage themselves, nobody; no woman is allowed to pass through that place, 
whether pregnant or not… (E9NC) 

Also, as participants talked about their cultural and maternal health experiences, it was 

typical of them to do this based on their membership, either to their ethnic groups or 

other sub groups such as geographical descent, household membership or religious 

affiliation. The analysis revealed for instance that all ethnic groups had certain myths 



141 
 

and taboos associated with pregnancy and nursing. Some of these are common to all 

ethnic groups while others are peculiar to certain groups.  Furthermore, there are still 

other beliefs, taboos or practices that are peculiar to sub groups within given ethnic 

groups.  

Primarily, participants described their culture premised not only on ethnicity but also 

on their geographical descent. It was common for them to refer to their place of origin 

while talking about their ethnic culture. For instance, a Yoruba participant from Ilorin 

might say “our culture in Ilorin”, while a Nupe participant from Patigi would say “In 

Patigi or Patigi people…” when referring to the culture of Nupe people from Patigi. 

However, this trend appeared to be particularly common amongst the Yoruba 

participants from Ilorin because these participants perceive the Yorubas from Ilorin as 

not being pure Yorubas. Participant P7YI’s remarks provides a typical example of such 

scenario: 

In Ilorin where I come from they don’t believe in idols or masquerades; they 
ride horses though. That’s one of the cultural heritages in Ilorin…(P7YI) 

Cultural description was also done based on group and sub group peculiarities. As 

observed by participant P24FI, “…culture differs even within the same tribe”. 

Differences mostly occur at the household levels where particular households have 

their own culture which is peculiar to them. Participant P4YC explained that:  

…Apart from the general culture of a tribe or a place, there are some family 
beliefs. Like I know of a family, they don’t belief in immunisation; this one 
after eight days, after three months, after…they don’t believe in it…a Yoruba 
family. You know we used to say that polio and all those things are more 
prominent in the north, this one is a Yoruba family. They don’t believe in all 
these stuffs; they believe more in abgo (herbs)…that you’ll just be giving a 
small child injection, if it’s you, will you be able to stand the injection? (P4YC)  

 Such household peculiarity is also evident in the description of participant G3BI who 

noted that: 
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There are cultural practices peculiar to different households; some it is snake 
that would come and be helping them to take care of the baby until the eighth 
day after delivery. That is their own culture and it still happens till today. You 
will see, when they deliver, the snake would come and lie down beside the baby. 
Nobody would run, even the new mother too would have been told that this is 
the tradition in their own household. The snake would not do anything; in fact, 
you won’t know when it will enter, and you won’t know when it leaves. (G3BI) 

4.3.2.3 Cultural Variations (S1c) 

In this structural theme, participants’ conceptualisation of culture reflects points of 

departure between individualised or current group cultural beliefs and practices and 

original/core cultural beliefs and practices of given cultural groups. As participants 

shared their experiences, some emergent thoughts indicated differences or 

modifications in the way things are done presently as compared with cultural beliefs 

and traditions of the past. As shown in Figure 4.2, elements such as modernisation, 

western education and awareness; origin and location of residence as well as religious 

and social group influence emerged as foundations upon which participants described 

culture and their own personal inclinations to the principles of their ethnic culture in 

modern times. 

Awareness, modernisation and the influence of western education are primarily seen to 

have created new perspectives from which issues of maternal and child health are 

viewed. As elaborated by participants, western education has particularly increased 

consciousness about health matters and made people more knowledgeable and 

cautious, such that they question certain laid down cultural norms, beliefs and 

procedures. An example of such influence of education on culture is summed up in the 

words of participant P2NI as follows: 

 All these educational people are coming for sensitisation; they would do 
interviews, seminars, they’ll come; those that went to school, they would further 
more to their parents so that they would know that things have changed from the 
olden days; what our fore fathers have done…They didn’t say what they’re doing 
is wrong but…based on their educational experience…things are changing; we 
are in a modern society now, things have changed…so that we will learn what is 
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good. (P2NI) 

In a similar vein, participant P5YI viewed the cultural tradition of home delivery and 

avoidance of hospitals as gradually being over taken by the knowledge and awareness 

brought about by western education: 

 Modern education and modern days has erased what they call culture mostly 
because then, they don’t go to hospital. Now, we go to hospital; we believe 
going for antenatal is more preferable to save ourselves from unexpected or 
unforeseen circumstances… (P5YI) 

Indeed, several participants believe that strong inclinations to cultural beliefs and 

practices of the past have been cushioned as peoples’ level of exposure and awareness 

are increasing with the advent of modernisation. According to participant P27BI, 

people now believe in doing things the western way:  

In those days, all these cultural things we do them and enjoy them; however, 
these days, civilisation has come; people are not so inclined to culture any more. 
And it is very important to take one’s culture seriously; but people are not into 
it anymore; most people now prefer the western way of doing things. (P27BI) 

Participant P13YI also cited an example of how modernisation has changed some 

communal values and norms associated with pregnancy in the Yoruba culture: 

In those days when a woman has just taken in, the husband may meet his own 
parents and tell them…they often tell them that they should stop having sexual 
relations with the wife … In fact, some mother in-laws would be monitoring 
you …but these days, things have changed. The men themselves are now 
exposed… The mothers would just see that the wife’s tummy is bulging; it’s 
now more like a taboo to even announce that you’re pregnant… In fact, the 
mother in-law who would come and monitor them too is busy with other 
things…(P13YI) 

However as participant G7YI shared her experience, she expressed concern over such 

communal cultural variations: 

There was one lady who delivered…in recent times, she was the one who put 
water for bathing on the fire herself, she was the one carrying the buckets…to 
bath the baby even though she had iyale (senior wives) who were supposed to 
do that. I was just wondering that things weren’t like this during our own time. 
What if she felt dizzy and lost balance? During our own time, even if you have 
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10 babies…they would take care of you all through your 10 children. We had 
supportive mother in-laws (G7YI) 

Participant G8FI equally observed that: 

There are a lot of differences like now; children of these days, you may tell them 
to do things this way and they would tell you no; they won’t. In our own time, 
they won’t tell us to do something and we would ever refuse but now, they 
would tell you that we are in a civilised world and things are now different from 
in the olden days during our own time. So, they would just refuse out rightly. 
(G8FI) 

Peoples’ origin and their residential locations amongst other circumstantial factors also 

contribute to variations in culture as evidenced in the descriptions of participants. 

Language constitutes one of such areas in which cultures differ. While majority of the 

people in the study area understand Yoruba language, other ethnic groups also have 

their own local languages. However, variations in dialect amongst members of the same 

ethnic group still occur based on different places of origin. Hence, Yorubas from 

different parts of north central Nigeria have their individual dialects and the same goes 

for the Fulani, Baruba and the Nupe people. For example, speaking about the Fulani 

people who are mostly scattered around different parts of Nigeria, participant G6FI 

explained that:  

We have general Fulani language and then we have our individual languages 
based on our geographical origin as well…Mostly, those that originate from 
Ilorin also understand Yoruba but those from areas such as Kaiama, Bida, 
Ogbomoso, Abeokuta and co; the Fulani in those areas hardly understand 
Yoruba…(G6FI) 

Area of residence also contributes to deviations from original ethnic cultural practices. 

Participant P19FI observed for instance that Fulanis residing outside of the core 

northern areas of Nigeria tend to exhibit variations from the regular Fulani culture. In 

her words: 

For Fulani girls to be educated, we have many challenges especially where we 
grow as Fulanis because if it is the northern part of Nigeria again the experience 
for girl child education is different from here. Here, we have privilege of staying 
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with Yorubas, so we grow with them, we learn from them; so, we copy many 
things from them. So, because we have the opportunity of staying with Yoruba 
people, we find it very easy to be educated as female child but not that we are 
very many; we are just few that our parents accept that the female children 
should go to school (P19FI) 

Participant P27BI also shared a related view as she described the Baruba cultural beliefs 

on food intake by new mothers: 

These days once some people leave our place and they go to settle at another 
place, they would say we are now in a civilised world and they would not want 
to eat the foods that they are supposed to eat. And if they eat the forbidden foods 
and these foods are not compatible with their system, they would have stomach 
pain but if the foods don’t disturb them, they can continue to eat it. (P27BI) 

As revealed by participant P2NI, cultural variation also occurs due to certain 

circumstances in which people find themselves. This participant observed that some 

cultural practices are gradually being wiped away due to environmental changes. 

According to her: 

Those that you see that they don’t used to go to the hospital, they’re far, far 
villagers…now that they’re cutting all these trees; deforestation…some of the 
herbs are no longer there so definitely, they have to go to the hospital and abide 
by the health medicine they give. (P2NI) 

Religion equally emerged as an important element perceived to have overshadowed the 

cultural beliefs, practices and inclinations of the olden days. An example of such 

overriding influence of religion on culture was illuminated by participant P23FI as she 

shared her thoughts about her ethnic culture: 

These days, some people don’t even want to listen to all these cultural dos and 
don’ts; they would say that it is from the teachings of the past because Islamic 
tenets have overtaken most of those cultural beliefs and practices…if my mum 
tells me something now, I would tell her…where did you get that verse from? 
It is from your own tales of the past that you usually pick these your verses. We 
don’t do things like that anymore. If it is in the Quran, we believe that one but 
if it is not there, we don’t believe in such teachings… Those who even tell us 
don’t like to tell us about those cultural aspects anymore because they know 
that once they tell us, we would be laughing at them… (P23FI) 
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This was equally corroborated by participant P2NI who talked about cultural variation 

amongst Nupe people from the Islamic view point: 

Thank God for Islam too. Islam has changed everything…Islam is more 
practiced in Patigi. There are Christians and there are those worshipping idols, 
but Islam is more… Islam has embraced…it has elaborated everything so that 
people will understand; this is what is good, this is what is not right. (P2NI) 

However, findings also revealed that as much as religion has changed people’s 

perceptions and inclinations to culture and cultural practices, some of these practices 

persist. For instance, participant E7NC cited the cultural belief and practice of attaching 

safety pins to clothes during pregnancy as a means of protecting the baby: 

They will tell you…the Christians will tell you; why put pin that is it pin that is 
taking care of your child…and even the Muslims too, you understand; with 
awareness…is it pin that is taking care of your child or God that you’re 
serving?…Those were the beliefs and even despite the religious teachings that 
say there’s no need to put pin, you will see some saying; use it o! They’re just 
saying their own, just use it and…you also see people who are educated who 
still do that (E7NC) 

Furthermore, just as participants described culture based on geographical descent and 

sub group peculiarities, some participants equally highlighted variations in ethnic 

culture based on membership to certain sub groups of their ethnic group. For instance, 

in addition to religious inclinations, participant P10YI made the following remarks: 

Households have individual differences…In my own husband’s 
household…They believe in prayers that it is Allah who gave you the pregnancy 
and it is He who will see you through but in my own area, the mothers (elders), 
they believe that once you are pregnant, you must take extra precautions 
because so many different kinds of eyes would be on you, they’ll prepare herbal 
concoctions, soaps; that you should take this one; use this one to bath, all those 
things; their own belief is that all these would make your delivery come with 
ease on the day you eventually deliver.(P10YI) 

Participant E9NC also recalled a similar trend among the Nupe people as she 

highlighted variations in ethnic culture based on households: 

Some of them believe that in some compounds, they have some cultures that 
when you deliver, the husband must not carry that baby for at least three months; 
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he would just be looking at the baby like this, but he cannot touch the baby, but 
it is only in certain households not everybody. (E9NC) 

4.3.3 Textural Theme 2: Understanding Maternal Health 

This theme reflects the participants’ sources of information and experiences regarding 

general practices and knowledge acquisition about issues of pregnancy, childbirth and 

post-delivery. The five emergent structural themes which capture the participants 

sources of information are (i) social group members (ii) maternal health experts (iii) 

previous experiences (iv) the mass media and (v) traditional communication channels. 

As indicated in Figure 4.3., each of these structural themes are further categorised based 

on emergent sub clusters which reflect the participants’ maternal health experiences in 

relation to how they sought information/acquired knowledge from these sources. The 

structural themes are discussed in detail in the following section. 

 
Figure 4.3 Understanding maternal health 
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4.3.3.1  Social Group Members (S2a) 

Findings revealed that participants typically relied on their social group members to 

gain better understanding about maternal health. As indicated in Figure 4.3, family 

members and friends/associates emerged as social group members from whom 

participants gained knowledge and understanding of maternal and child care related 

issues. Such knowledge could take the form of advice or some sort of trainings from 

opinion leaders in the family when it comes to issues of pregnancy, delivery and child 

care. Knowledge acquisition also transpired at functions or informal gatherings of 

family and friends as these serve as avenues where maternal and child health related 

experiences are shared. 

Regarding family members as knowledge sources, older women like participants’ own 

mothers or mother in-laws were perceived to be more experienced. As such, these 

elders particularly served as confidants, advisers and influencers to perinatal women 

on issues concerning pregnancy and care of the baby. Many participants perceived their 

mothers as playing an important role in their understanding of pregnancy and safe 

motherhood. For instance, according to participant P10YI, “the person I meet mostly; 

my confidant is my mother. She’s my confidant; one whom I cannot hide anything 

from”. This crucial role of one’s mother pertaining issues of maternal health is 

particularly evident in the training of expectant mothers in the Fulani culture. As 

encapsulated by participant P23FI: 

When a Fulani lady is pregnant with her first child, you know, she will be shy if 
the pregnancy has not started showing; it is only her mother that she will tell… 
but the husband must know…in fact the lady needs to go back to her mother so 
that she will know how to take care of the pregnancy. This is why we Fulani go 
back to our parents’ house when we are pregnant with our first child because we 
don’t know how to monitor the pregnancy yet. (P23FI) 
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In-laws and mother in-laws also serve as sources of information or training as it is the 

practice amongst most of the ethnic groups for one’s mother in-law or in-laws generally 

to take care of you throughout pregnancy, delivery and after childbirth. Participant 

P7YI described her mother in-law’s role in relation to the hot water baths given to a 

new mother after delivery thus: 

Your mother in-law is the one who does these things for you except when you 
have delivered few times…like when you have had up to three or four children 
when you’re expected to have mastered the art of doing these things yourself 
(P7YI) 

Such acquisition and transfer of knowledge/training by the elders was also confirmed 

in the following reflections by participant G6FI: 

The knowledge that our mothers and mother in-laws passed on to us is what we 
use to train our own daughters and daughter in-laws today. And we also 
demonstrate things to them by taking care of the babies in their presence so that 
the new mothers of today can equally learn from us. (G6FI)  

Other family members also serve as participants’ sources of knowledge about maternal 

health. For instance, participant P1YI explained that she sought advice from her aunts 

as well: 

I have aunties around who have babies so when I’m pregnant… I ask them 
questions, I ask them certain things that I am not familiar with and I tend to 
follow what they’ve done because I believe this person has done this so let me 
go through this process as well… they are a lot older and they have more kids 
so when I need elderly advice, I ask them. (P1YI) 

Friends and associates also serve as means through which participants got knowledge 

on maternity and child health related issues. Participants identified friends, neighbours 

and colleagues at the work place as such categories of people whom they rely on for 

relevant advice and information. For instance, participant P27BI noted that she just 

picked relevant knowledge through informal gatherings of family or friends: 

Sometimes when we are just seated…we share experiences and stories. Those 
who are new to child bearing ask questions from the older ones who are more 
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experienced. You know different people have different experiences…so 
whenever you get together…you get to learn more about maternal health 
through your friends or family members…(P27BI) 

Similarly, participant P19FI pointed out that irrespective of ethnicity, she relied on her 

friends generally, especially her colleagues at work for guidance on maternal health 

and nursing; “I ask questions if I am feeling anything, I ask questions a lot”.  To 

participant P1YI, relying on friends who are of the same age group with you is quite 

beneficial, “I have a friend; she has two kids. I believe she’s a lot more experienced 

than I am. We’re almost of the same age group so I believe our reasoning is likely to 

be …we’re likely to reason alike”. 

4.3.3.2 Maternal Health Experts (S2b) 

Another major source of knowledge and understanding of issues of maternal health and 

safe motherhood identified by participants are the maternal health experts. As indicated 

in Figure 4.3., medical personnel and traditional/church birth attendants emerged as 

categories of maternal health experts from whom the participants sought knowledge. 

Findings however revealed the popularity of the medical personnel as knowledge 

source among the participants. Interactions with the nurses and doctors at the antenatal 

sessions particularly serve as a popular first source of information concerning 

pregnancy and maternal health as indicated by the participants. The essence of such 

sessions is described by participant P10YI who said she never missed her hospital 

appointments: 

I pay attention to all the lectures they give us, and I also adopt them. After delivery 
also, I usually don’t miss the immunisations for my babies. I will surely find time 
even if I am at work, I will seek for permission because I believe in it; they say 
prevention is better than cure… (P10YI) 

Participant P15BI also expressed a similar view:  

As for me o! I go to antenatal and take all what they give me and everything the 
doctor tells me to do, I do them because of my health because if I don’t, God 
forbid, I don’t know what will happen. Prevention is better than cure. (P15BI) 
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Participant E1YI further confirmed the transfer of knowledge through health education 

given at the antenatal and post-natal sessions as follows: 

We would health educate them on the diet; the type of food they supposed to 
eat, the type of cloth they supposed to wear, the type of exercise…those are the 
things we used to tell them during antenatal. Then what to expect during 
labour…What to expect during puerperium; that is when they deliver. When 
they’ve delivered, we teach them how to take care of their cords…(E1YI) 

However, besides regular antenatal sessions, participants who had specific medical 

conditions during pregnancy also had one on one interaction with their doctors thus 

providing them with relevant knowledge about their health and their pregnancy. For 

instance, Participant P5YI disclosed that she had some medical consultants she called 

whenever she saw or felt anything strange; “I do call them always; even if it’s in the 

midnight, I do call to ask questions or to complain”. 

Similarly, Participant P1YI also noted that she got to know more about health through 

her personal conversations with her doctor; 

During pregnancy, I had eclampsia around may be seven or eight months and I 
was managed at the hospital with drugs up to the point of delivery…the doctor 
said “that means whenever you’re pregnant, it’s just your own hormones; that’s 
how they work. So, whenever you’re pregnant, you tend to have BP towards 
the end of your…so you just have to be prepared that this is how it’s going to 
be, and you manage it…” (P1YI) 

In addition, community health workers also served as another category of medical 

personnel that pregnant women and new mothers rely on for information and education 

on maternal and child health. For instance, participant P7YI explained that she had a 

community health worker in her household whom she met for advice during her 

pregnancy and even after delivery: 

May be there’s something wrong with the baby, I take the baby to her to help 
me have a look and she would tell me to go and get the baby some drugs or take 
the baby to the hospital. And if the problem is with me, if it’s the one she can 
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give me drugs at home, she will give but if it is the one she can’t, she will ask 
me to go to the hospital (P7YI) 

The second category of health experts; the traditional/church birth attendants are women 

who take deliveries at home or in the Church. As highlighted by participants, these 

women also provide their own expertise information, advice or education on pregnancy 

and maternal health issues. Participant P25YC who had two deliveries at the Iya Agbebi 

(Church Birth Attendant)’s place disclosed for instance that:  

When we go for prayers at the iya agbebi’s place, they also tell us just as they 
talk to us at the hospital that we should eat good food and we should make sure 
that our babies’ things are complete … The iya agbebi themselves usually tell us 
to go and register at the hospital for antenatal. So, as we go to their place, we also 
go to the hospital. They will also tell us to go and do scan so that they can know 
the position of the baby (P25YC) 

Participant E3YI, a traditional birth attendant equally mentioned that she requested her 

patients to go to the hospital for ultra sounds: 

If we look at it and everything is not okay…some of them came the other day 
and we examined her and said haa! What is the matter? We then told her that 
she should go to the hospital and she went there for an ultrasound. (E3YI) 

Participant P15BI also confirmed that traditional birth attendants indeed ask their patients 

to go to the hospital for scans: 

In the hospital where I work… some pregnant women will come for scan, doctor 
will ask them if they attend antenatal; they will say no o! They come from the 
village. The doctor would tell them that they’re supposed to come for antenatal. 
They will say it doesn’t mean that it is their traditional birth attendant that said 
they should come and do the scan…the can say…this is the sixth child they 
would be delivering at the Traditional birth centre.  

Participant E5YI who is also a traditional birth attendant attested to the fact that she 

usually provided advice to her clients as reflected in the following excerpt from her 

interview: 

The advice I usually give them especially the new mothers is that they should 
take care of themselves and sit on the potty with hot water very well and they 



153 
 

should add salt in the water. The salt for us is like dettol that they use as 
disinfectant at the hospital… for us who take deliveries at home, we don’t stitch 
the private part when a woman delivers and that is why we use the salt to 
facilitate the healing of the new mother so that you won’t have complications 
after delivery…The combination of the salt and the heat from the water would 
enter in to the body and cleanse all the dirt and blood from within…flush out 
all the dirt and other things that can be harmful to the new mother after delivery. 
(E5YI)   

 

4.3.3.3 Previous Experience (S2c) 

This theme indicates that previous experiences of participants serve as means through 

which they understood certain maternal and child health related issues. As pointed out 

by the participants, such experiences also help to shape their behaviours in certain 

circumstances through their pregnancy to the post-natal period. As shown in Figure 

4.3, such previous experiences of participants took the form of one’s personal 

experiences, inherited knowledge and other people’s experiences witnessed by the 

participants.  

Several participants pointed out that they relied on their own past personal experiences 

when faced with similar situations later in life. For example, participant P24FI made 

the following remarks: 

I follow my personal experience from how I have been nursing my babies since I 
had the first child. I just follow my own way that I know will be convenient for 
me; that I know will be good for my health and for my baby’s health (P24FI) 

Participant P25YC equally shared the following experience: 

During my first pregnancy, what happened was that they said I was sitting down 
too much. So, the baby too sat down and was not moving. So, as soon as I knew 
that; in subsequent pregnancies, I would sit down to sew for a while and then I 
would get up and take a stroll before coming back to continue my sewing. 
(P25YC) 

Also, according to participant P26BI, the benefits she experienced with the hot water 

bath made her a fan of this cultural procedure: 
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After subsequent deliveries, I always made sure I had the hot water bath because 
I find it really beneficial; I would sweat very well, and all the blood would flush 
out. In fact, I really felt good after doing it. (P26BI) 

The story was similar among the elders too. For instance, participant G1BI recalled that 

while taking care of her daughter during pregnancy and after childbirth, “at times, I 

will just be telling her do like this, during my time, this was how I did…mostly from 

my experience”. Participant G5FI also explained that her experience during her first 

pregnancy shaped her attitude towards hospital delivery in subsequent pregnancies, 

“you know I told you that during my first pregnancy, I experienced false labour that is 

why I didn’t like to go again”.  

Meanwhile, participant E5YI equally, explained that she used her knowledge from her 

own child bearing days when she is taking delivery of her patients: 

The first baby I took her delivery is now a mother as well…They rushed to 
come and call me that the lady was in labour. I said that God would see her 
through because then in my own case, I use the hospital and I have observed 
the way they took care of me at the hospital. So, when she was in labour and 
baby did not come on time, I pressed her belly and as God would have it, the 
baby came out…also, when I take care of new mothers, I usually want them to 
drink hot water so as to avoid blood clot within her. This is in line with my own 
personal experiences and the things that I put to use. (E5YI) 

Also, the elders/grandmothers mostly indicated that their inherited experience or 

knowledge passed on to them from their own mothers or mother in-law usually formed 

the basis of their actions or trainings of others in similar maternal or child health related 

situations. Participant G4NI said, “I rely on previous knowledge passed on to me from 

the elders”.  In a similar vein, participant G8FI also stated that: 

We rely on what our own mothers too have passed down to us; it is the training 
that they gave us when we were bearing our own children that we are also using 
to train our children now but if they insist that it is their own modern way that 
they want to adopt, we let them be because we are in a modern world. (G8FI) 

Participants equally explained that witnessing other peoples’ experiences served as a 

source of knowledge to them. In the words of participant P19FI for instance, “I have 
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lived with people and I even took my friends to hospital on the day of their labour so… 

I've been gathering all the information from there”. Such experiences also shape the 

decisions and behaviours of participants.  A typical example of such scenario is 

contained in the descriptions of participant P2NI as follows: 

I have one aunty…when she wanted to give birth to her first child; she was having 
that issue in the morning…She now left 7 o’clock, before she could give birth, 6 
o’clock in the evening! She suffered…So, during my own time… I don’t want to 
go because I saw what my aunty has experienced …I was feeling pain; I was just 
strolling inside the room… I was just rolling…I was praying… At the long run, 
we went to the hospital around after six. So, the doctor came, they checked me, 
immediately they checked, the water just burst. They just started shouting, 
Madam, you want to kill yourself, you’re about to give birth, see your baby is 
coming out (P2NI) 

Participant P25YC also shared a similar experience as she recalled her reaction when 

she was told that she was going to deliver her first child through caesarean section: 

I had seen several incidences where people went through CS and at the end of 
the day, it would be either only the baby or the mother that would survive. I 
said I was not ready to die, and I was also not ready to lose my child; so, it was 
better they just left me alone with my pregnancy. (P25YC) 

Another instance of learning through witnessing the experience of others is contained 

in the following reflections of participant E5YI, a traditional birth attendant: 

That palm oil thing that they use; I have seen someone use it before in my 
presence during a home delivery, but they don’t use this at the hospital. When 
they saw that the placenta did not come out on time after child birth; they dipped 
the turning stick into palm oil so I tried this too and I put the turning stick in the 
lady’s mouth, the placenta dropped effortlessly. So, since that time, whenever I 
experienced delay in the coming of the placenta while taking a delivery, this is 
what I have been using since then till now. (E5YI) 

4.3.3.4  Mass Media (S2d) 

As reflected in the experiences shared by many participants, the mass media also 

constitute sources through which knowledge about pregnancy and baby related issues 

are sought. Figure 4.3 indicates that radio, television, internet sources/mobile apps, 

movies and printed materials like health books, posters, handbills and newspapers 
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emerged as such media sources through which participants got information on maternal 

and child health.   

The simplicity of radio made it a convenient source of accessing maternal and child care 

related information and enlightenment for both educated and less educated women alike. 

For instance, as explained by participant P1YI: 

When I’m driving, I listen to programmes on the radio. You would always hear 
them advertising…more like awareness…they’re more like adverts that repeat 
themselves… messages about free health care, messages about maternal health 
and how mothers should ensure that they come for antenatal to ensure the safe 
delivery of their baby, self-care, free treatment, free drugs…, bring your child 
here for immunisation, do this, do that and they would entice the people by letting 
them know the benefits of these things (P1YI)  

Participant P7YI also noted that radio serves as an addendum to antenatal sessions, “as 

the nurses give us health talks, they record everything. Everything we did there, we still 

hear with our ears again on the radio later. There’s a particular programme, it is aired 

every Sunday”. Participant P23FI, a mother of three who has no formal education and 

has never had a hospital delivery also made the following remarks: 

We get information and knowledge from those around us but radio; we listen to 
it very well even though it’s not everything we listen to but where we are, we 
ensure that all the things we do are things that are good; we try to follow good 
health practices. (P23FI) 

The elders and maternal health experts also confirmed the provision of relevant 

information on maternal and child health on radio.  For example, Participant G7YI 

noted that: 

The nurses are trying because they usually do one programme on radio, I can’t 
remember maybe it is every Sunday; they would say the pregnant women 
should come and they would give them different kinds of health talks, like the 
kind of clothes that a pregnant woman should wear; the kinds of foods they 
should eat and things like that. Then, the child too; they encourage them on how 
they will take care of their children (G7YI) 

Also, according to participant E7NC: 

You hear a lot of jingles too on radio; you hear some programmes on radio, 
sometimes it’s on delivery, sometimes it’s on pregnancy, sometimes on family 
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planning, for people who care to listen to programmes on the radio, if you know 
the days and the time they do them. (E7NC) 

On her part, participant E5YI pointed out that she usually found messages on radio 

useful: 

I don’t really listen much to such messages but the few that I hear may be on 
radio, I usually combine the lessons learned from such to my own personal 
knowledge and experience on maternal health that I have gained over the years. 
(E5YI) 

Participant E2YI also noted that even as a health personnel she sometimes got relevant 

information on radio: 

Usually we use spirit and cotton wool for umbilical cord of the new born baby 
but of recent, the Federal Ministry of Health started advocating the use of 
chlorhexidine gel instead of the spirit…that it prevents infection; it’s a form of 
anti-biotic…I heard it on the radio. I did not hear it in a facility. It was on the 
radio that they were just advertising. I was like what are they saying so when I 
now came in, I now discussed with some professional colleagues; some said yes, 
they heard it too and that was how we all came to know about it. (E2YI) 

This participant further confirmed the popularity of radio as well as peoples’ 

acceptance of radio when it comes to maternal and child health: 

You see there’s one thing I have noticed; Ilorin people, they believe whatever 
they hear on the radio. Once it is radio, said by government, it is authentic. 
They’ll tell you ah! On the radio today, they said this and that…whatever they 
hear on the radio even if it is wrong, they’ll hold on to that and they would come 
to the hospital and tell you authoritatively that no this is what they told us on 
the radio…(E2YI) 

Findings revealed that useful knowledge on maternal health was also encountered 

through television. As recalled by participant P14BI for instance, “There’s an advert I 

used to see on TV…it’s on exercise; they say pregnant women should be doing 

exercise”. Similarly, according to participant P6BI, “There’s this series, the Doctors, 

even before I became pregnant, I used to watch those programmes on TV…On radio 

too, adverts definitely. Then, on some TV shows that talk about health…” Participant 

P4YC also stated that: 
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I think both the television and radio are doing a good job. Let me put it that 
way… because in promoting…um…child spacing, family planning issues, they 
in a way still talk about maternal health. And child spacing also helps both the 
baby and the mother in a way. But I’ll give more kudos to radio. They talk more 
about it; cleanliness of the environment… (P4YC) 

The use of the internet resources and mobile applications was equally revealed to be 

among the popular means of understanding maternal health and child care particularly 

among informants with higher education. According to participant P5YI, “I use one 

website; www.babycenter, so if I need some of the information, I normally Google it”. 

Similarly, participant P2NI also explained that she browsed the internet for 

information, “I would browse what I don’t understand”. Participant P8YI also 

described her information and knowledge seeking practices as follows: 

I browse; I go online and search …in fact, even before I go to my doctor, I would 
have searched for whatever it is that I needed to know online. Then when I get to 
my doctor, I would tell him that okay o! This is what I found out (P8YI) 

In a similar vein, participant P19FI pointed out that she also sought information from 

the internet; “I read everything about woman not only maternal mortality, I read about 

fertility, about everything…any books that I see that has the information and if it is the 

internet; anything about the woman and health...” 

Internet applications also served as a guide during pregnancy and even after delivery 

as illustrated by participant P1YI: 

There’s this application called baby center which I registered for as soon as I took 
in and it would give me update every week on progress on what I should be 
feeling, what’s going on in my body system, how my baby is developing. It still 
sends me updates on how my baby should be developing, how I should be as a 
new mum, how is my partner handling the new situation and everything. So, it’s 
a very useful application (P1YI)  

Participant P6BI equally shared a similar experience about her use of a mobile 

application; “Like when I was pregnant, I had this app I downloaded….Pregnancy plus. 

http://www.babycenter/
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So, it gives me weekly information about things I should expect during pregnancy...It 

was really helpful and informative”. 

Some participants also identified movies as avenues through which useful tips and 

knowledge are gained. For instance, as reflected by participant P23FI: 

We try to learn from the good things we see from these movies while we ignore 
the bad aspects of the movie…me it is Hausa programmes that I listen too most 
and there are many lessons one can learn about taking care of the baby…you will 
notice that they give much attention to the children. So, all these things we see in 
the movies, we try to emulate. (P23FI) 

Regarding printed materials, health books particularly emerged as a popular source of 

information among educated participants. Virtually all the participants with higher 

education mentioned a book; “Every Woman” as a useful source of information. 

According to participant P3YI for instance, “books like Every Woman, you know, it 

explains every move of the baby, every move of a pregnant woman in it, each stage; 

what is expected, this is what you should do…”. Participant P19FI also said, “Like 

what I read most; I read this Everywoman, it contains all the details”. 

Furthermore, as contained in the words of participant P6BI, posters also provide 

relevant information in various languages, “In the hospital, you see some posters, they 

use English, then the major languages, Hausa, Igbo, Yoruba and then in broken 

English”.  

Participant E7NC corroborated this when she said: 
 

Especially in all these maternal homes, delivery homes, hospitals, clinics, 
maternity homes; you see a lot of clip boards, posters, talking about what a 
pregnant woman should eat; talking about early visit to the hospital, talking 
about family planning and spacing your child…So you see posters like that 
everywhere; even awareness for you to come to the clinic early…They 
accompany the pictures with text; initially, they were all in English but now you 
see them in different translations of the wa zo bia (three major Nigerian 
languages)…(E7NC) 
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Newspaper was also identified by few participants as a source of information on 

maternal and child related issues. For example, participant G1BI shared the following 

experience as she talked about her sources of information on maternal and child health, 

“At times in newspapers; because there was a time I saw something I was looking at 

where they were advising pregnant women that you don’t buy so many toys, it is 

wastage this and that”.  

4.3.3.5 Traditional Communication (S2e) 

Analysis of the data revealed that traditional communication channels also serve as 

means through which participants got to know about issues of maternal and child 

health. Based on the experiences shared by the participants, neighbourhood 

announcements and seminars/lectures form the major traditional communication 

channels where they received health messages. With regards to neighbourhood 

announcements, participant P7YI stated that: 

They advertise; they say you should bring your baby for immunisation, you 
should come and take care of your baby in the hospital… they move around and 
advertise in the neighbourhood…(P7YI) 

The following comments of participant P2NI also provides another example of how 

neighbourhood announcements serve as channels of educating people on maternal and 

child health: 

They’ll be going around…in our local government, they’ll be going around 
maybe once a week or twice a week to sensitise us because we have a problem 
of light so, even though they want to do sensitisation, they can’t do it on TV or 
radio. It’s not everybody that’ll watch, you know these villages, their own, they 
should see it, maybe verbally…they’ll go around maybe houses or maybe they 
have a gathering, they would use that opportunity to come and they would do 
sensitisation for them so that people will know this is this, this is that to safeguard 
themselves. (P2NI) 

For seminars and lectures, participant P2NI also noted that at times when the people 

have gatherings, health officials usually came around to address them. Participant 
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P20NI, a community health worker also explained that she got more knowledge on 

maternal health through seminars, “If our people go for a seminar and get information 

from the seminar, they will come back and lecture us; through that we are able to 

disseminate the information.” 

4.3.4 Textural Theme 3: Perceptions on Maternal Health Messages/Interactions 

The third core constituent of participants’ cultural maternal health promotion 

experience reflects their thoughts about experiences concerning maternal health 

promotion messages or interactions. Based on the experiences shared by the 

participants, messages basically ranged from media messages to lectures and talks at 

the hospital antenatal/post-natal sessions or information from health workers in general 

as well as other sources like friends and family members. Figure 4.4 shows that 

participants shared their thoughts mainly on their perceptions about media messages, 

hospital interactions and other health talks by health workers. 

 

Figure 4.4 Perceptions on maternal health messages and interactions 

The emergent structural themes that describe the participants’ perceptions are (i) 

perceived message strengths, (ii) perceived challenges and constraints, and (iii) 
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perceived use of culture in messages. The following sections provide details of each 

sub theme. 

4.3.4.1 Perceived Message Strengths (S3a) 

As indicated in Figure 4.4, message strength was perceived by participants based on 

factors such as gratification or knowledge gained from messages, use of local language, 

source credibility, suitability of the medium, and manner of presentation. In terms of 

gratification, participants expressed satisfaction with messages/interactions when they 

can gain useful knowledge from such messages/interactions. Thus, when a message 

provided them with the information they sought, or such message provided information 

that the participants regarded as useful, this was considered an added advantage or 

strong point for the message. For instance, participant G3BI described the antenatal 

and post-natal sessions she attended during her child bearing days as follows: 

…When we went for antenatal, they would tell us to get up and dance and after 
child birth too we went for post-natal, they taught us how to take care of the 
baby…you know they use diapers; then they taught us how fix baby nappies. 
They would demonstrate to us using baby dolls. They taught us how to clean 
the baby’s navel. We all listened because we knew that it was for our own good. 
(G3BI) 

Participant P2NI also corroborated this view when she described the antenatal 

messages she was exposed to as very educating. In her words: 

When I go the hospital, they’ll give lectures when you go for antenatal…if you 
know you have any issue, you should complain…they’ll give lectures to your 
own satisfaction; ask question if you don’t understand, if you have any issue, 
ask; they’ll give you answers. (P2NI) 

Similarly, gratifications got from messages on an internet application also made 

participant P1YI perceive the application as a very useful: 

There’s this application called baby center which I registered for as soon as I 
took in and it would give me update every week on progress on what I should 
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be feeling…how my baby is developing. Umm…baby care was an application 
that guided me all through pregnancy…it was also explaining my diet…how I 
should be as a new mum, how is my partner handling the new situation and 
everything. So, it’s a very useful application. (P1YI) 

Messages were also perceived as compelling when disseminated in participants’ local 

languages especially in conjunction with pictures in the case of posters. Participants 

basically agreed that messages are strengthened when communicated in different 

languages of the target recipients.  According to participant E7NC for instance, posters 

in the hospital contain pictures accompanied with text in multiple languages: 

Initially, they were all in English but now you see them in different 
translations… you see them in Igbo, you see them in Hausa, you see them in 
English, you see them in Yoruba; major languages; sometimes even depending 
on the setting…(E7NC) 

 
Speaking in a similar vein, participant E8NI was also of the view that in the hospital 

where she worked, effectiveness of messages at the antenatal and post-natal sessions 

were strengthened using languages the audience understood: 

We use Yoruba; it is usually the language that they understand that we often 
use…but those who do not understand Yoruba, we ask them to identify 
themselves so, another nurse would be translating to them in English. But for 
those who do not understand Yoruba and English, we look for a staff who 
understands their language or one of the other patients who understands the 
language to be interpreting to them but usually, it is Yoruba we speak. (E8NI) 

The trend is also similar in the case of some maternal and child health related media 

messages like advertisements and jingles on radio, as observed by Participant P1YI: 

…They would advertise in English and then at the same time advertise in 
Yoruba so that everybody can get the message; sometimes even in Hausa so 
that those that are not Yoruba and cannot understand English would be able to 
get the message they’re trying to pass across. (P1YI) 

Information or messages were also considered to be authentic based on their sources of 

origination. The data indicates that participants hold diverse categories of sources as 

credible when it comes to knowledge seeking and understanding of maternal and child 
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health issues. Based on the analysis, these sources vary from elders and ancestors, to 

medical and health personnel as well as the government and media. Hence, when 

messages originated from such sources that participants viewed as credible, such 

message was considered authentic. For example, participant E2YI cited her experience 

with her patients as she noted that majority of them gave credence to whatever they 

hear from the media:  

They actually give value to whatever they hear on the media than what you the 
health worker is telling them because they see you as an individual; they see the 
media as a totality that it is the government; the message is from the 
government…. that whatever is from the media is authentic. They say it is true, 
they have said it on the media. (E2YI) 

On the contrary, participant P21NI who is also a community health worker however 

observed that people believe information they get from health workers and medical 

personnel: 

Our people here, if they know that you’re a health worker, when they have any 
complain, they will come to you. So, the procedure that I followed during my 
own, I will just be introducing them to that step …and if they work on that one 
and that one is okay for them, that’s how you’ll be seeing them; more people, 
they’ll be coming to you… (P21NI) 

Similarly, participant P1YI also highlighted the credibility of medical sources of 

information when she remarked that, “It is more about what my doctor says”.  

Furthermore, despite the seeming differences in beliefs between the elders and younger 

women as shown by the data, some participants also expressed confidence in the elders 

and ascribed authenticity to information they received from elders. A typical example 

of such scenario is contained in the following statements of participant P12YI, “when 

they talk about things related to culture on radio, if we see that these are in line with 

what the elders at home also tell you, we practice such”.  
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Also, as participants expressed their thoughts about current maternal health promotion 

messages, suitability of the medium of communication emerged as a criterion with 

which some participants judged message strength. For instance, participant P2NI 

appreciated the use of neighbourhood sensitization for maternal and child health 

promotion in her area:  

They are trying now…in our local government, they’ll be going around maybe 
a week or twice a week to sensitise us because we have a problem of light so 
even though they want to do sensitisation, they can’t do it on TV or radio. 
(P2NI) 

However, for participant P7YI, neighbourhood announcements and radio were 

considered as suitable and useful media for dissemination of maternal and child health 

messages. According to her, “Some advertise on radio and others use loud speakers 

where they move around and advertise in the neighbourhood; come and take injection 

for your baby, come and immunise your baby!”  

Participant E2YI also gave credit to the use of posters when she noted that: 

The issue of this exclusive breastfeeding, I think the media…something like 
this (points to a poster) help a lot because up till now we’ve not been able to 
achieve it completely to exclusively breast feed a baby for six months, but at 
least, there has been mass improvement and I know that it is not what you tell 
them in the hospital. (E2YI) 

This view was further strengthened by participant P6BI who explained that the posters 

are accompanied with text which makes it easy for people to understand: 

 They are mostly pictures. At least if you see the pictures, it should be able to tell 
you okay, breast feed your baby for six months maybe, come for immunisation, 
stuffs like that. It’s self-explanatory as a picture and then they have some write 
ups so if you can read… (P6BI) 

Few participants also related their thoughts about message strength to the manner or 

mode of message transmission. For instance, participant P25YC highlighted her 

preference for church birth attendant’s manner of presentation when she made the 
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following comparison between how she was addressed at the hospital and how she was 

addressed by the church birth attendant, “It’s just the way they shout at the hospital. If 

this issue can be addressed, it will be good. Those women on the other hand would be 

encouraging you, saying kind words to you”. Participant P8YI also commended the use 

of outreach approach towards maternal and child health promotion through the radio: 

There are programmes designed for mothers; pregnant women, mothers 
generally; how to take care of yourself while pregnant, at the point of delivery, 
after delivery, care of your children…they are educational programmes and 
there are some that the presenters, they go out, they go to all these maternity 
clinics to interview mothers; to educate them… (P8YI) 

4.3.4.2 Perceived Challenges and Constraints (S3b) 

As experienced by participants, challenges and constraints associated with messages 

and health promotion fall under three categories. These categories as illustrated in 

Figure 4.4 are old generation-new generation mum conflicts, media related factors and 

hospital related factors. As participants shared their experiences, it became apparent 

that tensions and conflicts exist between the elders and newer generation mothers. The 

grandmothers/mother in-law and the perinatal women often do not share the same 

views on maternal and child health related cultural beliefs and practices. The data 

revealed that issues of respect and obedience as well as conflicting beliefs are the major 

areas in which such tensions and conflicts between the two parties are most evident.  

Concerning respect and obedience, the findings indicate that the younger 

ladies/perinatal women are reluctant to follow all the cultural practices that the older 

women/grandmothers or mother in-laws try to introduce to them. Hence, this often 

leads to a tensed atmosphere where such issues of knowledge transfers occur. This is 

especially so because the elders/grandmothers believe that they did not disobey their 

own mothers/grandmothers during their own child bearing days. The new generation 

mums are thus seen to be disrespectful when they fail to comply with the cultural tenets 
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passed on to them. An example of such scenario is contained in the following 

experience of participant G8FI who lamented that: 

Children of these days…they would tell you that we are in a civilised world and 
things are now different from in the olden days during our own time. So, they 
would just refuse out rightly…Some daughter in-laws too do not have much 
respect for their mother in-law; they fail to realise that the way they treat their 
own mother is how they should treat their mother in-law.  Most ladies of today 
fail to practice this and these are the reasons why we often have these tense 
relationships between the mother in-law and daughter in-law (G8FI) 
 

Meanwhile, other participants also observed that there were times when elders at home 

also advised pregnant mothers or new mothers wrongly. For instance, participant P3YI 

lamented about how the grandmothers/mother in-laws try to impose their ways on 

daughter in-laws: 

Many don’t know their rights during their time. Now, many mothers know their 
rights before they got married. As a matter of fact, most mothers these days are 
educated marrying uneducated mother in-laws; you see where the problem 
comes; those who know their rights and those who do not know their rights; 
they don’t even know what they’re doing. So, it is passage of right to 
another…they believe they have done it and it doesn’t harm them, therefore 
they can pass it to us to, but we know the implications of all these culture or 
traditions. We don’t want to accept everything from them. So therefore, it has 
been a barrier… At a point when you stand for your right, they see you as a 
very irresponsible fellow. (P3YI) 

Participant G7YI however observed that these conflicts often occur due to lack of 

mutual understanding and agreement between the perinatal women and the elders. 

According to her, “These days, the young girls, that is, the daughters, they are stubborn. 

The mothers and mother in-laws too are equally stubborn…” 

Furthermore, participants equally identified conflicting beliefs between the new and 

old generation mothers. For example, participant G8FI noted that she usually 

experienced challenges with her daughters when it comes to issue of giving herbs to 

the baby to drink: 
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…It’s that herbs that is the major one; like immediately after delivery that you 
would start giving the babies herbs once the baby is 8 days old, children of 
nowadays, they don’t want to be giving their babies herbs. They would tell you 
that they told them at the hospital not to give the babies water until after 6 
months. Therefore, they don’t want to be using the herbs anymore. (G8FI) 

Participant P1YI who suffered from pre-eclampsia during pregnancy also shared the 

following experience between her and her mother in-law: 

Like the issue of hantu (water got by washing off inscriptions of Quranic verses 
from a wooden slate), a person who believes so much in hantu … like my 
mother in-law said then that the reason why I had such condition was because 
I didn’t take the hantu…that is her own belief; she believes it is something that 
should be used for you to deliver safely and you didn’t use it, you just chose not 
to use it and these are the reasons why you have complications. (P1YI) 

Participants also highlighted disagreements over issues such as six months exclusive 

breast feeding, immunisation of the baby as well as other traditional health remedies 

for the baby. For example, participant P3YI made the following remarks about conflicts 

of belief regarding the treatment of jaundice in her baby: 

The idea that they want to take my baby through traditional way of solving 
jaundice; how do they want to solve it? They would be facing my child’s face 
to early morning sun. Perhaps it works but to what extent will it work? How 
fast will it work? I don’t know. They want to solve my baby’s jaundice by 
adding herbs to his eyes which is dangerous, you know. These are places I had 
to stand up for my baby that; come, in as much as he’s your grandson, he’s also 
my own child too. If you have done that for his father while he was younger, 
perhaps it worked then. Presently, it’s not going to work… (P3YI) 

There are also conflicting beliefs about the communal scheme of handling issues of 

maternal and child health care. As observed by participant G5FI for instance: 

Whereas, in those days, they would take care of you in the family house even 
for as long as a month, all these have changed now. Ladies of today, it is before 
the wedding that they would have started ringing it in their husbands’ ears that 
they cannot live with his family in the family house. If the husband too is 
buoyant, he would rent or a build a house for he and his wife. So, tell me, how 
can any mother in-law monitor or train such wives? (G5FI) 
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Regarding hospital related challenges experienced, participants identified issues 

bordering on staffing and facility related issues; attitudes of patients and their relatives; 

and attitudes of health workers. The medical expert participants identified staffing and 

facility related issues as well as the attitudes of patients and their relatives as 

particularly challenging. With regards to staffing, some participants highlighted the 

insufficiency of available midwives in comparison with the number of patients they 

cater for. According to participant E8NI: 

Women that are giving birth, they’re too many… So, when the staff are also 
many, they would be able to give better health care especially in attending to 
emergencies because a woman in labour needs care; even if two nurses are with 
her, it is not too much. (E8NI) 

Participant E9NC equally noted that such staffing problems are more evident in the 

rural areas: 

The remote area lacks qualified midwives even in the General hospital now, we 
have shortage of midwives because this issue of degree or no degree; they will 
say you should go and do your degree before you will be promoted. Everybody 
doesn’t want to do midwifery again so it paralysed. This demoted maternal and 
child health and it increases maternal mortality rate. The death of the mothers 
and the children are very many because the health personnel are lacking 
especially in the rural area. (E9NC) 

Participant E8NI also identified the need for staff training as means of improving 

competence and productivity, “There is also a need for continual training of staff at all 

levels especially …there is a need for them to keep updating their knowledge.” 

Furthermore, on the aspect of facilities required to do their jobs, participants also noted 

that the government need to put in more efforts to make health services more affordable 

and available to the people as these determine how effective health workers are in 

providing health care and engaging in health promotion. For instance, free health 

services at the government hospitals was described as not absolutely free thus leading 

to misunderstanding between the health officials and the patients. Participant E2YI 
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remarked for instance that patients and their relatives get aggressive when they pay 

more than what they expected: 

The…packs (delivery packs) that they bring from the Ministry of Health is 
not…the pack is itself not complete. So, patients will have to buy. They must 
take that pack…it is must, if you want to deliver here… Aside taking that pack 
now, there are some things that you must buy again because the pack is not 
complete. So that’s giving the patient…it’s giving them a kind of…like you’re 
siphoning them somehow because they feel they’ve bought some things... 
That’s why you need a lot of time to explain that this is the government pack, 
these are the things that are not there, that you have to buy... (E2YI) 

Meanwhile, the medical expert participants also related other challenges they usually 

encountered to the attitudes of patients and their relatives.  As these participants shared 

their experiences, it was revealed that several cultural practices the patients or their 

relatives engage in make the medical experts’ tasks of safeguarding and promoting 

maternal health more challenging. For example, participant E1YI observed that some 

of the pregnant women would have gone to the traditional birth attendants or religious 

clerics for delivery before being rushed back to the hospital. In her words: 

Some, they will still prefer going to Ile Alabgo (traditionists or traditional birth 
attendants) ... And if the traditional birth attendant did it, if the clerics did it, 
they will still come back to land in the hospital and by then, the condition might 
have gone worse. (E1YI) 

Other women would also refuse to be attended to as they hold on strongly to their 

religious beliefs at the detriment of their health, as contained in the following story 

shared by participant E8NI: 

In those days when we didn’t have female doctors…there was one patient, the 
woman eventually died; she used to convulse in the middle of the night and we 
had a male doctor around then; whenever she convulsed, she would not allow 
that the male doctor come inside and attend to her; the woman had this 
eclampsia fit…where your feet would swell. The woman eventually died, and 
she was a primabe (carrying her first pregnancy); she was of these sisters who 
use long hijabs (veil) and also socks. And you know when they wear socks like 
that; they would not want to remove the socks for you to examine their feet for 
edema or not. (E8NI) 
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Participants also identified deception on the part of the patients as well as the use of 

local/traditional remedies like the pregnancy pegs or labour hasteners as issues which 

distort the regular medical procedure. For instance, participant E6YC shared her 

experience with Nupe patients in the hospital where she works: 

Somebody that has had about 8 to 10 deliveries, when they come for another 
booking, she will be telling you that I have three children at home. Ask them 
that how many abortions have you had? They’ll say no o! I never had any 
abortion… So, after delivery now… some people the blood will not 
stop…because the uterus is getting weaker and weaker by the day…. if we see 
anybody that has had about over 10, 11, 12 children, we know what to put aside 
in case of emergency…but they will not tell you the truth… (E6YC) 

A similar case of deception and local delivery remedy used by a patient was shared by 

participant E2YI as follows: 

I asked the woman that what are you holding? She said it’s nothing; she just did 
like this (opened her hands). I now told her that you can’t take this thing into 
our labour room…we don’t accept it…the woman accepted…not knowing that 
she actually kept that thing in her cap…It was time, she’s fully dilated; 
everything is set, just for the baby to come out, the baby cannot come out… 
during manipulations…to save the life of the baby…she was now shouting that 
Ah! The cap must not fall, the cap must not fall…Eventually, the cap fell off; 
when the cap now fell off, to God the baby now came out. (E2YI) 

The attitude of the patients’ relatives was equally identified by participants as quite 

challenging. For instance, participant E1YI described the tradition of relatives of new 

mothers trooping in to congratulate them at the hospital as follows: 

It’s quite unpalatable… if we have any CS patient that has just come from the 
theatre, the patients’ relations would want to by force see the patient…Sometimes 
they would like to fight with the nurses to the extent of slapping us that we did 
not allow them to see their patients…You know in our culture in Yoruba land, if 
we deliver, our family, relatives; they would come to the house but when the 
patient is in the hospital, they still come to see the new born baby but they will 
not come at the right time. (E1YI) 

Participant E6YC also shared her experience about some elders/grandmothers with 

whom they had encountered as they tried to educate their patients on how to care for 

their new babies: 
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Some are so stubborn, they will say even the grandfather of the baby, that is 
how they took care of him; so, when did they give birth to the mother of the 
baby that she will now be the one to tell us how to take care of the child. Some 
people would be using abusive language to you…E6YC) 

The influential role of these grandmothers was also observed to mostly contradict 

medical teachings. Participant E2YI for example noted that the hot water care for new 

mothers has particularly been an area of concern: 

 Where we suture would break open because of this hot (emphasised) water 
application. You would now tell them, but we told you when you were going 
home! They would say mama said…it is always this mama, it is always these 
mamas giving issues…Must the mama be involved? When they would now 
come, you know a sore; something that you sutured, skin o! …and it now breaks 
open…you can’t leave it. You just have to re-suture…so, imagine that pain but 
we don’t have a choice, we have to do it… (E2YI) 

In a similar vein, participant E6YC equally lamented about the use of the traditional 

hot water care for the babies too: 

We are facing a lot of problems with the elderly ones especially those people 
that use to bath babies immediately after birth, they will bath baby with too 
much hot water. It is here I’ve seen those types of cases; they will burn babies; 
new born babies with water like this...There was one we discharged about 
maybe three weeks or a month ago, they burnt the baby like this with hot water, 
so we were doing dressing for weeks before we could discharge the baby. 
(E6YC) 

Furthermore, it was equally observed across virtually all ethnic groups that, women, 

especially the traders are generally so attached to their work or means of livelihood that 

they feel reluctant to spare time for hospital visits or other forms of sensitisation 

programmes on maternal and child care. According to participant E1YI, “during the 

market day, they will not go to the hospital unless they finish their market”. Similarly, 

participant E8NI noted that, “they believe that going to the hospital is just a waste of 

time”. Participant P19FI also confirmed this about the Fulani women when she said, 

“You know we Fulanis in the village, even if they call them to a gathering to come and 
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listen to things like health talks, they usually don’t like to attend, they would say don’t 

they have work?”  

On the other hand, the attitude and procedures of health personnel was equally 

described by non-medical participants as constituting a challenge and sometimes 

hindrance to hospital utilisation. Participants observed that nurses and other health 

personnel are not particularly friendly and sometimes, they are just nonchalant and rude 

to patients. These, according to some participants discouraged them from using the 

hospital. Participant P25YC who perceived hospital utilisation as recommendable 

however preferred to seek the services of the church birth attendants. According to her: 

It is for our own good if we go to the hospital for antenatal and delivery, the 
only thing like I said earlier is that issue of shouting at patients at the hospital. 
They should do something about that. You know the way those women would 
pamper you at the iya agbebi’s (church birth attendant) place, they don’t have 
that kind of time and patience at the hospital. They would even hit some patients 
during labour when they fail to stay calm. (P25YC) 

In corroboration of this view, participant P2NI also disclosed that she intentionally 

delayed her visit to the hospital during her first delivery because she dreaded the 

attitudes of the medical people. She shared her experience as follows: 

The doctor came, they checked me, they now asked, “First delivery?” I said yes. 
They said ah! Their trouble is too much. They now asked me “what did you 
see?” I said I didn’t see anything. “You didn’t see water” I say no, water never 
burst. They asked; “blood?” I said I’ve not seen anything. They said, let’s check 
you any way, maybe you’ll go home and come back… Immediately they 
checked, the water just burst. They just started shouting, “madam, you want to 
kill yourself, you’re about to give birth, see your baby is coming out, someone 
has been checking you… You’re not serious... this, this, this…” (P2NI) 

Participant P26BI who shared the following experience also emphasised that the 

nonchalant attitudes of nurses served as a discouragement to hospital utilisation: 

There was a time I wanted to have a baby…I could already feel the baby’s head 
coming out, but the nurses were saying that I was not yet ready to deliver; this 
and that. I had to be calling them from where I was lying down …The worst 
part was that they just left only me alone…the head was already out; it was 
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remaining only the legs inside…I was just shouting and shouting for them to 
come and you know the more you shout, the more the baby would come out… 
(P26BI)  

Some medical procedures and traditions were also found to be unacceptable to 

participants. Hence, these made them avoid hospital delivery all together. For instance, 

participant G7YI recalled the following experience during her child bearing days some 

50 years ago: 

When I got to the hospital, maternity hospital, they said we had to weigh and 
then, you would not wear any clothes, not even pants…as we stood without 
clothes, all the people passing on the road were looking at us. I found this very 
embarrassing; so, I packed all my papers and left the place for home. I think it 
was a day or two after that I had my baby at home. (G7YI) 

However, citing a more recent example, participant G5FI expressed her aversion for 

the delivery position at the hospital. This participant noted that given the conservative 

nature of the Fulani people, such hospital procedures pose hindrances to seeking 

medical services. In her words: 

One thing that I particularly found infuriating is that at the hospital, they would 
ask you to lie on your back and open your legs (slaps her hand over her laps in 
annoyance)…it was since that day that I prayed to God that Oh! God! All the 
children I would deliver, as I use my right knee to kneel, I should use the left to 
get up in my own house! Since that time, I never delivered at the hospital and I 
never had any issues or complications. God did not let me experience any. 
(G5FI) 

Participant P19FI equally observed that the issue of medical team’s examination of the 

pregnant woman is one of such procedural issues that tend to drive Fulani women away 

from the hospitals for delivery: 

Like what first discourage them in hospital is that if a pregnant woman gets to 
any hospital, they will say lie down, open your leg; they will start observing 
their private part that they will say everybody will be coming to put their hands 
inside their own this thing (private part), they dislike all those ones. (P19FI) 

Furthermore, the challenges and constraints associated with the use of media for 

seeking knowledge about maternal health were also highlighted. The stories of 



175 
 

participants who identified such challenges/constraints indicated that exposure to 

maternal health messages through the media is constrained by issues of accessibility to 

the media as well participants’ lack of time for media.  

Talking about media accessibility for instance, participant E6YC was of the view that 

in her area, maternal health promotion through the media can never work because the 

media are not readily available. She cited the following example on how to get 

newspapers in the area: 

It’s only the educated ones that will read newspapers and those daily 
newspapers, they’re not even selling them in this town; if you need it, you have 
to give these transporters money that please o, help me buy Tribune at Ilorin; 
before that person will go and come back, it will be late in the midnight; so, it 
is tomorrow you will be able to read today’s paper. So, that is the problem; 
they’re not selling daily papers here. (E6YC) 

Participants G5FI and P2NI also identified the problem of power in their respective 

areas of residence.  According to participant G5FI, poor power supply in her area makes 

it difficult to access the electronic media: 

 

You see in this our neighbourhood, those Power Holding people are crazy 
people, they hardly give us light…They just started giving us light again 
recently. And even as they brought the light now, if they seize it again, may be 
until the next week before they give us again. Therefore, most people don’t even 
have time for the media. (G5FI) 

Also, referring to her village in Patigi Local government of the study area, participant 

P2NI observed that using channels such as the television to communicate about 

maternal and child health might not be so effective in reaching out to the people. 

According to her, “we are having problem of light. Even though they do it on television 

or any other thing, the villagers will not benefit”. 

Furthermore, participants’ attachment to their means of livelihood as pointed out earlier 

equally determines their attitudes to health seeking. This also extends to the use of 
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media for seeking information about maternal health. Participant G5FI expressed the 

following view:  

 

Once I wake up like this, I am tied up with this my food that I am selling. 
Hmm…If one has a radio though, you can place it by your side as you work but 
as I don’t have…it is this my business by the fireplace that I listen to…Honestly, 
it is what I am doing that I would focus on… One can listen if one has a radio 
set but since we don’t have…and I personally really don’t have time. When 
they even bring the light once in a while, I am usually too busy to sit down and 
watch the TV… (G5FI) 

In a similar vein, talking about the Nupe people and health seeking through the media, 

participant P16NI observed that: 

No time for TV; they always go to the farm. For radio, if it’s Kwara Radio, it 
doesn’t get across to them over there…and most of them may not even have time 
for radio. They always go on how to survive. That’s what they focus on. (P16NI) 

Such views corroborate the earlier statement of participant E1YI when she noted that 

most women who are traders are reluctant to leave their business for hospital visits. 

Furthermore, it is equally interesting to note that while language was earlier highlighted 

as part of message strengths by some participants, for others like participant P17NI, 

language posed a challenge to her understanding of the maternal health promotion 

messages that she was exposed to both on the radio and at the hospital. According to 

her, “mostly they speak Yoruba on the radio and I only understand little Yoruba; they 

don’t air such programmes in Tapa (Nupe language)”. This participant also stated that 

she never got to ask questions during hospital antenatal sessions “because there are no 

Nupe people there” who can assist with interpretation.  

Participant E7NC also confirmed that the local languages commonly used are the three 

major local languages in Nigeria; Yoruba, Hausa and Igbo while the minority languages 

of other ethnic groups like Baruba, Fulani and Nupe were not as popular in maternal 

health promotion messages that you get on media like posters, radio and television. 
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In addition, media messages were also seen by some as generally focusing on the baby. 

Participant P1YI observed for example that, “most of these adverts are more focused 

on the baby, the baby, the baby; there should also be awareness for the mother”. In the 

same vein, participant P18FI noted that she, “has never heard” anything about the 

mother on radio while participant P4YC also confirmed these when she observed that: 

I feel they talk more of the baby’s health; it may be on the mother a little but 
it’s more concentrated on the baby. They’ll talk about immunisation, they’ll 
talk about malnutrition in children, breast feeding…at least they promote it a 
lot, but the truth is that a mother that is not healthy cannot breast feed well. So, 
things like that but I think they talk more about the child’s health. Maybe they 
believe the mother should know about how to go about taking care of herself so 
how to take care of your child is more emphasised. (P24YC) 

Also, sharing her thoughts about maternal and child messages on the media, participant 

E1YI noted that such messages are basically targeted at the perinatal women and other 

non-medical personnel but not the health workers: 

Except the health workers, they go on media to health educate our pregnant 
women or those that have delivered to go for their immunisation, on the 
importance of immunisation and not to default the clinic. That is the only way 
they come in. (E1YI) 

Misinformation and deception also formed setbacks identified by participants as they 

reflected on the maternal and child health related messages/interactions they had 

experienced. Participant E2YI observed that media messages are sometimes 

misinforming:  

 

If you put on your TV or radio especially the government owned ones, they 
would paint this hospital that we’re in …as if it is paradise. They will tell them 
everything is free…there’s light, there’s this, there’s that. I can bet you, maybe 
it was just last week that we started having power supply. For months the light 
never blinked for a second here. We had to be fueling the generator for power 
(E2YI) 

Another instance of misinformation as cited by participant P8YI is the portrayal of 

pregnancy and labour in movies:  
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When I started attending antenatal classes I got to know that all what we see in 
movies...that at the point of delivery, you know, I used to think that 
labour…though it’s not something easy, but I used to believe that Ah! Will I 
ever go through this kind of thing in my life? The fear has always been there, 
but it was after I started attending antenatal classes that I got to know that okay, 
it is not something difficult; all you need to do is just to put yourself together, 
hoping for the best that no; I can do this thing (P8YI) 

4.3.4.3  Perceived use of Culture in Messages (S3c) 

This third component of participants’ perceptions of maternal health messages captures 

their thoughts about the use of culture in existing messages or communication 

situations. As participants reflected about their maternal health promotion experiences 

and how these relate to culture and the health messages, most participants noted that 

they never really saw the messages as incorporating any aspects of culture. However, 

as reflected in Figure 4.4. some participants identified culture as being incorporated in 

the messages by using major local languages, through transmission of some cultural 

taboos on the media and through messages sent from the hospital to elders and care 

givers of perinatal women. 

As pointed out in earlier sections under perceived message strengths and perceived 

challenges and constraints, major local languages were often used in addition to English 

to disseminate maternal health messages through the media, as well as for health 

interaction at the hospital. Specifically, participants identified the use of Yoruba, Hausa 

and Igbo languages. Transmission of cultural heritage like the child care related beliefs 

and taboos on the media was also identified by participant P12YI who recalled that she 

came across such messages on radio programmes occasionally. She stated that: 

They talk about tradition for instance, they say that if a child pees in the mortar, 
the mother must be carrying the mortar around greeting people and telling them 
that her child peed in the mortar. They also say that if a child falls from the 
mother’s back, it causes something bad as well; so…things like that…and once 
you also hear such on the radio, you would also take note so that such things 
would not happen to your baby. (P12YI) 
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However, participant P8YI on her part noted that she had never come across any 

messages regarding cultural beliefs or practices and pregnancy or child care on radio, 

“so far, I’ve not heard on the radio where they tell pregnant women to give their children 

agbo (herbal drinks) or may be use pin, don’t eat snail, you know. I’ve never for once 

heard such”. Similarly, participant P1YI who noted that she was more exposed to 

maternal and child health from the internet equally observed that, “you hardly read 

anything about culture on the internet.”  

Messages from health personnel to the elders and caregivers of perinatal women at 

home was however considered as a means through which culture was engaged for 

health promotion. Participant E6YI remarked that at her work place, medical personnel 

sent messages to elders who serve as care givers to the perinatal women as a means of 

discouraging risky cultural practices. She cited the following example concerning the 

care of premature babies: 

Patients’ relatives who stay with them at the hospital; you know when they get 
home, they hand the new mother and the baby over to the elders at home…so, 
she will hand over and say mama, this is what they said at the hospital; they say 
this baby is not so healthy, don’t bath the baby with too much hot water. when 
we have premature babies, we let them know that this baby, you cannot bath 
this baby any how now. The only thing is that when you wake up, clean with 
olive oil. If you bath the baby now, the baby would die. (E6YI) 

 

4.3.5 Finding Two: Conceptualisation of Cultural Sensitivity in Maternal Health 
Messages 

The second aim of the study is to understand the participants’ perspective of cultural 

sensitivity in relation to the development of maternal health messages based on their 

lived experiences. From the analysis of data, three core themes that reflect the 

participants’ conception of cultural sensitivity in maternal health messages emerged. 

As shown in Figure 4.5, these are (i) cultural audience targeting, (ii) cultural 



180 
 

conformation in message creation and dissemination, and (iii) cultural message 

adaptation strategies. Each also comprise structural themes reflecting participants 

thoughts about culturally sensitive maternal health messages. 

 

Figure 4.5 Conceptualisation of cultural sensitivity in maternal health messages. 
 
4.3.6 Textural Theme 1: Cultural Audience Targeting 

Based on participants’ experiences, cultural audience targeting emerged as the first 

element that encapsulates their conception of cultural sensitivity with regards to 

maternal health messages. Cultural and maternal health promotion experiences shared 

by participants raised their consciousness about the role of culture in maternal health 

and the importance of the message recipient in maternal health promotion. Thus, this 

awakened in participants, the need for maternal health messages to be compatible with 

the right categories of audience/population for such messages to be adjudged as 

culturally sensitive. Two emergent structural themes that describe the participants’ 

reflections on cultural audience targeting are; (i) culturally relevant audience groups 

and (ii) wholistic targeting. Figure 4.6 provides a summary of these themes. Detailed 

descriptions of the themes are provided in the sections that follow. 
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Figure 4.6 Cultural audience targeting 
 

4.3.6.1 Culturally Relevant Audience Groups (S1a) 

Participants identified three broad categories of audiences that maternal health 

promotion messages should address to enhance their capability of promoting maternal 

health from a cultural perspective. These groups as indicated in Figure 4.6 are women, 

mothers and young ladies, the male folk, and the social network of perinatal women.  

For the women’s group, participants primarily identified mothers (perinatal women), 

young girls and unmarried ladies/women of reproductive age, as well as elders, 

grandmothers/mother in-laws as important audience groups that should be targeted by 

maternal health promotion programmes and messages.  

Mothers and women of reproductive age are particularly seen as the primary recipients 

of maternal and child care information because they are considered as directly involved 

in issues of maternity and child care. Hence, participants noted that both medically and 

culturally, these categories of women should be the primary target of maternal health 
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messages. A typical example of this perception is captured in the following remarks of 

participant P8YI that women “are the ones that it really affects; they carry babies, they 

bear children, they’re the one to take care of their baby. Men don’t get pregnant, so, 

mothers generally….” 

Additionally, majority of the participants also identified the need to sensitise young 

girls and other ladies about maternal health. For instance, participant P14BI who 

observed that these days, young girls in her community are too exposed, suggested that 

they need to be lectured on maternal health. Participant P19FI also noted that Fulani 

girls get married early, so it is just appropriate to reach out to them early. She stated 

that:  

As long as they are up to the age of delivery, they are expected to have all those 
orientations so that when they are…from maybe a girl of 12 years, you can start 
to orientate her on how she’s going to face all those ones in future. (P19FI) 

The importance of such early maternal health education was further confirmed by 

participant P6BI who noted, as she reflected on her own experiences, that she learnt 

certain things about pregnancy right from her teenage days:  

It should be taught right from let’s say teenage age. At least, you have it in you 
and grow with them and improve more. At a young age, I think it’s not bad, it’s 
actually the best to get the information to them right from that age. (P6BI) 

Women who are trying to conceive are also identified as important audience groups. 

According to participant P30BI, “those who are yet to be married also need to be 

sensitised as well as those who are married but are still looking for a child; these people 

need to be accommodated in maternal health messages too”. 

Elders or grandmothers/mother in-laws were also perceived as relevant audience 

groups because of their culturally important and influential roles in maternal and child 

care. For instance, participant E9NC noted that, “when a woman delivers, some of 
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them, especially the mother in-laws …they need to be educated because…they’re the 

ones commanding the daughter in-laws”. Participant E7NC also made the following 

observation about the activities of the elders/grandmothers: 

They would tell you that do this to the child, do that to the child but when they 
are also aware, and they know the side effects of some of the practices and how 
it can affect the health of the mother and child, they will not do it. That’s their 
own way; that’s how they have known it to be, you understand; they want to 
help you but in their own way which might not be in line with the medical 
practices but when they’re aware and they’re well sensitised…(E7NC) 

Indeed, majority of the participants across all ethnic groups conceded that such elderly 

women need to be educated on maternal and child health to enable them to utilise the 

knowledge appropriately. For example, participant G3BI was of the view that 

“anything the mother in-law hears too would be beneficial in taking care of or advising 

her daughter in-law” while participant P7YI also remarked that, “elders who have 

stopped child bearing; these people too require to be sensitised and educated on things 

they need to do and not do as well”.  

Other participants however noted that it might be difficult to convince these elders 

about adopting new methods of doing things. As observed by participant P27BI for 

instance: 

There are some elderly women, especially those in the rural areas, some of them 
in these villages still hold on to certain cultural beliefs and practices…some 
people would move with the trend and make use of hospitals while some would 
insist on going with the way they’ve been doing things in the past. Such people 
would tell you that they had all their children at home, so their daughters or 
daughter in-laws would also do the same (P27BI) 

This view finds support in the reflections of participant E5YI, a traditional birth 

attendant who believes traditional birth attendants and other elders who take care of the 

perinatal women are expected to be experts, hence they do not need further health care 

sensitisation: 
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Like these elders that take care of the pregnant women and new mothers and 
someone who wants to take the delivery of a pregnant woman, it is expected 
that they know what they are supposed to do. For instance, I don’t bath for 
babies but those who specialise in it already know what to do but when a woman 
wants to deliver and calls me, I go and take the delivery. (E5YI) 

 
Male folk are the second category of audience that participants regard as culturally 

relevant audience groups for maternal and child health messages. Based on the shared 

experiences of participants, male folk are basically male partners of perinatal women 

or male elders like the father in-laws and family/house hold heads who often have great 

influence on happenings in their given households. Husbands or expectant and new 

fathers are perceived by participants as requiring maternal and child health sensitisation 

so that they can support their wives or partners accordingly. For instance, participant 

P11YI described maternal and child health education as, “also useful to the men too; 

the partners of pregnant women or nursing mothers because they tell us at the hospital 

too that our husbands should come with us to the hospital as a means of supporting us”.  

In addition, participant P7YI’s views capture the importance of male sensitisation as 

follows: 

When we are pregnant, we women usually need our husbands to be good to us, 
they shouldn’t quarrel with us all the time or do things that would make us sad or 
depressed because of our condition. So, men also need to be sensitised on all 
these kind of things…they would also know how to take care of their wives in all 
aspects including feeding and other expenses that need to be taken care of in the 
house; they should talk to our husbands about all these things. (Participant P7YI) 

Furthermore, men whether as male partners or as household heads were also believed 

to be in position to influence the women’s health decisions and practices. Hence, even 

grandfathers/father in-laws are described as having the potentials to improve maternal 

and child health. Participant G4NI emphasised the importance of including father in-

laws too in maternal health sensitisation as they are also involved in cultural health 

promotion activities:  
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There are some aspects that it is the men who handle such. Like that of okro 
that I mentioned the other time, it is the men that would go to the farm to go 
and pluck it. So, in-laws are also important groups that need to be carried along 
as far as maternal health is concerned. (G4NI) 

Participant P2NI also said, “I believe if the husbands should be given those messages, 

I believe they can force their wives…they obey their husbands, so I believe the men 

should partake in it too”. Similarly, participant P18FI also submitted that: 

The husbands also need to know about taking care of the baby because of times 
that we go out. Also, there are some men that even understand all these health 
educations more than the women. So, if such men are targeted in health talks, 
they can control or educate their wives. The mothers, mother in-laws and fathers 
too also require maternal health education. (P18FI) 

Also, the third group identified by participants as culturally relevant audience for 

maternal health messages are members of perinatal women’s social network. 

Participants’ experiences revealed that pregnancy, child bearing and post-natal care in 

the study area generally reflect a communal way of living where it is a norm for people 

to show concern, support and a sense of protection for the pregnant woman or nursing 

mother. Hence, most participants believed that maternal and child health promotion 

messages should be extended to people around the perinatal women generally. 

Nurses/health workers as well as relations and friends of perinatal women emerged as 

members of the perinatal women’s social network concerning issues of maternal and 

child health. This is because these are the categories of people with whom the perinatal 

women mostly engage.  

Participants perceived nurses and other health workers as change agents who 

particularly serve as important members of perinatal women’s social network. As such, 

they noted that such important groups of people should be among the target audience 

of maternal health messages given their important roles in maternal and child health 

care. According to participant G7YI,  
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One can encourage the nurses themselves to be friendlier and accommodating 
especially with those women who are new to child bearing; this can encourage 
them…if government can encourage the nurses to put in more effort, this will 
encourage the people too. (G7YI) 

More so, some participants emphasised the need to target nurses and other health 

workers primarily to address certain unacceptable attributes exhibited by some health 

workers. For example, participant P26BI expressed concern about the nonchalant 

attitudes of some nurses, “the attitude of those nurses is another thing that should be 

looked into”. 

Aside from the nurses, other categories of people identified as typical members of a 

perinatal woman’s social network are her relations, neighbours, friends and colleagues. 

For instance, participant P4YC noted that all those people with whom the expectant or 

nursing mother usually associate in general are also expected to be targeted by maternal 

and child health messages: 

Your relations, your in-laws, your neighbours, your colleagues at work, anybody 
around you; when you see somebody that’s pregnant or is nursing, it’s not a time 
to give more stress to the person especially bosses in offices. There are some 
bosses in offices that as a nursing mother, they make life difficult for you. So, at 
least, a little talk to them too will help. So, anybody around a nursing mother, a 
pregnant woman should be supportive. (P4YC) 

 

4.3.6.2 Wholistic Targeting (S1b) 

Wholistic targeting describes participants’ perception of culturally sensitive maternal 

health messages through a system of an all-encompassing audience targeting. In other 

words, audience targeting should be approached in such a way that all relevant audience 

groups should be wholly accommodated. The elements that describe participants’ ideas 

of wholistic targeting as shown in Figure 4.6 are addressing the barriers of education, 

social status and location; as well as ensuring the wholism (comprehensiveness) of 

message.  
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Barriers of education, social status and location of culturally relevant target audience 

are viewed by participants as aspects which a health message must bridge for such 

message to be culturally sensitive. For instance, participant P6BI was of the view that: 

People in the media should try their best to reach out to everybody, both 
educated and uneducated, those in the rural and urban areas to try to get their 
messages across to make sure no matter what, the message is passed across. 
(P6BI) 

In a similar vein, participant P1YI submitted that health promoters should not just focus 

on the metropolis. According to her: 

Messages should be communicated to mothers that live in the outskirts. Apart 
from the television and the radio, there should (stressed) be billboards, there 
should be handbills. Um…nursing officials should head into the outskirts…and 
communicate more to mothers and let them know what’s going on, let 
them…they should find a way to reach out to people that do not have access to 
the internet, to people that do not have access to television or the radio…(P1YI) 

Participant E7NC equally maintained that messages would be culturally sensitive when 

they also accommodate the remote areas: 

It should be taken from community level because when we are talking about 
awareness not only we that we are in the urban areas where we can get to listen 
to some of these things on radio and all that but let health workers take it to the 
community level…(E7NC) 

Indeed, participant G9BI confirmed that those in the villages should be consciously 

accommodated in maternal and child health promotion messages. Citing an example of 

the Baruba people, this participant provided the following explanation: 

You hardly have people from our area who would not go to the hospital except 
those in the villages…But those ones in the villages; they still need more 
orientation…They brought one woman from our village; this woman said all 
her nine children that she has, she delivered them all at home… So, those people 
at the village really need the orientation…(G9BI) 

Also, the second element of wholistic targeting, wholism of message stems from the 

perception that a message is culturally sensitive when it focuses on key players 

involved in maternal and child care.  It emphasises the communal system of living in 
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the study area. Since the practice, under this system involves doing things together and 

providing support especially to the pregnant women and new mothers, participants 

reasoned that messages would be culturally sensitive when message developers take a 

cue from this by ensuring that messages accommodate all relevant stakeholders.  

Participant P12YI noted for instance that sensitisation should also be extended to those 

who provide support to the pregnant or nursing mothers: 

Specifically, when you have just delivered, there are usually certain people who 
stand by you to offer support either concerning the care of the baby or the 
mother herself…So, you should have elders around; people like your mother 
in-law or your mother and other people who are close to you…they need to 
encourage them as well on why they should carry out their responsibilities when 
they have new mothers around (P12YI) 

Participant E2YI also observed that communal living may influence or restrict the 

health decisions and behaviour of perinatal women; hence it is important to for health 

messages to permeate the cultural influencers of the women as well: 

Target at the family members not only the women. You know the women, the 
pregnant women only come; they hear what we say here but some, the 
family…maybe their culture or value in their family, the husband may not even 
have a say on the wife; it may be one mother in-law somewhere, one sister in-
law...So, I feel if the whole family is involved in the care during antenatal, they 
would know what is expected. …(E2YI) 

Given such collective responsibilities of maternal healthcare giving, participants 

therefore submitted that wholism of messages also requires that such messages should 

be about all relevant stakeholders. As pointed out by participant P1YI, a culturally 

sensitive maternal health message should be: 

A message that comprises of everything. Like I said earlier, the adverts 
shouldn’t just be about the baby. Let it be about the mother, let it be about the 
baby, let it be about the people surrounding…immediate people surrounding 
the mother and the baby; it could be also the spouse, it could be immediate 
family members…so, more awareness on both the mother and the child and not 
just the child…likewise the people surrounding you as well…mother in-laws, 
parents…(P1YI) 
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4.3.7 Textural Theme 2: Cultural Conformation in Message Creation and 
Dissemination 

The second element that constitutes cultural sensitivity in maternal health messages as 

perceived by participants is the conformity of such messages to the information needs 

and preferences of the target audience.   

 

Figure 4.7 Cultural conformation in message creation and dissemination 

As indicated in Figure 4.7, four components that describe participants’ idea of cultural 

conformation in message design and delivery are, message focus, message formats, 

message channels and sensitivity to societal schedules.  
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4.3.7.1 Message Focus (S2a) 

Participants expressed their thoughts concerning areas of focus of maternal health 

messages to include the care of the baby, safe and harmful practices during pregnancy 

and postpartum, issues of birth preparation, hospital utilisation, labour and delivery as 

well as sex, child spacing matters and male partners’ obligations. Other areas of focus 

are issues of health workers’ attitudes and concerns about western education.  

Many participants were of the view that sensitisation on aspects regarding baby care 

remains a focal area of concern for most mothers. For instance, participant G5FI stated 

that, “If it has to do with educating people about how to take care of their babies, 

mothers would be interested; such knowledge is beneficial” while participant P28BI 

remarked that, “the more you learn more about things, the more knowledgeable you 

become so, I usually like to learn more about how to take care of my child whether it 

is in terms of feeding or just child care generally”. Furthermore, speaking from a 

traditional expert perspective, participant E5YI emphasised the need for orientation on 

the cultural dos and don’ts of baby care: 

If the person who baths the baby spits in the dirty water that has been used to 
bath the baby, that baby would not live that very day.  That is an area that can 
serve as a lesson for anybody who baths new born babies; she must not spit; her 
saliva must not drop into the dirty water used for bathing the baby. (E5YI) 

Provision of knowledge about safe and harmful pregnancy and child care related 

practices were equally identified by participants as important issues that would make 

maternal and child health messages culturally sensitive. For instance, medical 

participants identified harmful practices that need to be addressed. These include 

practices such as pregnant women’s non-openness about HIV positive status, deception 

about number of children, use of local pregnancy pegs, traditional hot water care and 

baby care practices among others. Participant E9NC stated for instance that: 
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They are fond of force feeding; I’ve seen many of them that will force feed the 
baby and the baby will just pass away from the forced feeding. And it’s those 
mother in-laws so, they need to be talked to and let them know the implication 
behind it; when you’re force feeding or when you’re not giving the baby 
balanced diet. (E9NC) 

Notwithstanding, participant E2YI explained that safe cultural practices can also be 

encouraged while the effects of harmful ones should be carefully highlighted, “like this 

rooming-in of a thing that I was talking about, it’s a good thing; they can encourage 

that…”. 

Non-medical participants indeed indicated interest in such knowledge about safe and 

harmful practices. For example, participant P23FI declared her interests as follows: 

I would want them to be explaining the things that a pregnant woman can do 
that can be harmful to her and the things she can eat; things she can do generally 
that would make her deliver successfully and also safeguard the pregnancy. 
Those ones too are good for sensitisation. (P23FI) 

Birth preparation, hospital utilization, labour and delivery issues also formed crucial 

subjects that participants believe should be addressed in maternal health messages. 

According to participant E2YI, just as birth preparation is practiced culturally, it should 

be propagated as a concern among the entire family members: 

Once you know that this woman is within child bearing age and she would 
soon…of course she will get pregnant and deliver. The family; they should be 
prepared. Preparation; financially, emotionally, every…they should be 
supportive and the mother to be too should be ready because she has a 
challenge ahead of her…she should be aware of all these things. You see, the 
media can a kind of appreciate some things, the tradition that the cultural 
people do… (E2YI) 

Participants also emphasised utilization of hospital by pregnant and post-natal women 

as an important component that should be covered in maternal and child health 

messages. For instance, participant P30BI said “I am particularly interested in health 

talks on the aspect of delivery”. Participant P19FI also expressed a similar view 

concerning the Fulani community and hospital utilisation and delivery issues: 



192 
 

That’s the aspect that we are even waiting for, we Fulanis if we can get people 
that are educated to come and enlighten us…they should be specific on how to 
go into labour and the risks involved during the labour period so that our women 
will be encouraged to attend any clinic for their antenatal. (P19FI) 

Issues of sex, reproductive health and general obligations of the male partners were 

also identified as important areas on which health education is required. Participant 

P19FI noted for instance that there are discrepancies which need to be addressed 

concerning cultural and medical beliefs concerning sex during pregnancy:  

The aspect that I feel has to be passed across to them is that any lady, any Fulani 
lady that got pregnant, they don’t usually want to have anything with the 
husband again; and according to health people, they said being with the 
husband, having sex too will be helping the baby and easy labour but them, they 
don’t used to practice that one. (P19FI) 

Furthermore, the importance of health education on child spacing and family planning 

was emphasised by participants. Speaking about Nupe people for example, participant 

P21NI was of the view that: 

There are some people, we need to educate them on family planning because 
some of them will deliver like 8 children and if they ask them, they will say 2 
(laughs), so, they will now be giving…those that will take the delivery for them, 
they will now be suffering them. Then, they will say; woman! And you say you 
have only two children…so they need to be educating them on issues of family 
planning (P21NI) 

Also, as pointed out by participant P26BI, health messages should equally focus on the 

roles of male partners in maternal and child health: 

You see the elderly people like the grandfathers and grandmothers often 
complain that the husbands would marry their wives and when it is time to take 
them to the hospital or take care of the wife, the husbands would say they don’t 
have money, and this is why pregnant women mostly die when they don’t go to 
the clinic. Some husbands even beat up their wives and this may also lead to 
complications resulting in death of the women and their babies at times; that is 
one aspect. (P26BI) 

Health sensitisation on the attitudes of health workers was also advocated by 

participants. The following view expressed by participant G7YI provides an example 

of the concern about health workers’ attitudes: 
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I feel it is the nurses and health workers that can encourage the people. If they 
try not to scare pregnant women…if they start telling them things like if they 
are not calm or if they don’t behave themselves, we would just give you tears 
anyhow. When people who are pregnant for the first time hear such threats, they 
would become scared but if they try to treat them nicely, talk to them with 
caution and pray for them, this would encourage the pregnant women too to be 
going regularly to the hospital…But by the time the nurses start talking down 
at them and insulting them; they would not like to go. (G7YI) 

From a medical perspective, participant E8NI however noted that health messages can 

be used to correct the general impressions that people have about nurses and other 

health workers: 

They can talk to them that…nurses of nowadays are different; no nurse would 
talk to you or abuse you...even we the nurses, we were taught Psychology and 
Sociology because of the olden days idea of nurses who usually shouted at and 
abused the patients…who impregnated you? Stay still and open your legs! 
These days, nurses are different; instead, you pat them…We the nurses too say 
their Thumma sabila yassarahu with them and Holy ghost fire too 
(supplications for delivery). And they too when you take care of them like that, 
they shower you with prayers…(E8NI) 

Furthermore, some participants equally viewed sensitisation on western education as 

an aspect that should be included in maternal health messages. For instance, participant 

P19FI highlighted the importance of western education especially for the girl child and 

in relation to maternal health as follows: 

If we can still have orientation or education on gender education so that if they 
have their female children that are educated, they will be able to enlighten them, 
and we would be able to be working in some of all these clinics so that if they 
are there, there will not be language barrier. (P19FI) 

 

4.3.7.2 Message Formats (S2b) 

Participants highlighted certain message formats considered as suitable for the 

presentation of maternal health messages in the study area. As indicated in Figure 4.7, 

these formats include entertainment formats like dramas, movies and music; persuasive 

contents like advertisement and jingles; and informative/educational means like news, 

talks and lectures. 
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Suggestions on the use of entertainment for maternal health education and sensitisation 

emerged as a consistent choice among participants as they noted that formats such as 

drama, playlets, movies and music have the tendency to catch peoples’ attention and 

stick to their memories. Participant E7NC noted for instance that such formats would 

be effective especially when disseminated in the local language of the intended 

recipients: 

When you do a kind of playlet about maternal health care and what happens to 
somebody who goes to antenatal and somebody who doesn’t attend very well; 
at the end of the day, that one will stick a lot longer for them…they will 
understand; I think it will help us a lot better for our women who are in the 
community also…we see lot of people translating some films into their 
language to benefit their people; it’s something that they can also work on 
doing, you understand; getting some of these video clips that are very good on 
maternal and child health to be translated in Nupe language, it will help to pass 
the message across…(E7NC) 

Additionally, participant G7YI also suggested that such health messages be 

disseminated in public places: 

Maybe if they go with videos of such educational messages, perhaps this can 
encourage people…or they do it in form of theatre or drama and stage at the 
market place because in public places like the market like that, they would get 
a lot of people; if it is in form of theatre like that it would encourage them and 
they would also be able to learn one or two things from it. If they air it on radio 
too, some people may listen. (G7YI) 

Participant P1YI also stated that, “let them create awareness through songs even 

through dramas. And let them be aware apart from television, apart from the internet 

and radio let them be aware through handbills, stage plays…and all those things” 

(P1YI) 

Advertisements and jingles were also suggested by participants as suitable formats 

through which maternal and child health messages can be promoted. For example, 

participant P5YI suggested that, “they can do it by sponsoring a programme on TV. 

You know, we like watching films; some dramas if they’re watching it, they can be 
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doing the advertisements on it or as in jingles”. Participant P7YI also recommended 

the use of radio advertisements, “Like the hospitals; to get people to be coming to the 

hospital for delivery and others, they should be engaging in adverts on the radio”. 

Furthermore, participant E2YI also pointed out that radio talks can be adopted as a 

means of sensitizing women while participant G3BI indicated that informative 

programmes such as news and newspaper reviews on radio could also serve as suitable 

means of reaching out to intended audience. In her words, “If the devil wants to 

penetrate you through ignorance before, you can use the information you get from such 

programmes brilliantly…” 

4.3.7.3 Culturally Appropriate/Preferred Channels (S2c) 

Based on the lifestyle and general characteristics of the various ethnic groups, 

participants proposed several communication channels believed to be suitable for 

dissemination of maternal health related messages in the study area. These channels as 

reflected in Figure 4.7 include interpersonal communication channels like face to face 

gatherings and campaigns as well as mediated channels like the electronic/new media 

and printed material such as posters and billboards.  

Interpersonal communication was highly favoured by majority of participants as they 

considered information dissemination through means such as meetings/lectures, staged 

campaigns like motorcades and stage plays as well as neighbourhood announcements 

and door to door outreach as appropriate communication strategies for reaching out to 

the people. Several participants noted that gatherings such as religious gatherings or 

other formal/semi-formal meetings like lectures at the antenatal sessions or public 

addresses are appropriate means of promoting maternal and child health. 
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Campaigns using motorcades, stage plays, neighbourhood announcements and door to 

door outreach were also identified by participants as appropriate face to face 

communication strategies for maternal and child health promotion. To participant 

P2NI, such face to face communication is particularly useful when the recipients do 

not have easy access to the media. According to her, face to face communication also 

brings the information closer to the people: 

 What I think they should use is this oral presentation because remember I said 
we are having problem of light. Even though they do it on television or any 
other thing, the villagers will not benefit. So, probably, a gathering; if they have 
a gathering, call them, do an experiment, show them or if they have cassette, 
play it for them so that they will see that yes, it’s really working. (P2NI) 

Apart from the interpersonal channels, radio formed the second popular channel of 

communication identified by participants as appropriate for dissemination of maternal 

and child health messages. Few participants also mentioned the use of television, but 

radio was still given more recognition than television. Participant G7YI noted for 

instance that: 

It is only the villagers that you can use interpersonal or door to door approach 
for in order to communicate such messages to them but for other people, the 
television or radio can be effective means of reaching out to them because these 
days, many people watch the TV and listen to radio. (G7YI) 

However, participant P23FI was of the view that for Fulani people even in the village, 

radio might still be more preferred to face to face channels because of the women’s 

attachment to their means of livelihood: 

It is good that they disseminate such messages through the radio. You know we 
Fulanis in the village, even if they call them to a gathering to come and listen 
to things like health talks, they usually don’t like to attend; they would say don’t 
they have work? But if it is on the radio, it is only if you don’t want to listen to 
it that you will put off your radio but those who want to listen to it will do. 
(P23FI) 

Radio was also considered suitable for disseminating maternal and child health 

messages by the following participants due to its accessibility and reach: 



197 
 

 Most of our mothers, some of them may not have TV at home but they listen to 
radio a lot... I think airing such messages on the radio is best…It is on radio 
particularly that such programmes should be transmitted, that’s the way it 
would generate the required results on the women (P12YI) 

According to participant P8YI: 
 

They should organise programmes on radio; I choose radio because it has a 
wider reach. Even if you don’t have light at home to watch the TV, you should 
be able to afford batteries; put it in the radio sets, you can listen to programmes 
on radio relating to maternal health. (P8YI) 

Posters and billboards were also identified as relevant channels of communicating 

maternal and child health. “Apart from the television and the radio, there should 

(stressed) be billboards, there should be handbills” (P1YI). Participant E1YI also 

shared a similar view: 

I think these posters; they can go through posters by pasting it …and these bill 
boards. You know some of these people in the villages, they may not have radio 
and television but with the bill boards and fliers on their market days… (E1YI) 

 Participant P14BI also suggested that, “maybe on that poster, we can put some people 

who are not sick and those who did not abide by the advice” while participant E7NC 

suggested the use of local languages, “you can do posters in Nupe language; clip boards 

in Nupe language so that you get the women to be aware at their own level”. 

Few participants also mentioned mobile phones and movies as possible channels of 

maternal health message dissemination. For example, according to participant G5FI, 

“You know some people have mobile phones; they can be listening to those kinds of 

programmes on their mobile phones”. However, in her remarks about Nupe people, 

participant P16NI observed that, “If they have to listen to anything on phone it would 

have to be music”. The participant also noted that “If they have to watch TV, it would 

have to be movie” while participant G6FI also said, “We watch the television though, 

but it is mostly movies; all these movies that they show in Yoruba language”. 
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4.3.7.4 Sensitivity to Societal Schedules (S2d) 

Sensitivity to societal schedules refers to working within the confines of the people’s 

preferences concerning factors such as how, when and for how long they are available 

to pay attention to the health messages. Participants identified the need to ensure that 

messages are strategically delivered to increase the target recipients’ exposure as well 

as sustain their attention. Conformation of messages to suit the typical schedules of the 

target recipients was therefore suggested based on two interrelated factors. As indicated 

in Figure 4.7, these are conformity in terms of time/duration and period of message 

dissemination as well as engaging in promotion/publicity before actual delivery of 

scheduled messages like face to face health talks or programmes/messages on radio.  

The thoughts of participant E6YC, who worked in a hospital in a Nupe community 

captured both factors as she emphasised message brevity and the use of town criers as 

appropriate means when reaching out to the typical Nupe women in their community: 

If you want the message to be effective, so, you go through the normal channel 
like those…the town crier people; when they assemble them, make the message 
brief…and go straight to the point (stressed) because as you’re addressing them, 
if you’re beating about the bush, majority of them will leave because they have 
other things to sell. Their minds will be in the market. (E6YC) 

Furthermore, with reference to broadcast messages, participants generally expressed a 

range of time preferences considered as appropriated for the dissemination of maternal 

health related programmes. While some participants like the working-class preferred 

weekend programmes for instance, others like the elders suggested early morning or 

night time for such health messages. For example, participant P16NI said she preferred 

maternal and child health messages on the media to be aired “In the evening or during 

the weekend in the morning; Saturday or Sunday, then in the evening”. According to 

her, that is when she has time for such programmes. 
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Participant G7YI however stated that, “I think it’s better to air the programmes at night 

because no matter where people go right from in the morning, at least, they would come 

back home at night…” 

In addition, participant P23FI equally supported the transmission of the messages at 

night:  

It is at night that is most appropriate because even the husbands too might be 
around by then because it is not all the time that the husbands are around but 
wherever he goes, by night, he would have returned home, and he can listen to 
the radio by this time. It is at night that such programmes should be aired 
(P23FI) 

However, regardless of the specific time of message transmission, as noted by 

participant G7YI, message promotion prior to actual dissemination is also considered 

important in gaining audience attention, “it would be better if they advertise such 

programmes in advance during the day or any time before the broadcast date and time”. 

This view is also shared by other participants such as participant E5YI who likened the 

potentials of message/programme promotion to a popular culture of the Yoruba people 

of Ilorin which involves using sweets as a reminder or invitation to attend certain events 

being planned: 

In our own culture here in Ilorin, if you want to have a ceremony, and you want 
to invite people to attend your function, when it is about 3 months to the date, 
you would buy sweet and distribute to all those you want to invite. They too 
would therefore keep it in mind that they have an occasion that they have been 
invited to attend (E5YI) 

This participant thus suggested that maternal and child health programmes can also 

take a lead from the above cultural practice by laying captivating foundation or 

promotion of their ideas prior to actual dissemination of health messages. In further 

corroboration of this view, participant P7YI also submitted that to enhance the 

effectiveness of health messages on the media like radio for instance:  
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They can get some people to visit neighbourhoods to make announcements 
ahead of the programme; stating the days and time of broadcast as well as the 
station of broadcast. This would create awareness about the programme even 
especially among those who didn’t usually listen to radio before. Such 
neighbourhood announcements can encourage people to look forward to and 
pay attention to the programme when they have prior knowledge about the 
programme, and they have heard that the programme would be of benefit to 
them. (P7YI) 

Furthermore, participants G5FI and G7YI also made some remarkable observations 

relevant to broadcast programming. According to participant G5FI, maternal and child 

health related messages can be aired right after important programmes like the news: 

You see, after they finish the news, they can air such health promotion 
programmes since many people like to listen to the news; this would make 
people not to miss the programmes too. You know if you have radio, they 
usually broadcast one news early in the morning around 6 O’clock or 6:30; they 
cover all sorts of issues. One can listen if one has a radio set (G5FI) 

Relatedly, participant G7YI also observed that in her area, people often paid more 

attention to radio broadcasts during the Muslim fasting period; hence, this could equally 

serve as an opportunity to promote maternal health through the media: 

During Ramadan…that is when most people in this Ilorin listen to the radio. 
Even those who do not have, they would buy. And you know during this period, 
it is mostly Islamic sermons that they do but if government can do it in such a 
way that maternal health programmes can be inserted in between those Islamic 
programmes, we would get people who would be interested in listening. (G7YI) 

 

4.3.8 Textural Theme 3: Cultural Message Adaptation Strategies 

Participants also conceived cultural sensitivity in maternal health messages in relation 

to the use of message strategies. From the participants’ descriptions, three structural 

themes which capture cultural message strategies that can be adapted for health 

promotion in the study area emerged. As shown in Figure 4.8, these themes which 

comprise further sub clusters are (i) culturally appropriate presentation strategies (ii) 

utilising cultural characteristics and (iii) utilising cultural influencers and opinion 

leaders. Each of these themes would be discussed in detail in the following sections. 
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Figure 4.8 Cultural message adaptation strategies 

4.3.8.1 Culturally Appropriate Presentation Strategies (S3a) 

This structural theme captures the participants’ perceptions of appropriate message 

presentation strategies required for culturally sensitive maternal health messages. As 

illustrated in Figure 4.8., culturally appropriate presentation strategies include 

utilisation of culturally appropriate presenters to deliver the message, adoption of 

diplomacy and sensitivity to ethno-religious values, and ensuring cultural 

appreciation/compatibility. 

Cultural appropriateness in message presentation was viewed by participants from the 

perspectives of local language ability, competence, ethnic origin and age/social group 

affiliation. For example, in her remarks about culturally appropriate message presenters 
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for Nupe recipients, language ability and competence were highlighted by participant 

E9NC as follows: 

You must look for somebody that understands Nupe language very well and not 
just that, the person should have knowledge about health as well, it should be a 
health personnel and the person must be able to speak Nupe very well (E9NC) 

Similarly, in addition to presenter competence, participant P23FI also emphasised the 

utilisation of indigenous presenters, “those people who already have knowledge about 

all these good maternal health practices; it is such people from among the Fulani people 

themselves that you can engage to make the message acceptable to the people”. 

Furthermore, citing an example of how to address the usual tension between the 

daughters and mother in-laws, participant G7YI highlighted the use of presenters who 

share certain similarities like age with the message recipients: 

The young girls, that is the daughters; they are stubborn. The mothers and 
mother in-laws too are equally stubborn so what can be done is that if there are 
some reasonable ones amongst them, it is those ones who can explain to 
them…(G7YI) 

Diplomatic manner of approach on the other hand relates to the presenter’s qualities 

and attitude while addressing message recipients. Participants identified caution, 

friendliness and respect as some of the strategies that can increase attentiveness, 

reception and acceptance of messages by the recipients. Participant P10YI noted that: 

Those handling health promotions must be friendly, they should make people 
see reasons why some things are good or bad; they should explain to people 
about the way things should be done in a polite manner…they should not 
enforce things…no doubt what they are saying is for our own good but it is not 
everybody that would get it… It is not everybody that has the education; some 
people would look at it as if; what’s their business? Is it not my body? 
Please…So, if they approach them in a diplomatic manner…if they are not 
arrogant and harsh, people would tend to get what they’re saying (P10YI) 

Participant P1YI also viewed manner of approach from the perspective of being 

sensitive to the emotions of the recipients. According to her: 
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When you’re trying to prevent infant mortality, you have to be careful in the 
way you advertise…in the way you call attention of mothers to this kind of 
awareness and even when you’re orientating the mothers because nobody really 
likes being faulted; being accused of certain things…. You have to be 
considerate of their condition as well. And then even a mother that has not been 
a victim of infant mortality and you’re trying to orientate her, you have to be 
careful as well so that such person will not be scared especially if the person is 
pregnant. Those are things I would consider to be culturally sensitive…You 
should address people modestly. (PIYI) 

A similar view was shared by participant E2YI as she described her experience with 

some of her patients: 

Our people here, if you kind of appreciate them, they get to listen to whatever 
you want to say. So, if you firstly appreciate what they do, that, Ah! You, our 
mothers, well-done, we appreciate your efforts, you would eat the fruits of your 
labour, things like that, they will give you all attention. Don’t start by (using an 
accusation tone) Ah! It is the bad things that you people do that we want to talk 
about; no, no, no, no; they won’t listen. Some of them would just put off the 
radio but if you start by praying; you’ll benefit from us, this, that, things like 
that, whatever correction you give, they’ll see it as correction. (E2YI) 

Furthermore, sensitivity to ethno-religious values/issues was considered as one of the 

crucial factors to consider towards culturally sensitive health messages.  Based on the 

descriptions of participants, sensitivity to ethno-religious values refers to exercising 

caution about those issues or beliefs over which there are strong cultural or religious 

reservations. It was suggested that maternal health messages developers/deliverers 

should take note of and diplomatically address such issues as appropriate. For example, 

speaking about shyness of the Fulani people and their reluctance to expose their bodies, 

participant P19FI made the following remarks about the typical Fulani lady and how 

health messages can be culturally sensitive in this regard: 

Even within their own Fulani community, some of them will not let the 
neighbours know that they want to deliver…so, it’s only if you’re first telling 
them that it’s female to female and it’s for the purpose of their health and their 
babies… that they will see female doctors there and even if it is a male 
doctor…they are there for just the purpose of having the good health for the baby 
and the mother so that they will be able to monitor the baby’s health and the 
mother…if they lose blood, they will be ways to replace it; so that they won’t be 
afraid of going for antenatal or delivery (P19FI) 
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In addition, cultural appreciation and compatibility also form another category of 

presentation strategy highlighted by participants. According to participant P3YI for 

instance, in trying to correct some harmful cultural practices for example, it is useful 

to firstly begin by appreciating some of the positive cultural practices of the recipients: 

If one wants to talk to them, one must at least say the right…the positive what 
tradition offers so that they can be captivated and listen to you. Then the bad 
ones, that is when they will be listening for the corrections. (P3YI) 

In a similar vein, participant E2YI remarked that: 
 

The media can a kind of appreciate some things, the tradition that the cultural 
people do. You should not discourage everything because if you want to take 
away something from them, you try to replace it with something good. (E2YI) 

Participants equally emphasised the salience of presenting messages in a manner that 

is compatible with the peoples’ culture. Participant P1YI stated that: 

Whatever you’re trying to advertise to them let it be something that would not 
contradict their culture. Even if it contradicts, you have to amend…you have to 
find a way to cloud their thoughts so that they would believe oh okay, this is 
what this says but we’re not even sure whether it’s okay with our culture, but it 
should be okay with our culture so let’s go with it. So, you manipulate the 
society you are in to accept whatever you’re about to offer to them. (P1YI) 

Citing an example of the cultural tradition of using safety pin and other local 

pregnancy protective measures, participant E2YI suggested that message adaptation 

or compatibility may be approached from such perspectives. In her words, “It can 

come like a message like, one should take precautions or protect oneself is nothing 

bad, but it should have a kind of…there should be a limit, we should not go too 

extreme”. Furthermore, as observed by participant P26BI, cultural compatibility in 

message presentation also includes the ability to meet up with the recipients’ 

expectations.  This participant shared the following experience about a group of health 

workers’ visit to her community: 
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My own thoughts when I heard the announcement for us to assemble was that 
they would do some routine checkup for us one by one. You know; like they 
are providing free antenatal care, but they didn’t do that. They just started giving 
people drugs; 5-5 in the packs…Then they were asking people questions and 
whoever got the answers were given phone recharge cards of two hundred naira 
(5 cents)…So many of the people abandoned their own work because of this 
same event and they ended up just wasting their time. I angrily left there 
eventually because I had to go and collect herbs for my baby…I didn’t see 
anything tangible in what they were doing there… At least, I know the things 
they usually do when you go to the hospital for antenatal…(P26BI) 

4.3.8.2 Utilising Cultural Characteristics (S3b) 

Several useful cultural characteristics were brought to fore as participants expressed 

their views about how culturally sensitive maternal health messages can be created 

through the incorporation of the cultural characteristics of the intended recipients. As 

illustrated in Figure 4.8, characteristics that emerged from the participants’ reflections 

are primarily in the form of obvious cultural characteristics like language, occupation 

and festivals as well as several not so obvious behavioral characteristics that reflect 

societal beliefs and general ways of life of the people.  

The use of local language was identified by majority of the participants as the primary 

means of engaging peoples’ culture in maternal and child health promotion. For 

instance, according to participant P6BI, “it all comes down to language now because if 

they don’t understand what you’re saying, then the message is not passed across”. 

Although, several participants noted that in addition to the use of English language as 

the official language in Nigeria, Yoruba language is also understood by many but not 

everyone in the study area. Hence, the use of other local languages was much advocated 

by participants. Participant E7NC stated for example that: 

The messages should be given in Nupe language so that a typical Nupe woman 
who is not educated can benefit from the message you are passing across to 
them because if you give them in English and they don’t understand, you have 
to come down to their level and say it in their language and that is why 
community awareness too is good (E7NC) 
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Similarly, participant G5FI noted that, “If they use our own language it is better. 

Although some of us understand Yoruba, there are several others who do not 

understand”. Participant P27BI also pointed out that:  

You see, in our place, many of them are educated so they can relay the messages 
in English…but for those elderly people; if they transmit the messages in 
Yoruba, they would still understand but…especially if they are going to give 
them face to face health talks; the people who would give the talks should 
understand both Yoruba and our own language very well. So, if they get the 
messages in English and they also hear it in Yoruba and then in our language, 
everybody would understand very well. (P27BI) 

The use of popular occupation was equally suggested as an entry point for maternal 

health promotion messages. Participant G4NI made the following remarks about the 

Nupe people in particular: 

Mostly, we’re used to farming and then trading too. Then some of us are civil 
servants. So, they can use that aspect of farming in a way that relates to the 
message because most people are used to farming; even the civil servants too 
except those that are not living in the village. So, with things like that, they can 
also go through our major occupation which is farming. (G4NI) 

 

Meanwhile, other recommend behavioral characteristics highlighted for maternal health 

promotion by participants include use of freebies as incentives and adoption of the “seeing 

is believing” principle. Several participants regarded the provision of incentives as an 

effective means of getting people’s attention since these serve as a motivation for them to 

carry out certain actions like going to the hospital for antenatal or post-natal sessions and 

immunisations. Hence, this method was suggested by many as a strategy that can be 

adopted in the creation of culturally sensitive maternal health messages. For instance, 

participant E6YC shared the following experience: 

If they hear now that Ah! They’re giving all babies mosquito net o! On market 
day, they will make sure they come here but if they say they’re giving babies 
immunisation at General Hospital without anything attached to it, you will see 
only few of them …if they hear they’re giving them something; they will say to 
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their neighbours, help me watch over my goods, I’m coming. They will quickly 
come because of that thing they want to give, they would come. (E6YC) 

In a similar vein, participant P1YI noted that use of incentives and freebies particularly 

proves useful as an attention-grabbing tool: 

When you’ve noticed that these set of people, they’re highly culturally inclined; 
you have to find a way to manipulate them…You’re talking about free drugs, 
you’re talking about free healthcare…when they hear these, they’re also 
impressed… they would be eager to go to that clinic just to collect these free 
drugs. By the time they get to the clinic, there would be orientation…that’s 
where they would be more enlightened but that first step of getting them to even 
go is what is needed…(P1YI) 

The adoption of “seeing is believing principle” is also another cultural characteristic 

that participants generally considered as appropriate for health promoters to incorporate 

in maternal health message design and delivery. The idea of seeing is believing relates 

to the participants’ descriptions of strong cultural attachment and reluctance to accept 

new information or practices concerning maternal and child care except when provided 

with concrete evidence or examples to prove the authenticity of given information or 

practice. As pointed out by participants, seeing is believing can therefore be 

incorporated into maternal and child health messages by using examples or testimonials 

from people who have passed through similar experiences. It can also be through the 

provision of concrete evidence or justification for certain recommendations. Participant 

P2NI explained for instance that personal experience or experience of others often 

serve as a lesson: 

Some believe this is how their parents have been doing it and they’ll continue 
doing it since it has been successful for them…there’s nothing you’ll not tell 
such people that they’ll believe until maybe it happens to him personally or 
somebody close to him, that’s when he can change. (P2NI) 

Participant G5FI also pointed out that it is more convincing when you provide people 

with evidence in health messages: 
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You know we are different; some people, when they tell them something, they 
would accept but some others would say, ah! it’s a lie. So, you see if things can 
be demonstrated or evidence shown to people, this would enable them to believe 
and accept the message. This is because some people don’t believe what you 
tell them until you show them some form of evidence. (G5FI) 

 

4.3.8.3 Utilising Cultural Influencers and Opinion Leaders (S3c) 

Participants identified cultural influencers and opinion leaders as relevant categories of 

people or institutions through which maternal health related messages can be 

confidently filtered or affiliated. As shown in Figure 4.8, the analysis of data revealed 

the following categories of cultural influencers and opinion leaders in the study area; 

community heads and religious leaders, family heads, in laws and elders in the 

community, community town criers and the youths, nurses, doctors and health officials, 

government and government affiliates, and the media.  

Community heads and religious leaders emerged as a popular category of opinion 

leaders whose influence majority of participants believed can be used to enhance the 

credibility and acceptability of maternal and child health messages by community 

members. According to participant E7NC for instance, once you can convince the 

community head, your message stands a chance of being accepted: 

If you go to a community setting or village where you want to get awareness 
across to the women, you go to the village head first…you’ll tell him your 
mission and the importance of your mission and how it’s going to improve on 
the health of their wives and their daughters…Once he gives you his word, he 
will get a way to gather them to listen to you but if you just go and say you want 
to approach one person, you cannot penetrate them. (E7NC) 

This view is also shared by participants across other ethnic groups and categories as 

well. For instance, participant G8FI made the following remarks as she equally 

highlighted the influence of the men on women’s compliance with recommendations 

of health messages: 
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People like our magaji (community leaders); you know we all have leaders. If 
they tell the men that this is what we should do, and this is what we should not 
do, we would easily follow what they tell us. (G8FI) 

Furthermore, participant P29BI also noted that using the leaders’ abode as venue of 

information dissemination further adds to the credibility and importance of the 

messages: 

You would inform the traditional leader; if you do this, it is the King who would 
now direct those who would announce to the people about the programme. They 
would direct the people to assemble at the front of the King’s palace so that the 
health promoters can address them at a given time and day. That’s a way of 
getting many people to be exposed to your message. (P29BI) 

In addition, religious leaders were also identified as influential and hence, considered 

as suitable means of reaching out to the people about health messages. For example, 

participant P20NI pointed out that: 

If…any message pass through the Emir; the leader, Imam, Pastors; If any 
message passes through them and they were able to disseminate to the populace 
or to the others, they will accept it and they will put it into practice. (P20NI) 

Participant P3YI also observed that: 

You find these women in Assalatu (Islamic prayer groups). Mostly, they don’t 
joke with their Assalatu on Fridays or Sundays. So, if one wants to talk to them, 
one needs to reach out to them in these groups. It means you must have seen 
their mallams (leaders or learned Islamic teachers)…They take these people as 
the semi-god because when they give the idea of prayer, they follow…we have 
this, they follow; they ask them to fast on the day of Arafat or something they 
follow, they tell them a lot of things because they don’t have much knowledge 
in Al-Quran so they believe when they attend such places, they get to know 
what they don’t know. (P3YI) 

Cultural influencers and opinion leaders also exist at the family level. As highlighted 

by participants such influencers include the family heads, in-laws and elders in the 

family and neighbourhood. The family heads and husbands in general command a lot 

of respect by their wives and other family members. This is evident in the following 

reflections of participant P19FI for instance: 
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Like we have the head of the community, the head of the family, all those ones; 
we take instructions from them and we obey them, so they are the only people 
again that the message…if you’re sending any message to them, if you use their 
influence across to them, they will be able to comply. (P19FI)  

Such influential role of the men is not limited to the Fulani community alone as other 

participants from other ethnic groups also shared similar views. Participant P26BI 

confirmed for instance that her husband influenced her hospital utilisation a great deal, 

“my husband; he won’t even allow me. If I have any little complaint like this, he will 

insist that I go to the hospital and I will go promptly, and they would treat me”. 

Apart from the family head and husbands, participants also identified mother in-laws 

and other male or female elders as having strong influence on maternal and child care. 

Participant G6FI described such respect among the Fulani people as follows: 

If we want to do something, if our mother in-laws say stop! Don’t do it; we 
would respect their authority. The same goes for our father in-laws and our 
husbands’ elder ones because our husbands’ elder ones, we also put them in the 
category of our mother in-laws.  Even our husbands’ younger ones too… (G6FI) 

The influence of elders on message acceptance by perinatal women also reflected in 

the following experience shared by participant P12YI thus, “when they talk about 

things related to culture on radio, if we see that these are in line with what the elders at 

home also tell you, we practice such”. Going by such influential roles of family 

members like the elders and mother in-laws, these categories of opinion leaders were 

therefore regarded as assets for maternal health promotion. For example, participant 

P7YI who re-emphasised most elders’ resistance to adopt modern health care practices 

however noted that elders can also be used to disseminate health messages:  

Some elders, it might be due to certain incidents that occurred or that such 
person has experienced that makes the person hold on strongly unto the belief 
of not letting pregnant women deliver at the hospital. Such an elder…if that 
person has now realised that things  have changed; health promoters can bring 
such a person to talk about her experiences while she acknowledges  that things 
have changed now, and encourages women to  go the hospital… if health 
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message promoters can try to be picking elders from within different 
households like that… (P7YI) 

In a similar vein, speaking specifically about elders, participant P27BI expressed the 

view that to address elders about maternal and child health, “it is elderly people like 

themselves that can talk to them that they will believe because majority of them are 

very stubborn”. 

Participant G7YI however noted that there are also stubborn ones among the perinatal 

women. She observed that despite the influential roles of the elders, respect for elders 

had dwindled in modern times, “these days, those young ladies cannot respect anybody 

except may be the nurses; no mother in-law or father in-law can tell them something 

and they will agree for instance…even their husbands too…”. 

Hence, another category of influencers/opinion leader identified by such participants 

are the nurses, doctors and other health officials like the community health workers. 

Participants’ accounts revealed that messages originating from health personnel are 

often held as credible by the populace. Participant P20NI who is also a community 

health worker confirmed this as she shared the following experience: 

In our land here, mostly…if you deliver the message when they are in the 
hospital, they used to have the belief that the message is real message which 
they can take and practice…even if the message is not for the nursing mothers, 
if you deliver the message to them, they will circulate the message to others 
which they will understand and they will say from so and so person… (P20NI) 

Participant P27BI also shared a similar view: 

You know there are some people; if ordinary people like them try to health 
educate them on maternal health; they would question such people that are they 
nurses or health officials but once the nurses come and they tell them things, 
they would believe them (P27BI) 

Relatedly, several participants also highlighted belief in the government and 

government affiliates. Participant P25YC was of the view that, “it is the government 
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that knows how best they can reach out to those women” while participant P15BI 

maintained that maternal and child health promotion should be affiliated to the 

government to enhance message effectiveness:  

Without government support I don’t think it will work. You know if I go there 
now and I didn’t show any example, they will not count it as anything but if 
government goes and use their power maybe it is by radio. They should do 
interview for the person, if people hear, they will be able to learn from the 
person. (P15BI) 

The following remarks of participant P25YC further captures the picture of some 

participants’ description of belief in government: 

If educationists or health officials visit our place and tell them that they should 
do this, they should not do that; they would believe you but if you are staying 
among them, they see you every day, they won’t listen to you…but if they send 
a delegation to them from somewhere else, they would respect and believe such 
people; like sending a delegation of health workers or government officials. 
(P25YC) 

Participant E2YI also confirmed this when she recalled her experience with some 

patients as follows: 

They actually give value to whatever they hear in the media than what you the 
health worker is telling them because they see you as an individual; they see the 
media as a totality that it is the government; the message is from the 
government. Even if it is an individual that sponsored that programme, without 
the involvement of government, they tell you it is the government. (E2YI) 

In addition, the media are also perceived by participants as capable of influencing the 

people to engage in healthy practices. Hence, they identified the media as important 

means through which culturally sensitive messages can be disseminated to the people. 

For example, addressing the researcher, participant G1BI stated that: 

Like you have come now, at least you have learnt out of our culture, if it’s taken 
to media houses or taken to hospitals where they can be educating nursing 
mothers and pregnant women with it so that everybody can benefit…(G1BI) 

Participant P9YI also expressed the view that, “they should increase awareness and 

sensitisation on the television and radio, it would benefit everybody. When they 
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intensify media sensitisation and awareness, those who are exposed to such messages 

would definitely pass it on to others”. Also, participant P8YI who cited an existing 

maternal and child health programme on radio suggested that such efforts should be 

intensified, “there’s a programme on Radio Kwara, it is titled Omolaso, the producer 

of that programme visits maternity clinics to interview mothers; pregnant women, those 

that already have babies…”. This participant further suggested that other developers of 

maternal and child health messages should take a leaf from the programme. 

On the other hand, some participants also identified the town criers and town public 

relations officers as people whom members of communities believe in, given the 

powers vested in them by the authorities to disseminate information to the people, 

especially in small communities and villages. Participant E6YC said, “I think if you 

want the message to be effective, so you go through the normal channel like those…the 

town crier people” while participant P27BI suggested that public relations officers can 

be engaged in the dissemination of maternal and child health messages: 

We have Public Relations Officers who handle such announcements. Once you 
inform them, they will arrange for the announcement…if they want to go to our 
place; once they get in touch with the Public Relations Officers, they would 
work on gathering the people. You can even give your message to the Public 
Relations Officers who would in turn interpret to the people in such a way that 
they would understand the messages very well. (P27BI) 

Participant P16NI however had a different perspective as she expressed the view that 

the youths could also serve as cultural influencers who could be engaged for maternal 

health promotion. According to this participant: 

You should start from the youths. You know the youths would understand better 
than the old people. The youths would then educate the older ones. That’s how 
the information can be passed across…because youths nowadays, majority of 
them are educated but the older ones, minority of them educated. So, the youths 
can go around passing the information, this is what we are asked to do; this one 
is good, this one is not good; they can pass the information across to the elder 
ones. (P16NI) 
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4.3.9 Finding Three: Salient Cultural Elements for Maternal Health Promotion 

This study sought to understand how salient cultural elements can be engaged for 

maternal health promotion in the study area. Three core themes which emerged from 

the analysis of data, based on experiences shared by participants on salient elements of 

culture that can be engaged for maternal health promotion are, (i) salient beliefs and 

taboos, (ii) salient values, and (iii) salient norms and traditions. Figure 4.9 shows that 

these elements have inherent components which make up structural themes that 

describe the participants’ perspectives of core cultural elements in the study area that 

can be engaged in maternal and child health promotion. 

 

Figure 4.9 Salient cultural elements for maternal health promotion 

4.3.10 Textural Theme 1: Salient Beliefs and Taboos 

Participants identified some important cultural beliefs and taboos which they perceived 

can be incorporated into maternal health promotion messages. Figure 4.10 shows that 

these salient beliefs and taboos identified by participants are reflected in two structural 
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themes, (i) faith and religious beliefs, and (ii) pregnancy outing beliefs and taboos. 

 

Figure 4.10 Salient beliefs and taboos 

As highlighted by participants some of these beliefs and taboos can either be promoted 

or discouraged in health promotion messages  

4.3.10.1 Faith and Religious Beliefs (S1a) 

Faith and religion were identified as influential aspects of culture that can be utilised 

for maternal health promotion. Figure 4.10 shows that two fundamental elements of 

faith and religion can be adopted for maternal and child health promotion. These are 

supplications and the use of religious/traditional remedies as well as beliefs in holy 

books and religious associations/leaders.  

Supplications and religious/traditional remedies formed popular pregnancy related 

beliefs that participants perceived as crucial for safe motherhood. Regardless of 

participants’ religious affiliations, the analysis of data revealed that supplication for 

safe delivery as well as general safety of the mother and child are considered very 

important aspects of maternal and child health. Therefore, participants generally 

advocated for the promotion of such beliefs in maternal health messages. For instance, 

participant E1YI stated that when the patients are in the labour room, even the nurses 
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too pray along with them, “if you’re a Muslim, call Allah; say Thumma sabila 

yassarahu, continue reciting it and us too we recite Qursiyyu for them. That’s our 

belief”. Similarly, participant P4YC also noted that during pregnancy and child birth:  

You have to be extra prayerful…as a Christian, you’ll just say God, I’m in your 
hands…things like that. So, you just pray. So, religion has aspect to play 
especially in family life not only in maternal health…whatsoever, you believe, 
you hold on to it tightly.  (P4YC)  

However, participant P10YI who also emphasised the importance of prayers pointed 

out nonetheless that prayers should not prevent people from using the hospital: 

Basically, as per religion, it’s prayers; as a Muslim, it’s prayers. Then you go 
to the hospital. Once you go to the hospital and they’ve examined you, done 
tests everything, you leave the rest to Allah for Him to do…but it is 
advisable…don’t say because of religion or anything…you must go to the 
hospital, you must go. (P1YI) 

 
 The use of traditional or religious healing was equally highlighted as very common in 

the study area. For instance, participant P16NI made the following remarks about the 

Nupe culture: 

If anything should happen, the first thing, they would try their best going to 
native doctor. As they’re consulting the medical doctor, they would be 
consulting the native doctor but if the medical side is not working, they focus 
on the traditional one...they believe in traditional healing and they also believe 
in medical aspect and they also believe in God. (P16NI) 

The use of hantu by the Muslims and healing water by the Christians also formed 

another salient belief identified by participants. The analysis however revealed that 

participants hold differing viewpoints concerning such religious remedies as a means 

of safeguarding health. For example, while participant E8NI was of the view that it is 

safe for women in labour to drink such holy waters, participant E2YI on the other hand 

shared a different perspective. 
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According to participant E8NI:  

Some of them too come in with Holy water; they would say their pastors asked 
them to use it. So, we just allow them so far as it is not something that would 
harm them or the baby. And personally, being a Muslim I know that there is 
hantu that helps labour that is why I give them because I also used it during my 
own time too. In fact, you would think it is oxytocin, it helps; and it’s not wrong 
for a patient to drink water during labour. (E8NI) 

To participant E2YI however, prayer is still the better option when it comes to religion: 

I am not against hantu but even at that I don’t allow people to give hantu once 
in the labour room because whatever you want to do, you have nine months of 
pregnancy, you must have done that but not in the labour room because in 
labour room, it is very dangerous…If they want to pray for you, let them 
continue praying, yes prayer works, there’s nothing God cannot do. (E2YI) 

Nonetheless, as noted by majority of participants, the popularity of the use of these 

holy waters for pregnancy and delivery highlights its importance as an aspect to address 

in maternal and child health promotion depending on the target recipients and their 

religious beliefs.  Participant P8YI remarked for instance that: 

You know we are of different religious backgrounds; like myself, I believe in 
hantu, but you cannot give a Christian hantu to take during pregnancy and you 
know Christians too, they do have Omi Iye (healing or living water); you cannot 
bring Omi Iye to me now and tell me to drink, it’s somehow. So, it depends on 
our belief. (P8YI) 

The second salient element of religious beliefs identified by participants involves 

beliefs in the Holy Books and religious associations or leaders. Some participants 

emphasised that credibility of messages can be strengthened when such messages are 

backed by evidence from the Holy Books. Others observed that credibility of 

information or messages are guaranteed once such message emanates or is associated 

with religious leaders. For instance, participant P23FI stated that, “if it is in the Quran, 

we believe that one, but if it is not there, we don’t believe such things”.  In a similar 

vein, participant E2YI observed that: 

Our religious leaders, they have a role to play because some people, it has to do 
with their faith; it’s whatever the pastor has told her, it’s whatever the Imam 
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has told her. If the Imam has told her that you should not allow them to give 
you drip, no matter what you do; we have them here…so, I feel religious leaders 
too have a lot of things to do. (E2YI) 

Therefore, establishment of some form of connections or evidence from Holy Books 

like the Quran or religious leaders like the Imam or Pastor was considered a suitable 

strategy of getting favourable audience attention and action towards maternal and child 

health promotion messages.  

4.3.10.2 Pregnancy Outing Beliefs and Taboos (S1b) 

Some participants identified outing beliefs associated with pregnancy as an important 

element of culture that is beneficial and hence useful for maternal health promotion. 

As illustrated in Figure 4.10, these outing beliefs are, safety and outing restraint, and 

jinn related beliefs. 

Findings revealed that culturally, in the study area, it is generally believed by most of 

the ethnic groups that pregnant women should not go out in the afternoon while the sun 

is shining bright or late at night. Participants found this belief beneficial as they pointed 

out that it saves the pregnant woman from stress and serves as a sort of protection. For 

example, participant P1YI noted that despite her culture requires her to participate in a 

lot of communal functions, the cultural outing beliefs exempts her from attending such 

communal functions during pregnancy, “it’s sort of an excuse for you not to participate 

in everything going on around you… it saves you from stress. You don’t have to expose 

yourself to the stress of walking under the sun”. Participant P5YI also described the 

outing restraint as a positive aspect of culture which should be encouraged: 

Like for you not to go out when it is sunny; even if you’re not pregnant, for 
your own safety, is it not better? Then going out during the night, it’s not good 
for anyone. So, a lot of things culture forbid us; it’s for good things. It’s just to 
caution us for safety of our self. Nothing affects culture, it’s our own they don’t 
want anything to affect. That’s why they’re telling us don’t do this don’t do 
that. (P5YI) 
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Furthermore, the fact that outing restraint during pregnancy is further strengthened with 

jinn beliefs makes this belief popular among all ethnic groups. Hence, some 

participants were of the view that it is very essential to emphasise outing restraints as 

part of maternal health promotion messages. Participant G3BI stated for instance that: 

Truly these taboos, I believe that one should not do them because truly the jinns 
can replace the baby in a pregnant woman’s womb with their own child. It is 
true; I believe in this because I have seen and in fact, it is still in existence till 
today. (G3BI) 

The bottom line as observed by participant P5YI is that this belief is important as it is 

basically meant to safeguard the mother and unborn child, “they said you should not 

go outside; if you go outside, nobody will be affected, it’s you and your child but 

because they don’t want anything bad to happen, they said it’s don’t”.  

4.3.11 Textural Theme 2: Salient Values 

Salient values considered as useful for maternal health promotion are reflected under 

two structural themes. These are (i) Activity related values, and (ii) Communal living 

values. A visual representation of these themes and their constituent sub clusters is 

contained in Figure 4.11 while details of the findings follow. 

 

Figure 4.11 Salient values 
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4.3.11.1 Activity related Values (S2a) 

Activity related values about pregnancy/delivery emerged as salient values that can be 

encouraged in maternal health messages. The analysis revealed two categories of 

activity related values perceived by participants as positive cultural values worthy of 

promotion in health messages. As indicated in Figure 4.11, these values are the beliefs 

associated with exercise/activity in pregnancy or labour and the idea of self-restraint 

during labour and delivery. 

Regarding exercise and activity during pregnancy, the Nupe and the Fulani participants 

emphasised the need for women to be agile and active during pregnancy. This is based 

on the belief that such activity would ease labour and delivery when the time comes. 

Participant G5FI stated for instance that: 

They expect you to be strong, up and about while you are pregnant so that your 
delivery would come with ease. But these days, some of them would just sleep 
all day long when they are pregnant. This is the direct opposite of what obtained 
in those days; you would be very agile; moving here and there…in fact, when 
you deliver, people would usually be surprised that Ah! is it not this woman I 
saw just a while ago cooking and doing other chores? (G5FI) 

Reflecting on this activity related value from the Nupe perspective, participant P2NI 

also recommended the promotion of the value in maternal health messages based on 

her own experiences as follows: 

The only thing I know they would do is they would just work. Let them work, 
they believe so much that when you work, and you rest, you would feel 
relieved…. the exercise that you would work though don’t exhaust yourself, but 
you know that you’ve worked then I would rest. That is the one that I know that 
yes…(P2NI) 

The view of participant P2NI was also corroborated by participant E7NC who 

described the cultural idea of engaging in physical activities during pregnancy as 

corresponding with medical practices where pregnant women are encouraged to engage 

in exercise: 
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So, if you see a pregnant woman that still goes to the farm, it’s a form of 
exercise because when it comes to delivery, the body will be able to handle the 
process very well but a pregnant woman who is just being over pampered, not 
doing anything, it will be difficult to even push. We’ve seen cases like that; they 
will say they are tired. You cannot see a Nupe woman (laughs)…somebody 
who would even do it herself and bring the child home; you understand, those 
are practices because they engage in a lot of exercise through their farming, 
through their trading…(E7NC) 

Other participants like Yoruba and Baruba women however highlighted the value of 

avoiding strenuous activities during pregnancy although majority of these participants 

also noted that despite the avoidance of stress, their culture equally does not encourage 

too much sleeping, laziness or lack of activity for pregnant women. Rather, it is 

believed that for safeguarding their health and their pregnancy, women should be 

cautious when going about their daily activities. Participant P7YI stated for instance 

that: 

They say a pregnant woman should not engage in much hard or strenuous work 
for example, when you want to wash clothes, they tell you not to bend and wash 
but rather, sit on a stool and do your washing. (P7YI) 

On its part, the value of self-restraint during labour was more pronounced in the Fulani 

culture, based on the analysis of data. The belief among the Fulani people is to 

persevere as much as possible during labour such that people around them would not 

even notice that they are feeling labour pains. This characteristic of the Fulani people 

was considered by some participants as worthy of emulation such that the idea is sold 

to the public through maternal health promotion messages. According to participant 

P19FI, Fulani people give orientation to the pregnant women before their delivery 

period, so these kinds of orientations can also be extended or incorporated into maternal 

and child health messages: 

 

The only thing that you can say is relevant there is this…they have the 
confidence, the patience and the endurance… even if you find it that the labour 
comes in an unexpected period or whatever, so they have to just emulate Fulanis 
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there; only that aspect, you have to be patient, you should not be afraid, you just 
have to be strong. (P19FI) 

Participant E8NI however noted that this characteristic of the Fulani people calls for 

vigilance on the part of health workers who take the delivery: 

Like the Fulani now, they would never shout when they are in labour; if you 
have a Fulani patient and you are not observant, you would just come and meet 
the baby because she would not tell you anything. You can never see a Fulani 
lady shouting during labour; they say that’s their culture. (E8NI) 

Self-restraint during delivery is also encouraged in other cultures too apart from the 

Fulani culture. Participant E5YI stated for example that the Yorubas frown at cursing 

and careless talks during delivery because it is believed that whatever you say during 

that period comes to pass. This participant therefore highlighted the need to caution 

women on their words and actions during delivery: 

During delivery, if there is some kind of delay, you that you are with her taking 
her delivery, you would have to keep cautioning her on what to say. She is not 
expected to curse and things like that even though she is in pains. You would 
also be reciting the Thumma sabila yassarahu for the pregnant woman during 
the labour and delivery period. You also ask the woman to say the same while 
you ensure that she doesn’t utter any stupid words like abuses and curses. The 
pregnant woman would keep reciting this until God eases the task for her and 
enables her to deliver her baby successfully. (E5YI) 

4.3.11.2 Communal Living Values (S2b) 

Participants highlighted certain aspects of communal system of living as salient cultural 

values which can enhance the cultural sensitivity of maternal health messages. These 

as shown in Figure 4.11 are the belief that maternal and child care is the core 

responsibility of the mother; the notion of respect, belief and confidence in the elders; 

and the idea of wives’ subservience and subordination. 

The cultural value that maternal and child care is the woman’s core responsibility while 

other family members and care givers are just secondary is considered by participants 

as a value that should be promoted on one hand. For example, some participants 
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remarked that when a mother perceives herself as primarily responsible for her health 

and her baby’s health, she would ensure that she puts herself and her baby as top 

priorities and take up her responsibilities no matter what communal influences or 

challenges she may come across. Participants also observed that the mother’s role as 

the primary care giver, as perceived culturally, should equally be optimized such that 

even under the influence of communal factors, mothers can learn how to reject cultural 

practices that may be harmful to them or their babies. For instance, participant P3YI 

shared the following experience concerning the activities of her mother in-law: 

They want to solve my baby’s jaundice by adding herbs to his eyes which is 
dangerous, you know. These are places I had to stand up for my baby that; 
come, in as much as he’s your grandson, he’s also my own child too…But once 
you know that it will cost you a life history, of course, you won’t want to write 
your history; I stood up for my children. So, my own experience, I didn’t 
manage it, I stood up for my children; I don’t want this, I don’t want 
that…(P3YI) 

Participant P4YC also pointed out that a mother should always strive to make herself 

happy: 

I think the best thing is that a mother should love herself and love her children 
even if nobody cares about you, the best thing is to care for yourself, any how 
you can do it. And be happy with yourself no matter what is surrounding you, 
make yourself happy…because you notice now, most women by 35-40; BP and 
may be because of stress, because of one tension…the best thing is; free your 
mind. Be happy with yourself even when things around you are…it’s not as 
easy but be happy with yourself, try to take off things from your mind as much 
as possible…live your life…let me just put it that way. (P4YC) 

On the other hand, the belief that the mother is primarily responsible for her wellbeing 

and that of her child was also perceived by participants as an aspect of communal living 

requiring the attention of health promoters. For instance, participant E2YI said, “the 

aspects that I feel are not too good is during pregnancy because they see that woman 

as…the pregnancy is her problem; the burden is on her solely”. Similarly, participant 

G2YI noted that: 
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It is a woman’s responsibility; it’s only a small part the men are responsible for. 
When a child is good, the child belongs to the father and the entire household 
but the moment he exhibits some unacceptable or bad traits, such a child 
belongs to his mother alone. (G2YI) 

Participant P26BI also remarked that as a woman, you must take charge because “some 

of these men; they would say it is not their business that it is a woman’s affair”.  

Furthermore, closely related to the value of mother’s responsibility is the subservient 

status of the wife under the communal system of living. This aspect is considered by 

some participants as a cultural value which must be addressed in maternal health 

messages because the wife’s status goes a long way in determining the extent to which 

a mother can resist harmful cultural practices being carried out on her or her child. 

According to participant P3YI, to improve maternal health from a cultural perspective, 

some negative aspects of culture should also be addressed: 

 

Wives…are not allowed to make a statement; often times, wives in our culture 
seems to be a slave at the beginning. Perhaps, when you become older in your 
marriage, then you’ll be allowed to have a say. These are part of the culture that 
me I don’t appreciate…these are cultures; culture of seeing you as a slave; as a 
daft when it comes to your right, when it comes to where to talk. These are bad 
aspects of our culture if we really want to address all these things, I think these 
are things we need to address (P3YI) 

Additionally, participant E2YI lamented about her patients and communal influences 

of the elders at home: 

They would say mama (the mother in-law/grandmother) said…it is always this 
mama, it is always these mamas giving issues, why won’t the mama come with 
you to the hospital to know what is going on, to see what you’re going through 
now. Must the mama be involved? (E2YI) 

The third salient cultural value; respect, belief and confidence involve the younger 

ladies showing respect for and appreciating the elder ones like the grandmothers or 

mother in-laws who take care of these younger ladies during pregnancy and after 

delivery. As discussed earlier, the elder ones also feel a strong sense of responsibility 
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when it comes to issues of maternal and child health. Hence, given the salience ascribed 

to the elders’ role in maternal and child care, several participants submitted that this 

value of respect and confidence in elders provides a subtle means of improving 

maternal health messages in its own ways. For instance, participant E2YI, highlighted 

the need for the younger ones/daughter in-laws to safeguard their health and their 

baby’s without necessarily disrespecting the mother in-laws: 

We try to tell them that they should not be rude because if she’s rude to them, 
she’s out of the marriage, gradually…you don’t have to fight them. Don’t argue, 
just stop it but they should know how to go about their things maybe secretly in 
their room…(E2YI) 

Participant P3YI also suggested that such cultural ways of handling issues under 

communal system can only be encouraged when the elders become more enlightened: 

In my own summary of culture to save mothers, if only elders can advance their 
knowledge into the present world, I would say culture can be perfect in saving 
mothers. If additional knowledge is not added to primitive ways of doing things, 
I won’t subscribe to culture because they might have get a lot of things wrong 
before it gets to hospitals or hands that can save such mothers. (P3YI) 

Hence, participants suggested that given the influential roles of the elders, not only 

should elders be targeted in maternal health promotion, elders should also be involved 

in message presentation and delivery just as the health messages should equally portray 

the cultural values associated with respect for elders and confidence in elders. 

4.3.12 Textural Theme 3: Salient Norms and Traditions 

Participants also considered some norms and traditions useful for integration into 

maternal health messages. These salient norms and traditions are described under the 

following structural themes; (i) Togetherness in maternal healthcare, (ii) Hot water and 

other traditional care and, (iii) Local pregnancy protection procedures. An illustration 

of these themes and their corresponding clusters is contained in Figure 4.12 while 

details of the participants’ descriptions are provided in the sections that follow. 
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Figure 4.12 Salient norms and traditions 
 

4.3.12.1 Togetherness in Maternal Healthcare (S3a) 

Figure 4.12 indicates that practices which reflect togetherness in maternal healthcare 

identified by participants as important for maternal health promotion are the activities 

of the elders (grandmothers/mother in-laws), the concern and support given to pregnant 

women and new mothers, as well as rest and rooming-in after delivery.  

Activities of the elders/grandmothers and mother in-laws was particularly described by 

participants as one of the popular and important cultural practices related to maternal 

and child health. Majority of the participants commended the activities of these elders 

in areas of providing support and training for the perinatal women. Such communal 

support was recommended as a beneficial aspect of culture that can be promoted 

through maternal health messages. Judging from her experience for example, 

participant P6BI expressed the following view: 
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During my own time I had people around me doing virtually everything and it 
really helped because that period, you don’t really have much strength. So, it 
should be encouraged. People should try their best to help out in every aspect, 
to make themselves available to help out…togetherness is there, and they help 
out…they make sure you eat to get your strength back. (P6BI) 

Returning to one’s parents for training and care especially during the first pregnancy 

was also emphasised as one of the prominent traditions of the Fulani people that 

participants believe can be incorporated into maternal health promotion messages. 

According to participant G6FI, “this is just for reasons of safety, training and 

coordination. We Fulani believe that the training and supervision of a girl child in her 

husband’s house cannot be like that done by her own parents”. Participant P19FI also 

added that this tradition is relevant because ladies are usually freer with their own 

parents than the in-laws:  

Anything you are feeling you will be able to tell them. If not, if you are in your 
husband’s house, even if you are feeling pain, you don’t have to say it that I am 
feeling anything; you have to be doing normal things (stressed). (P19FI) 

Participant P3YI who also described the tradition of grandmothers caring for their 

daughter in-laws and babies as one of the important Yoruba cultural practices however 

noted that this often comes with some challenges which she believed can be addressed 

in maternal health messages:  

That is one thing one needs to talk about when it comes to tradition. It is our 
tradition that the mother in-laws have to take care of their daughter in-laws 
whenever they have child especially the first and the second children. It is 
(stressed) our tradition that cannot be wiped away for any mothers irrespective 
of where their daughters and their sons are, they have to go and do that sacred 
for them and while doing it, it always boils down to problem you know, between 
the mothers and the daughter in-law. (P3YI) 

Aside from the activities of the grandmothers however, the general concern and support 

given to pregnant women and new mothers is another feature of the cultural tradition 

of togetherness in maternal healthcare identified by majority of participants as having 

both aspects that should be promoted and those that need to be addressed in maternal 
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health messages. The positive aspect of it is the fact that people rally round perinatal 

women; usually offering support and showing concern in several ways.  

Participant G8FI singled out support by the spouse as an important tradition valued by 

the Fulani people. she noted that such kind of support deserves to be promoted even for 

others to learn from: 

The aspect of when a lady is pregnant, and husband’s family would bring all 
the necessary things that they are expected to provide for the care of the mother 
and new baby…Truly, she is in her parents’ house but at least, the husband 
should provide basic things for her feeding and other care…We Fulanis are 
usually happy with any husband who takes up his responsibility appropriately 
when the wives are with their parents. (G8FI) 

Support is also shown by friends and family members in general. For instance, 

participant G1BI expressed the following views as she described her experience as a 

grandmother while she took care of her daughter: 

Most of my people came from home to come and render their own assistance. 
So, we were so many, it was so lively…virtually, I don’t even do anything 
again. These people did everything; they’ll bath for her, do everything because 
that’s our culture…we practice extended family seriously. So, if this can be 
encouraged…(G1BI) 

Participant P4YC also recommended the concern and support given to pregnant women 

and new mothers as a relevant feature of communal cultural practices that should be 

promoted: 

It should be encouraged. There’s nobody you show that you’re concerned 
about…there’s a way it lifts your spirit…there’s a way it affects your health, it 
boosts your health. Even in pregnancy, there’re some things you may be going 
through, not necessarily you’re telling them but the concern they’re showing 
have a way of psychologically improving your health …to a large extent I think 
that should be encouraged that anybody around you that’s pregnant or that has 
given birth should be given adequate attention…any kind of support you can 
give to the person should be given. (P4YC) 

Similarly, participant E2YI also stated that: 

During childbirth, what they do that I like most is; if somebody delivered now, 
you will see them; they will come in their twenties to come and greet that 
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person. They may not come at the stipulated visiting time o! but they will come 
and show love and congratulate the person and they’ll be coming with food, 
they’ll support. You’ll see their coolers, their bread, whatever, they’ll just come. 
(E2YI) 

However, other participants observed that the negative aspect of this cultural practice 

is its stress effects on the new mother. According to participant P3YI for instance, the 

idea of showing love to a new mother is good, but the mother also needs to rest: 

This tradition or norms that people believe they owe you greetings after you 
give birth; they come…in fact, immediately they hear you gave birth, they start 
trooping in to the hospital, to your home and all that. And for those 8 days, you 
barely have an hour for yourself to rest…Meanwhile, we absorb stress 
differently; individual differences, what you can bare for 8 days, I might 
probably not be able to bear bare it. (sighs)…don’t you think it needs to be 
addressed? Perhaps we can’t do anything to that, but it affects the mother’s 
health… (P3YI) 

A similar view was also shared by participant P1YI who explained that in some 

households, after being discharged from the hospital, the new mother still carries the 

baby from door to door to greet the elders within the household: 

At the end of the day the pain is your own to manage and when you still get 
home, you still have people at home…you still have to attend to guests and all 
those things. They’re cultural practices and at times you have to put the mother 
involved into consideration as well. Even if it’s a vaginal delivery, she also still 
needs rest. So, they’re some cultural practices that should just be scrapped or 
amended. If the mother feels she’s not strong enough to do certain things, you 
shouldn’t enforce (stressed) her to do it. (P1YI) 

Nevertheless, rooming-in was another salient aspect of togetherness and communal 

living perceived by participant E2YI as a cultural tradition that can be incorporated into 

maternal health messages: 

They encourage a kind of rooming-in where they leave the mother and the baby, 
especially…if you’re not the working class; they will spoil you because for 40 
days, you’ll be there sitting. So, we encourage that in the hospital; bonding 
between the mother and the baby. The mother will have adequate time for her 
baby. Bonding is encouraged. They do that, and we appreciate it. (E2YI) 
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4.3.12.2 Postnatal Hot Water and other Traditional Care (S3b) 

Hot water and other forms of traditional care emerged as part of the important cultural 

norms and traditions in the study area. As participants described their ethnic culture, 

emphasis was laid on the traditional care of the mother and child using hot water, herbs 

and other local remedies. The analysis revealed three basic components of hot water 

and traditional care based on the descriptions of the participants. As indicated in Figure 

4.12, these are; the new mother’s hot water care, the baby’s hot water care, and baby’s 

first traditional bath and massage.  

Hot water care for the new mother was identified by majority of the participants as a 

cultural tradition which people of the study area have so much believe in. While 

majority of participants described the use of hot water for the mother as a beneficial 

practice, medical participants however emphasised that it should be practiced with 

moderation as it could be harmful to the new mother. Nevertheless, the salience of this 

practice among all ethnic groups in the study was evident in the descriptions of all 

participants. For instance, the use of hot water was described by participant E7NC as a 

must for all new mothers culturally: 

Even when I delivered by CS, my mum came, and she was doing that for me. I 
was shouting; I said no, I don’t believe in all these, she said you will do it o! 
You will do it so that you don’t fall sick. This is what you do, you use hot water 
to massage your body so that your body will become strong again; you will not 
lose shape and all that. So, they do it (stressed); they will use hot water even on 
your private part. By the time they are putting one on your head, before you 
know what’s happening another one is on your tummy. (E7NC) 

However, despite the discomfort experienced with the hot water care, participants still 

considered the practice useful and recommendable. For instance, participant P1YI 

stated that: 

They are actually painful experiences, but I feel they are of benefit because 
those ones, they actually work…as a mother that has just given birth, when you 
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drink hot water, when you use hot water to bath, you know that…it reduces the 
risk of blot clotting so all the blood in your body would flush out easily…as 
you sit on the hot water you would see blood that would be gushing out of your 
vagina. So, these are medically approved…they have scientific backing, so they 
are of benefit and they are things that you can easily see the results. The results 
are obvious. (P1YI) 

Participant P12YI also emphasised the importance of the hot water care as follows: 

What I feel is important is; after delivery some people would say that they don’t 
like hot water, but this hot water is good for you especially after delivery or 
some people would say they don’t like to sit on hot water. This is also 
compulsory because it helps the healing process of the private part. So, all these 
kinds of things are areas which require intensified education for women of child 
bearing age…(P12YI) 

Participants who spoke from the medical perspective however cautioned against the 

use of very hot water. According to participant E8NI for instance, people can be 

enlightened on medical ways of practicing the hot water care and the dangers associated 

with the use of very hot water. She shared her own postnatal experience as follows: 

They wanted me to go and stay inside the hot water…that one is not good 
medically because the site can break open. What we do medically is the seat 
bath; you would put hot water in the potty and put some dettol inside, then you 
would ask the patient to sit on it. It is the steam from this water that would help 
in healing the vagina; you don’t sit right inside the hot water but in our own 
Nupe culture, they would put the hot water and ask you to sit inside… (E8NI) 

The new baby’s hot water care was also identified by some participants as another 

important cultural tradition. However, the analysis of data revealed that the importance 

attached to the use of very hot water for the baby is more popular among the Nupe 

people. The belief according to Nupe participants is that the use of very hot water to 

bath and massage the baby would make the baby’s bones to be very strong. It is thus 

expected that every Nupe baby must be given the traditional hot water care. According 

to participant E8NI, “that’s why you hear Nupe people say we “boil” our babies in hot 

water”. However, while some participants acknowledged the benefits of these 

practices, it was equally noted that some of such practices may be harmful to the baby’s 
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health. As noted by participant E9NC for instance, this aspect of hot water care for the 

baby requires the attention of health promoters because when the water is too hot, it is 

harmful to the baby: 

They will use very hot water, they will even put water in the basin and throw 
the baby inside but in some cases, if the water is too hot, it does more harm than 
good; it can burn the baby’s skin. (E9NC) 

Meanwhile, the baby’s first traditional bath was equally identified by several 

participants across all four ethnic groups as a top cultural tradition which must be done 

for every baby. The belief behind this practice is that the baby needs to be bathed very 

well after delivery to prevent body odour in future. This practice was therefore 

considered as an important cultural tradition that should be promoted in maternal and 

child health messages. Participant P9YI stated for instance that:  

That tradition of bathing the baby; I want to recommend it as a salient aspect 
because you meet some people outside with certain body odour; elders would 
say it’s because they didn’t bath such people properly when they were newly 
born. They say that first bath is different from just the other everyday baths. So, 
if everyone can be sensitised on this, it is an olden day tradition, but it is one 
that is very beneficial. (P9YI) 

Closely related to the traditional bath is the baby’s massage. The idea of massaging and 

stretching or moulding the body parts of the baby stems from the belief that before 

birth, babies are usually curled up in their mother’s womb. Hence, it is believed that 

babies should be well massaged to make all the body parts fall in shape. Participant 

E7NC however noted that such practices could be harmful and should be addressed in 

maternal health messages: 

They will hold both hands together just to make sure that the body parts of the 
child are aligned. They will use the hot water and the towel…to massage the 
head; they will say they want to mould the head so that the child’s head would 
not be big and go out of shape. So, they do that for our babies when they are 
small…it is in contradiction with medical beliefs because while doing that, you 
can hurt the child because the child’s head is still tender and the bones. They 
can even reshape the head of the child, they can even make the child to have a 
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kind of bleeding in the head, you understand, by doing all those manipulations. 
So, it’s seriously against medical beliefs. (E7NC)  

4.3.12.3 Local Pregnancy Protection Procedures (S3c) 

Local procedures aimed at safeguarding pregnancy were also highlighted by 

participants as significant cultural norms and traditions which, if incorporated or 

addressed in maternal health messages, would make the messages more culturally 

sensitive to the recipients. Popular practices that emerged from the participants’ 

descriptions of pregnancy protection procedures are related to protective measures like 

the safety pin and local pregnancy pegs/labour hasteners as indicated in Figure 4.12. 

The attachment of safety pin unto one’s clothes during pregnancy emerged as a very 

popular cultural practice among all ethnic groups in the study area. The importance 

ascribed to the use of safety pin emanated from outing restrictions during pregnancy as 

it is culturally believed that pregnant women should not go out in afternoon when the 

sun is high. They are also not expected to go out late at night due to the belief that jinns 

can replace the babies in their wombs.  

Therefore, the use of safety pin during pregnancy was considered very important by 

most of the participants. However, while some participants also acknowledged that the 

safety pin might not necessarily do anything, majority still highlighted its cultural 

significance. For instance, participant P9YI stated that, “when one is pregnant like I 

mentioned earlier, they fix pins on their clothes, it doesn’t have any meaning, but 

people do it very well.  It’s a very common practice; it all depends on your belief”. 

Similarly, participant P15BI said, “they will tell you when you’re going out, you should 

tag pin, see my own now (showing a safety pin attached to her skirt from within)”. 

Also, according to participant P25YC, the use of safety pin is recommended, as using 

it does not pose any harm to the pregnant woman or her baby:  
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In the Yoruba culture, that belief of not going out is very important. Some 
people don’t count it as anything, but it is very important and if you have to go 
out during pregnancy like that, you have to fix pin unto your cloth or tie small 
stones unto their wrapper. All those things; they’re just for our own good and it 
is good that we follow them. (P25YC) 

Furthermore, with regards to the pregnancy protection pegs and labour hasteners, while 

some participants identified the use of several local precautionary methods commonly 

used among the various ethnic groups, medical participants however noted that such 

measures sometimes complicate issues during labour and delivery. Participant E2YI for 

example considered the safety pin as a safer means of pregnancy protection when 

compared to the use of other local pregnancy protection pegs which may not be easily 

detected. According to her, these are risky cultural aspects that should reflect in health 

messages because if these pegs are not disengaged, the baby will not come: 

If what they’re doing is not detrimental to them…it’s for their own safety…Like 
this safety pin, me I don’t see anything wrong because I don’t see the 
correlation. And that safety pin, you will easily see it unlike one onide (hidden 
local protection) that you would not know is there. Some will do earring that 
you will not attach anything to. So, usually, I ask when they come that hope 
they don’t have anything they attached to their body that they used to protect 
the pregnancy…I would ask if they had disengaged such security or protections 
so that the baby can come. (E2YI) 

 

4.3.13 Framework for Culturally Sensitive Maternal Health Promotion Messages 

The fourth aim of this study was to derive a framework for the construction of culturally 

sensitive health promotion messages to address maternal health among target recipients 

in given communities. Based on the meanings derived from the participants’ 

experiences and perceptions, a conceptual model; the cultural sensitivity model of 

maternal health communication was proposed. This model reflects the participants’ 

conception of culturally sensitive maternal health messages. It proposes that culturally 

sensitive maternal health messages can be produced using cultural message adaptation 
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strategies which centralise the audience amidst their cultural background to a web of 

message and channel factors based on core cultural elements.  

The cultural sensitivity model of maternal health communication which is illustrated in 

detail in section 5.1.1.1 emphasises the need for integration and compatibility of 

recipients’ cultural background/characteristics with their communication needs, 

preferences and capabilities towards the production of culturally sensitive messages 

capable of facilitating message credibility, understanding, acceptance and efficacy.  

4.4 Chapter Summary 

The chapter shed light on the core themes that captured the descriptions obtained from 

in-depth interviews with 48 participants whose reflections served as the basis of 

phenomenological analysis of the data. Using NVivo 11, the analysis produced three 

major findings (main themes), nine textural themes (sub-themes) and 27 structural (sub-

sub themes). These themes described the cultural and maternal health promotion 

experiences of the participants; how these experiences informed participants’ 

conception of cultural sensitivity in the light of maternal health messages, and how 

cultural elements of maternal health in the study area can be engaged for maternal 

health promotion.  

Participants’ description of their cultural and maternal health promotion experiences 

began with reflections on their conception and understanding of culture. Based on their 

lived experiences, participants conceived culture in relation to their ethnicity and their 

perceptions of themselves as cultural individuals judging from their cultural 

knowledge, affiliation and inclinations to their ethnic culture. Such ethnic culture was 

conceived by participants as characterized by values, beliefs, taboos, norms and 

traditions which serve as guiding principles that govern the conduct of members of 
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various cultural groups on their actions and behaviours in various aspects of maternal 

and child health including knowledge seeking as well as transmission and 

understanding of maternal and child health issues. However, participants noted that 

elements like religion and western education tend to modify cultural ways of handling 

issues of maternal and child health while cultural markers like use of local language 

was perceived as one of the primary features that relate to culture in existing maternal 

and child health promotion messages. 

Secondly, as participants reflected on their experiences, this raised their consciousness 

about the role of culture in health promotion; thus, enabling them to provide their 

conception of cultural sensitivity with regards to health messages aimed at promoting 

maternal and child health. Cultural audience targeting, cultural conformation in 

message creation and dissemination and cultural message adaptation strategies emerged 

as three core elements of culturally sensitivity of maternal health messages, as 

perceived by the Participants. These elements were perceived as important given the 

need for relevance and compatibility of health messages with the appropriate categories 

of audience. 

Cultural audience targeting refers to the development of all-encompassing health 

messages targeted at culturally relevant audience groups and focused on relevant issues 

concerning such groups. Cultural conformation in message creation and dissemination 

involves conformation of messages to the information needs and preferences of the 

target audience in terms of message focus, formats and channels of dissemination while 

cultural message adaptation strategies involves the use of appropriate presentation 

strategies, the recipients’ cultural characteristics and the use of cultural 

influencers/opinion leaders.  
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Regarding salient cultural elements and maternal health promotion, pregnancy outing 

beliefs; faith beliefs and religious backings; communal living values; and activity 

related values emerged as salient values and beliefs that can be engaged for maternal 

health promotion while togetherness and communal living; hot water and other 

traditional care; and pregnancy protection procedures were those salient norms and 

traditions considered by participants as important cultural elements for maternal and 

child health promotion in the study area. However, while some of these cultural 

elements were recommended as capable of strengthening maternal health and child 

health promotion messages, others were identified as important elements which should 

be addressed through such health promotion messages.  

These major findings form the basis for the cultural sensitivity model of maternal health 

communication, a framework for the construction of maternal health promotion 

messages as indicated in this chapter and elaborated in chapter five.  The findings 

would also be discussed in the light of existing theories and literatures on cultural 

sensitivity and health promotion in the next chapter.                       

 CHAPTE 
R FIVE DISCUSSION OF FINDIN 

  



238 
 

CHAPTER FIVE 

DISCUSSION OF FINDINGS AND CONCLUSION 

5.1 Introduction 

This study explores cultural sensitivity in maternal health promotion from the 

perspectives and lived experiences of perinatal women, elders/grandmothers and 

maternal health experts in Kwara, north central Nigeria. Essentially, the study is 

interested in understanding, through these lived experiences, how culture can be 

incorporated in maternal health messages to enhance maternal health promotion in the 

study area. Hence the study has the following research aims: 

i. To describe the nature of pregnancy to post-delivery cultural and maternal health 

promotion experiences of perinatal women, elders/grandmothers and maternal 

health experts in Kwara, north central Nigeria based on cultural elements like 

ethnicity, values, traditions and beliefs. 

ii. To identify what constitutes culturally sensitive maternal health messages from the 

perspectives of perinatal women, elders/grandmothers and maternal health experts 

in Kwara, north central Nigeria. 

iii. To explain how salient cultural elements in Kwara, north central Nigeria can be 

engaged for maternal health promotion 

iv. To develop a model of cultural sensitivity of maternal health messages that can be 

adopted by message developers to construct culturally sensitive health promotion 

messages to address maternal health in given cultural communities. 

The study adopted the descrptive phenomenological research method and findings from 

the indepth inetrviews with participants,  presented in chapter four revealed extensive 
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knowledge about the experiences and perceptions of the participants about culture, 

cultural sensitivity and maternal health promotion which reflect the study’s research 

questions. In this chapter, the findings are discussed to illuminate the intricacies  

necessary to be considered for the development of culturally sensitive maternal health 

messages capable of enhancing maternal health promotion in non-western contexts like 

Nigeria. Based on the findings and discussions, the chapter equally presents the  study’s 

contributions, conclusion and recommendations 

However, it  is important to note that even though the study adopted an inductive 

approach, discussions of the study’s findings as contained in this chapter is presented 

in relation to relevant theories and literature. According to Giorgi (2009), a purely 

inductive approach can be utilised for the descriptive phenomenological research until 

the completion of the analysis process. “It is only when establishing a post-structural 

analysis and the discussion with the literature starts, that the researcher allows himself 

to develop a more elaborate rhetoric about their results” (Giorgi, 2009, p.179). Hence, 

in the present study, such  inductive approach was adopted all through data collection, 

and the analysis of data followed a meticulous step by step approach recommended by 

Moustakas (1994) to uncover the emergent themes which are discussed in the light of 

existing theory and literature in the following sections.  

5.2 Culture and Maternal Health Promotion in Nigeria 

The study’s first research question focuses on the cultural and maternal health 

promotion experiences of perinatal women, elders/grandmothers and maternal health 

experts in Kwara, North Central Nigeria, based on cultural elements like their ethnicity, 

values, traditions and beliefs. This first research question constitutes a foundation for 

the research given the study’s interest in exploring the lived experiences of participants 
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to understand their conception of cultural sensitivity in relation to the promotion of 

maternal health in African/non-western contexts like Nigeria. Findings in Chapter Four 

indicated the following three core themes that capture the cultural and maternal health 

promotion experiences of participants: (i) conceptualising culture, (ii) understanding 

maternal health, and (iii) perceptions on maternal health messages/interactions. The 

themes are discussed in detail in the following section in relation to pertinent theory 

and literature. 

5.2.1 Conceptualising Culture 

Understanding the conception of culture from the participants’ perspective is 

fundamental to understanding the requirements for improving health and well-being 

(Napier et al., 2014); in this context, cultural sensitivity in promotion of safe 

motherhood. The conception of culture in the literature remains varied and complex, 

given that culture is viewed in relation to several factors ranging from social, economic 

and geographic contexts or viewing culture based on its obvious and hidden attributes, 

as well as viewing culture in terms of the existence of sub-cultural divisions in a society 

(Coast et al., 2014). In the present study, participants’ conceptualisation of culture 

reflects their ethnicity (ethnic group), interwoven with their religion and geographic 

descent. Three different but interrelated sub-themes collectively form the participants’ 

conception of culture based on their lived experiences. These themes are cultural 

knowledge and attachment, cultural description, and cultural variations.  

Firstly, participants’ conception of culture in terms of cultural knowledge and 

attachment revealed that ethnic culture is indeed learned and shared through ancestral 

lineage while local language ability and geographic area of residence are some of the 

essential determinants of individuals’ cultural soundness and affiliation to their ethnic 

culture. The study provides phenomenological evidence from a non-western 
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perspective that language, the family and one’s geographic location are important 

factors that account for cultural knowledge, understanding and inclinations to cultural 

beliefs and practices concerning safe motherhood and well-being. This is based on the 

participants’ description of their cultural identity and level of inclination to culture 

primarily in relation to knowledge acquired from their family/predecessors and the 

cultural characteristics of the geographic location in which they were brought up or 

were currently residing. Nevertheless, the question that comes to mind is “how do these 

findings relate to cultural sensitivity and maternal health promotion”? 

 In examining how the participants’ conception of culture relates to the development of 

culturally sensitive maternal health promotion messages, Sharf and Kahler’s (1996) 

culturally sensitive model of communication is useful because the model is considered 

appropriate for understanding health in cultural communities and explaining the 

relevance of cultural sensitivity in health communication (Ahmad et al., 2008; Geist-

Martin et al., 2003). As pointed out in section 2.6.2, the model identifies five layers of 

meanings that shape peoples’ discussions about health and illnesses. These are; the 

ideological, socio-political, institutional/professional, ethno-cultural/familial and the 

interpersonal layers of meanings (Sharf & Kahler, 1996).  

These layers of meanings represent the “diverse and multiple beliefs and identities” that 

people generally bring into their conversations about health and illnesses (Geist-Martin 

et al., 2003).   As such, there is the need to learn how to enhance such health 

communication through cultural sensitivity; by “communicating in ways that allow us 

to learn about health and illnesses as they are seen by other multi-cultural communities” 

(Geist-Martin et al., 2003, p.92). Hence, participants’ conception of culture in the 

present study highlights the role that culture plays in shaping the participants’ outlook, 

experiences and behaviour concerning maternal and child health.  
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Participants’ conception of culture in relation to cultural learning from the family and 

one’s geographic location primarily relates to the ethno-cultural/familial layer of 

meaning as highlighted in the culturally sensitive model of communication. It reflects 

the description of culture in Sharf and Kahler’s (1996) ethno-cultural layer of the model 

where they pointed out that “cultural affinity may be rooted in common language, 

religion, national origin, geographic location and/historical experience” (p.106).  

According to them, the family remains a major source of cultural learning, even though 

such knowledge, transmitted across generations, tend to change as it is adapted to new 

environments and situations. Nonetheless, these writers noted that cultural knowledge 

and tenets often tend to conflict with bio medical beliefs and practices. Hence, they 

proposed the creation of shared understanding during discussions about health and 

illness by emphasising the importance of understanding the possible ethno-cultural 

factors and meanings that may inform individuals’ understanding and judgements in 

health communication situations and messages. 

Based on findings on cultural knowledge and attachment, language can be regarded as 

a primary ethno-cultural factor that may facilitate or hinder shared understanding in 

health discussions. The identification of language in this study, as an important cultural 

marker is in congruence with the literature which substantiates its relevance and the 

need to optimize local language for culturally sensitive health communication (Binder 

et al., 2012; Kadiri, 2015).  

Furthermore, the present study equally points to the strategic roles of the family and 

environment (geographic location) in shaping health perceptions and behaviours since 

cultural ideologies which tend to account for individuals’ general behaviour and health 

outlook emanate from those cultural heritage they grow up to acquire from their family 

members and their environment. This corresponds with Airihihenbuwa’s (1989) PEN-
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3 cultural model which accentuates the role of culture in shaping health perceptions and 

behaviours (Airihihenbuwa 1995; 2007) and centralizes culture in developing, 

implementing and evaluating health interventions (Airhihenbuwa &Webster, 2004).  

Participants’ identification of the family and environment as important cultural markers 

in the present study particularly relate to the cultural identity and the relationship and 

expectation domains of the PEN-3 model which situate individual’s health attitudes and 

behaviour as being a function of the interconnectivity between such a person, members 

of his/her extended family and societal factors within the individual’s community 

(Iwelunmor et al., 2014; Scarinci et al., 2012). Hence, this draws attention to the fact 

that ethno-cultural factors associated with an individual’s family and cultural 

community may also account for message interpretation and shared understanding in a 

communication situation. 

The second conception of culture is in terms of participants’ description of culture as 

encompassing those ethnic and religious principles, beliefs and value systems among 

geographic or other social group; it reflects the characteristics and general ways of life 

including attributes such as food preferences, dressing, celebrations, occupation and 

other traditions common to members of given cultural groups. While the literature point 

to the existence of sub-cultural groups, explicit cultural attributes (like language, food 

and dressing) and implicit cultural attributes (like values and beliefs) as   serving as 

some of the common guiding principles for group members (Airihihenbuwa & Liburd, 

2006; Coast et al., 2014; Napier et al., 2014), findings of the present study also revealed  

that such factors serve as important markers that shape the participants’ understanding 

of culture and their general perception, predispositions and behaviour concerning 

maternal and child health.  
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Hence, in the light of cultural sensitivity, ethnicity and religion in this study can be 

regarded as cultural sub groups that provide ideological values serving as expected 

overall guidance on maternal and child health related practices and behaviours of 

members of given cultural groups. According to Sharf and Kahler (1996), the 

ideological layer of meanings under the culturally sensitive model is an umbrella layer 

which encompasses other layers of meanings injected into the communicating parties’ 

thoughts, perceptions and understanding of one another and the entire discourse as it 

unfolds. This layer of meaning as explained by Sharf and Kahler (1996) is “the crucible 

from which the philosophical “truths”, the ethical underpinnings of the society are 

generated” (p.103). It can thus be referred to as the overarching factor which shapes an 

individual’s judgement about the entire communication situation. 

Therefore, in relation to the present study, the finding on the conceptualisation of 

culture in terms of ethnicity and religion point to these cultural categories as important 

markers to be considered for culturally sensitive maternal health related communication 

owing to the ideological values that come with them. Such ideological values 

consciously or subconsciously shape individuals’ preconceptions and meaning creation 

in health communication situations (Sharf & Kahler, 1996). The finding thus reinforces 

the importance of ethnicity and religion in enhancing health promotion as identified in 

previous studies (Ahmad, 2011; Binder et al., 2012; Kadiri, 2015). The findings also 

correspond with findings of Dalib (2014) which reflects the complexities of ethnic 

identity in intercultural communication by pointing to the possibility of an individual’s 

multifarious identification of self in terms of their religion, ethnicity and nationality.  

However, the present study particularly extends the literature on the understanding of 

cultural sensitivity in relation to maternal health by providing phenomenological 

evidence from an African perspective by revealing through the experiences and 
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perspectives of women directly involved in maternal health, that ethnicity, religion and 

geographic origin constitute vital cultural categories that help to shape the perceptions 

and practices of safe motherhood. The findings also provide further insights on the 

interactions and complexities between religious and ethno-cultural ideologies as they 

shape safe motherhood behaviours and practices, with more emphasis on geographic 

origin.  

Participants’ stories revealed that they primarily relied on their religious beliefs, 

coupled with ethnic beliefs and procedures in explaining and handling issues of 

maternity and child care, based on their ethnic and geographic descent. For instance, 

participants of Nupe ethnic would basically talk about maternal and child health based 

on their ethnicity by referring to their tribe as “Nupe people or in Nupe land” and their 

geographic origin as “Patigi or Lafiagi” while they would refer to religion either in 

terms of Islam, Christianity or Traditional religions. This trend was similar among other 

ethnic groups as well.  

Nonetheless, another important finding is that these overlapping identities of 

participants according to the various cultural sub-groups, accompanied by their 

multifaceted ideologies are further compounded by interactions with one another, 

causing them to form a web with other socio-cultural factors. This ultimately shape 

participants’ overall cultural identity and thus produces individual/group variations in 

their perception and inclinations to cultural values and tenets associated with maternal 

health. 

Such cultural variations formed the third broad conception of culture as revealed in the 

data. Participants’ understanding about ethnic culture, their attitudes towards such 

cultural tenets and their cultural identity in general, tend to vary due to the interplay of 
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sociocultural factors like the influence of religion and other sub-group peculiarities, 

western education/modernisation and acculturation. Stories of participants revealed that 

such complexities combine to shape their outlook and behaviour regarding various 

aspects of maternal health, ranging from the familial and cultural to biomedical and 

personal preferences and behaviour/practices concerning pregnancy, motherhood and 

child care in general.   

The finding on cultural variations in terms of religion indicates that religion mostly 

encourages safe maternal and child health practices due to its overriding influence on 

inclinations towards excessive beliefs in cultural myths, taboos and practices 

surrounding pregnancy and safe motherhood. As noted by some participants, they tend 

to be more inclined to whatever has backings from the religious scriptures as opposed 

to ethno-cultural beliefs and values. This in part helps to promote medically 

recommended healthy practices such as exclusive breast feeding while it discourages 

certain risky cultural beliefs and traditions like non utilisation of skilled health services 

and use of herbal drinks for babies.  

However, while this finding on one hand runs contrary to some past studies in which 

faith and religious beliefs were found to contribute to risky maternal health practices 

(Adeusi et al., 2014; Nwagwu & Ajama, 2011), further findings of the present study 

also confirm that faith beliefs equally tend to contribute to risky maternal health 

behaviours when held dogmatically above biomedical recommendations. A case in 

point is an experience shared by a participant about an expectant mother who eventually 

lost her life because she refused to be examined by a male doctor. Her refusal was based 

on her strong beliefs in Islamic restrictions concerning the guarding of one’s chastity 

from the opposite gender.  Nonetheless, from a culturally sensitive perspective, the 

finding on religion and cultural variation underscores the influence of religion on ethnic 
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culture and the importance of recognising both its risks and benefits towards the 

determination of safe maternal health behaviour and practices through health promotion 

messages. This further extends the literatures that point to religion as a vital element to 

be incorporated in health promotion messages (Abdulraheem, Olapipo & Amodu, 2012; 

Ahmad, 2011; Ahmad et al.,2017; Holt, 2012; Kadiri, 2015). 

Also, in addition to religion, membership to other sub or social groups equally tends to 

direct the participants’ maternal health behaviours based on peculiarities of these 

groups. For instance, findings revealed that some sub-groups like family/households, 

associations and other sub-categories within the various ethnic groups have additional 

cultural peculiarities concerning issues of maternal and child health. At the individual 

level for instance, participants tend to view things differently based on their experiences 

and perceptions as daughters versus mother in-laws, patients versus health officials or 

based on mode of delivery as vaginal delivery versus caesarian section delivery.  

This finding further emphasizes the diversity existing even within seemingly 

homogenous cultural groups. As observed by Geist-Martin et al. (2003) “although we 

may be born into and influenced by our country of origin, ethnicity and membership in 

a particular cultural group, our health communication also is influenced significantly 

by our present membership in several other cultural communities” (p.63). Hence, this 

implies that latent ideologies brought about by peculiarities of cultural sub-groups like 

the family and social categories/status among other social groups as reflected in the 

present study constitute possible layers of meanings to be considered for culturally 

sensitive maternal health messages. 

Furthermore, western education and modernisation are also perceived to have 

overtaken local cultural tenets and practices; raising peoples’ consciousness such that 
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the influence of ethnic culture on issues of maternal and child health is minimized. As 

noted by participants, this also mould individual perceptions and inclinations towards 

their ethnic culture and issues of maternal and child health. While sharing their 

experiences, majority of the participants who had at least primary education or were 

exposed to modern (hospital) maternal health care displayed certain levels of cultural 

variation in compliance with original tenets of their ethnic culture. For instance, some 

of such participants favoured antenatal attendance and facility-based delivery while 

others noted their disagreement with issues such as cultural food taboos and the feeding 

of infants with herbs.  

This finding corresponds with the literatures that identify education as one of the 

determinants of maternal health seeking and hospital utilisation. Education is associated 

with factors such as attendance of antenatal visit, facility-based delivery and post- natal 

care (Ononokpono & Odimegwu, 2014; Tarekegn, Lieberman & Giedratis, 2014; 

Umar, 2017). The implication is that western education offers increased consciousness 

and ability to make informed and medically recommended health decisions as opposed 

to being restricted to cultural tenets with possible health risks and harmful effects that 

may come with such. 

However, considering the high statistics on Nigeria’s maternal mortality status as well 

as incidents of culture based risky health behaviours highlighted in the literature, the 

present study’s finding on cultural variation regarding western education suggest that 

the influence of western education may not necessarily permeate to the non-educated 

populace or other social groups who are not exposed to western education. Therefore, 

such people may still find the good, the bad and the ugly of their ethnic cultural tenets 

as sufficient and unquestionable in shaping their maternal and child health related 

behaviours and practices. This finding on western education therefore underscores not 
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only the import of western education but general sensitisation and provision of maternal 

health promotion messages to suit the educational levels of varied categories of 

recipients including the non-educated. 

In addition, regardless of educational status, participants’ voices also converged on the 

influence of modernisation on culture and maternal health practices. Based on their 

reflections, modernisation may be regarded as a product of western education and 

Islamic/Christian religion along with the various ideologies that come with them. As 

indicated by participants, these ideologies ultimately overlap with ethno-cultural 

ideologies to produce variations in ethnic culture either at the individual level or sub-

cultural groups levels like the family or household. For instance, there were some 

participants who were not educated but due to the influence of modernisation and 

religion, they had reservations against some cultural practices like feeding of babies 

with herbs.  

Furthermore, findings revealed that acculturation; the cultural and psychological 

change that occurs when people are exposed to other cultures (Sam & Berry, 2010) also 

accounts for ethnic cultural variation. Participants who resided outside their hometowns 

or have had considerable interactions with people from other ethnic cultural 

backgrounds pointed out that their exposure to cultural ideologies of other ethnic groups 

has made them to either integrate with or assimilate the other ethnic culture. In this 

context, integration corresponds with Sam and Berry’s (2010) description as taking on 

one’s own cultural heritage alongside that of the host (other) culture while assimilation 

involves absorbing or identifying completely with the other culture. Such acculturation 

factors and their influence on participants’ deviation from their original ethnic culture 

were primarily perceived as facilitating their adoption of medically recommended 

maternal health practices. This finding therefore underscores the importance of 
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integrating into maternal health promotion messages, cross-cultural ethnic ideologies 

considered by participants as worthy of emulation and beneficial to the promotion of 

maternal health. 

 Overall, the findings on cultural variation can be viewed interrelatedly with the 

sociopolitical, institutional/professional and the interpersonal layers of meaning as 

explained by Sharf and Kahler (1996). Religious affiliation and sub group peculiarities 

as characteristics of social categories under the sociopolitical layer for instance can 

influence perceptions, behaviours and health decisions. When viewed from the 

institutional/professional perspective in relation to the interpersonal layer of meaning, 

such influence of religion and sub group peculiarities may in turn determine shared 

understanding and satisfactory outcomes in health communication between the lay 

person and health experts during communication at an interpersonal level. Also, 

individual differences resulting from educational levels may further compound the 

layperson’s health information needs, preferences, perceptions and over all 

understanding of health communication. 

As explained by Sharf and Kahler (1996), health experts view health issues from a 

“disease” or professional perspective which often do not align with the laypersons’ 

perspective who view health concerns from their own “illness perspective” as it affects 

their day to day activities and interactions. Hence, culturally sensitive communication 

seeks for the harmonization of such differing layers of meaning to facilitate 

understanding and shared meaning in health communication situations. The culturally 

sensitive model of Sharf and Kahler (1996) indicates that the greater the points of 

departure between the professional medical voice and the layperson’s life-world, in 

terms of differences in factors such as education, language, ethnicity and class among 

others, the greater the communication difficulties the two parties are likely to encounter.  
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The present study’s findings however provide phenomenological evidence from a non-

western perspective that participants’ ethnocultural variations in terms of religion and 

western education/modernisation and acculturation accounts for more of facilitation 

than hindering of better understanding, consciousness and practice of medically 

recommended maternal   and child health related issues. Therefore, the core implication 

of the findings on ethnic cultural variation is that religion, educational level and social 

groups (sub cultural groups) are important cultural levels that health promoters need to 

consider in developing maternal health promotion messages for target recipients in 

Nigeria.  

Largely, as highlighted in the preceding paragraphs, insights about the participants’ 

conceptualisation of culture in relation to maternal health suggest that attitudes, values 

and general principles guiding/moulding the behaviours and actions of cultural group 

members are often acquired through onward transmission across generations, based on 

ethnicity, religion and geographic origin/location. However, this does not guarantee 

cultural conversance, identification or total compliance to ethnic cultural teachings by 

all members of given cultural groups; A host of complex factors including religion and 

other sub cultural group membership, western education and cross-cultural influences 

(acculturation) equally tend to shape individual/group beliefs, dispositions and 

practices concerning issues of maternal and child health. This draws attention to the 

complexities associated with culture and how these influence health behaviours and 

practices including health communication. 

The conception of culture as revealed in the findings highlight the relevance of 

language, family, ethnicity, religion and geographic origin/location of target message 

recipients as vital cultural markers to be considered in the development of culturally 

sensitive maternal health related messages, since these factors shape individuals’ health 
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attitudes, behaviours and practices including communication aspects of maternal 

health. In addition, the findings also point to level of education, acculturation, religion 

and social groups like the family and social categories as important socio-cultural 

factors that health message developers need to pay critical attention to, given the 

influence of these factors on participants’ over all maternal health outlook, behaviour 

and practices. In the following section, findings of the study concerning the 

participants’ maternal health knowledge acquisition and practices are discussed. 

5.2.2 Maternal Health Information and Knowledge Acquisition 

The second broad component of participants’ cultural and maternal health promotion 

experience encapsulates their general sources of maternal health information and 

knowledge acquisition practices. Findings revealed that participants relied on and had 

access to multiple sources of information on maternal health. These sources, which 

collectively make up participants’ understanding of maternal health include members 

of perinatal women’s social group, maternal health experts, previous experiences, the 

mass media and traditional communication channels. As revealed in the data, family 

and friends of perinatal women are considered as influential sources of information, 

medical personnel emerged as popular sources of knowledge acquisition among the 

participants while radio equally emerged as a popular electronic source of maternal 

health information. The data also revealed that health books, mobile applications and 

internet sources were equally popular sources of information/acquisition among 

participants with higher education. 

However, the findings also indicated that certain information and knowledge gained 

from some of the participants’ sources of information tend to complement one another, 

while others tend to be conflicting. For instance, experiences shared by some perinatal 

women showed that information they got from media such as health books, radio and 
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internet/mobile applications not only complemented information received from medical 

and hospital sources, such information also facilitated the participants’ understanding 

of maternal health as well as their health conversations with medical experts during 

antenatal hospital visits. This points to the interpersonal layer of meaning and how it’s 

presence may influence other layers such as the institutional/professional layer of the 

cultural sensitivity model (Sharf & Kahler, 1996) as well as the relationship and 

expectations domain of the PEN-3 model (Airihihenbuwa, 1989) as discussed in 

following paragraphs. 

In their explanation of the interpersonal layer, Sharf and Kahler (1996) noted that 

individual style and sensibilities of patients and doctors in a communication situation 

“is the foundation of that often-difficult-to define quality called “rapport” or 

“connection” (or lack-thereof)”. They added that sustained intimacy or understanding 

between both parties leads to the accomplishment of the communication goals. This 

implies that an individual’s ability to understand and relate well with the other party in 

a health communication situation is crucial for successful communication. Hence, in 

relation to the institutional/professional layer of the culturally sensitive model, 

participants’ maternal health knowledge gained from health books, radio and 

internet/mobile applications in the present study therefore provided some sort of bridge 

in the professional-layperson communication gap.  

On the contrary, it was found that information or knowledge gained from sources such as 

grandmothers, in-laws or participants’ previous experiences sometimes led to potentially 

harmful practices or nonchalant attitudes towards maternal health. For instance, several 

participants noted that some cultural teachings and practices of the grandmothers/mother 

in-laws were sometimes harmful and contradictory to medical and hospital 

recommendations on maternal health care. Others highlighted their previous experiences 
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with health personnel or hospital procedures as discouraging them from utilising the 

hospital during delivery. These draw attention to familial and ethnocultural influence on 

individuals’ understanding of health as noted in the culturally sensitive model of 

communication (Sharf & Kahler, 1996) since cultural values and practices about maternal 

health being transmitted intergenerationally tend to differ from bio medical perspectives 

of maternal health.  

The findings equally point to the relationship and expectations domain of the PEN-3 

model in which factors that may promote or hinder appropriate health behaviour and 

practices are categorised as perceptions, enablers and nurturers (Airhihenbuwa, 1989). 

Perceptions relate to factors such as values, beliefs and attitudes of the individuals and 

their family members concerning a health issue (Airihihenbuwa, 1995) while enablers are 

associated with institutional structures and health related services and resources (Scarinci 

et al., 2012) and nurturers refer to the reinforcing roles played by members of the 

individual’s social network towards encouraging or discouraging certain health 

behaviours.  

Hence, in the present study, maternal health experts and media such as health books, radio 

and internet/mobile applications as information sources can be regarded as positive 

enablers to participants’ knowledge, communication and practices about maternal health. 

However, as indicated in the findings, participants’ reliance on their previous maternal 

health experiences concerning health workers’ attitudes and certain hospital procedures 

may constitute negative perceptions and enablers to hospital utilisation for maternity 

health care. Also, given the maternal health related cultural values, beliefs and practices 

learnt from perinatal women’s social group members as sources of maternal health 

knowledge, such category of sources can be regarded as involving factors related to both 

the perceptions and nurturers’ domains as explained in the PEN-3 model.  
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Given the discussions in the light of the culturally sensitive and PEN-3 models thus far, 

one core aspect which the present study highlights is the centrality of information 

availability and knowledge acquisition to health communication and behaviour. The 

findings indicate for instance that availability of relevant maternal health information 

from sources such as books, radio, internet and mobile applications facilitated knowledge 

acquisition by the participants which in turn facilitated their understanding and 

discussions about maternal health. Furthermore, maternal health experts and social group 

members like family and friends were found to constitute trusted and influential 

information sources. This implies that not only should relevant health information be 

made available to recipients through sources, channels and formats suitable and 

accessible to them; sensitisation on the acquisition of such relevant health information 

should also be a central feature of health promotion efforts.  

By and large, the findings on understanding maternal health thus provide developers of 

maternal health promotion messages options of information presentation factors to 

choose from or combine depending on the categories of audience they wish to reach.  The 

findings also point to the activities of grandmothers/mother in-laws, attitudes of health 

workers and the reliance of the perinatal women on their previous experiences as 

important areas to be researched and addressed in relation to culture and maternal health 

promotion.  

5.2.3 Perceptions on Maternal Health Promotion 

Participants’ perceptions of maternal health promotion messages/interactions that they 

had encountered constitute the third core component of their cultural and maternal 

health promotion experience. As indicated in the findings, participants’ perceptions of 

maternal health promotion based on their experiences centered on media messages, 

interactions between health workers and patients/community members, as well as 
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interactions between perinatal women and their family members. These were described 

from three perspectives; perceived strengths of the messages, challenges and 

constraints, and perceived use of culture in health messages/interactions. 

Regarding message strength, participants primarily ascribed strength to maternal health 

messages based on four factors; gratification derived from messages, use of local 

language for message delivery, credibility of sources/presenters of such messages and 

suitability of channels/media and approaches of message presentation. In relating these 

four major criteria which served as participants’ determinants of message strength or 

quality to cultural sensitivity in health promotion, an overarching examination of all 

four factors primarily highlight the importance of ensuring shared communication and 

functional meaning as depicted in Sharf and Kahler’s (1996) culturally sensitive model 

of communication.  

Specifically, the finding on perceived message strength based on gratification points to 

message relevance as a core determinant of the recipient’s exposure to a message, as 

well as possible acceptance and efficacy of such a message. This relates to the 

institutional layer of the culturally sensitive model of communicating health (Sharf & 

Kahler, 1996). The layer emphasises that to enhance effective communication, there is 

the need to minimize differing viewpoints between the lay-person and health 

professional during health interactions. The present study, through its finding on 

message strength based on gratification indicates that provision of relevant information 

can serve as a means of reducing such health communication gaps and enhancing 

effective health communication in general. 

The findings indicated that messages were rated high when such messages provided 

participants with what they considered as useful and practical knowledge about 
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maternal health like knowledge about pregnancy, training on caring for babies and 

knowledge about immunisation for the mother and child among other aspects of safe 

motherhood. Such insights highlight the interests or concerns of the participants about 

maternal health and thus provides an avenue to communicate maternal health better 

with such categories of women by capturing these relevant aspects in maternal health 

communication.  

Hence, by identifying and understanding the concerns of the message recipient this can 

aid in reduction of differences between the professional and lay-voice and thus facilitate 

effective communication among the communicating parties, whether such is between 

health workers (professionals) and patients (lay-person), perinatal women and 

elders/grandmothers or mass media messages for various target audiences.   

On the use of local language, the present study corroborates the importance of language 

in shared understanding and effective communication of health as documented in the 

literature (Binder et al., 2012; Kadiri, 2015; Srivastava et al., 2015). Participants in the 

present study primarily regarded messages as good when the messages were 

disseminated in several local languages in addition to English. Indeed, the identification 

of local/common language as one of the hallmarks of cultural affinity as indicated in 

the ethnocultural/familial layer of meaning in the culturally sensitive model of 

communicating health (Sharf & Kahler, 1996) equally suggests the appropriateness of 

common language to facilitate health communication. 

 However, in the present study, regardless of such identification of local language as an 

indicator of message strength, the study’s findings further indicate that use of local 

language to communicate about health does not necessarily guaranty shared 

understanding or recipients’ compliance with messages received. For instance, 
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experiences shared by some participants indicated disagreements in viewpoints on 

certain cultural practices or beliefs concerning maternal health care, transmitted 

especially from the elders to younger women in their local languages.  

This implies that reliance on common or shared language may facilitate information 

transfer between the communicating parties, but this may not sufficiently guaranty 

shared understanding and message effectiveness. Hence, this situates local/shared 

language as a foundation whose functionality can be effective in health promotion when 

it is combined with other relevant and suitable communication strategies as may be 

required in given situations.  

The remaining two criteria determining the strengths of messages as revealed in the 

data are the credibility of sources and the suitability of channels/approaches of message 

delivery. High regard was accorded to messages that emanated from, or were associated 

with sources which participants considered credible, like the medical sources, elders, 

the government and the mass media. In terms of channels, messages/knowledge 

acquired through channels like radio, neighbourhood announcements, health books and 

internet/mobile apps equally earned strong points based on the perceived 

correspondence of such channels with various participants in terms of availability and 

ease of accessibility to information through such avenues. Adoption of friendly manner 

of approach as well as use of encouraging words by maternal health experts as well as 

messages that made use of clear, explanatory but concise manner of delivery was 

equally lauded by the participants.  

The implications of these findings for cultural sensitivity in maternal health 

communication can be explained in the light of the interpersonal layer of the culturally 

sensitive model of communication (Sharf & Kahler, 1996). This layer of the model 
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focuses on the styles and feelings that individual doctors and patients bring into given 

health interactions and how these mould their relationships during their conversation as 

well as the outcome of the entire communication. While going into such conversations, 

each of the participants usually has expectations about the other party as well as their 

assumptions concerning the health issue in question among other factors which 

ultimately determine their stance and the way they relate with the other party. 

Hence, the present study’s findings on the credibility of sources and the appropriateness 

of channels/approaches to message delivery as factors determining message strength 

points to factors that can facilitate harmonious relationships during maternal health 

communication situations. However, such relationships in the context of the present 

study go beyond patient-doctor communication as contained in Sharf and Kahler’s 

(1996) culturally sensitive model. Here, the relationships also extend to messages 

disseminated through the mass media as well as maternal health interactions within the 

community/home front, like daughter-mother/mother in-law relationships.  Hence, any 

or combination of various approaches/channels and credible sources may be adopted to 

suit given communication situations at various levels (either during doctor/health 

worker-patient interactions, family interactions or media messages).   

 On the other hand, participants’ perceptions of maternal health promotion messages 

also reflected certain challenges, setbacks or constraints encountered in maternal health 

promotion messages or health interactions, as experienced by them. Available 

literature, many of which focus on antenatal care and attendance identify challenges 

and constraints associated with maternal health care seeking and delivery in low and 

middle-income countries to include issues of accessibility to skilled health service 

utilisation in terms of financial constraints or distance/transportation to health centers 

as well as inadequate hospital resources, funding and remuneration (Banchani 
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&Tenkorang, 2014; Galadanci, Idris, Sadauki & Yakasai, 2010; Finlayson & Downe, 

2013; Koster et al., 2016), health workers’ competence/attitudes and 

cultural/community belief systems (Elmusharaf, Byrne & O’Donovan, 2015; Finlayson 

& Downe, 2013; Srivastava et al., 2015; Uneke, Ndukwe, Ezeoha, Urochukwu & 

Ezeonu, 2014). Nonetheless, except for Elmusharaf et al. (2015), communication 

related challenges and their associated implications for maternal health promotion 

appear to be less emphasised in the literature.  

The present study thus extends the literature by offering a phenomenological 

perspective on maternal health promotion experiences of women in north central 

Nigeria which revealed challenges/setbacks and constraints in maternal health 

promotion in the study area to include communication challenges related to mass media 

messages, conflicts between the new generation mums (perinatal women) and the old 

generation mums (grandmothers/mother in-law) and hospital related 

challenges/constraints.  

Among the media related setbacks is the focus of the health messages, target media 

audiences and language constraints. The findings indicated that messages often placed 

emphasis on the baby while little attention was placed on the mothers’ health, especially 

with the media and hospital-based messages. Similarly, media messages were equally 

observed as being targeted mostly at perinatal women. However, participants noted that 

other categories of the populace like the health workers and perinatal women’s family 

members require sensitisation also, given their important roles in maternal health care.  

In addition, language barrier was identified by non-Yoruba participants especially 

regarding radio messages and messages at some hospital antenatal/post-natal sessions. 

Although, Yoruba is a major language commonly understood by most people in the 
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study area, few people from other ethnic groups do not understand/speak Yoruba. These 

findings thus emphasise the relevance of adequate audience definition and message 

relevance in message development to suit the uniqueness of audience groups. 

Furthermore, another perceived setback of maternal health media message involves 

misinformation and the deceptive nature of some messages. Media messages associated 

with government maternal health care services relayed especially by government 

owned media, as well some pregnancy and labour related movie scenes were perceived 

by participants as sometimes misleading. As observed by participants, misleading 

information such as media announcement of free maternal health services by 

government hospitals often leave the patient disappointed and discouraged upon getting 

to the hospital and realizing that health services are not completely free.  Hence, some 

participants noted that this may even prevent them from seeking such facility-based 

services in future.  

Also, portrayal of pregnancy and labour in some movies was equally perceived as 

terrifying by some participants and described as having the tendency of reducing self-

efficacy regarding the process of pregnancy and delivery. The foregoing therefore draw 

attention to the need for conscious responsibility and responsiveness in the media’s 

dissemination of health-related messages especially those sponsored by the government 

as well as the portrayal of pregnancy and labour in movies, to avoid such messages 

from being counter-productive. 

Furthermore, health promotion information from elders at home, usually based on 

cultural beliefs and practices, were also perceived by some participants as sometimes 

misleading since according to them, such cultural means of maternal health promotion 

may be conflicting with bio medical tenets. However, as findings also indicated the 
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influential status of such elders in the study area, this suggests that following an in-

depth understanding of health promotion from the cultural perspectives of these elders, 

suitable maternal health education and sensitisation can be targeted at such elders so 

that they can in turn perform their cultural roles of maternal health training and care 

giving more appropriately and efficiently. 

As the findings indicate, older women often assume the cultural responsibility of caring 

for and training the younger ones. Although this is in congruence with the description 

of the roles of the grandmother in maternal and child health care in the traditional 

African setting in previous research (Aubel, 2012; Gutpa et al., 2015), the present study 

however indicates that intergenerational variations often led to conflicts and tensed 

relationships between the younger and older generations of women (perinatal women 

and grandmothers), particularly daughters and mother in-laws.  

The elders/grandmothers often hold on to their ancestral ethnocultural teachings and 

therefore provide healthcare and trainings to the younger women based on these 

agelong cultural tenets while the younger women often saw things differently due to 

various factors including religious knowledge, western education, health consciousness 

and general exposure to modern perspectives on maternal health. For instance, young 

women who attended the recommended antenatal sessions and had facility-based 

delivery were often reluctant to accept and sometimes out rightly rejected the elders’ 

ways.  

Interestingly, even women who delivered at home for cultural reasons, like some Fulani 

participants still disagreed with their mothers on issues such as the use of herbs for new 

babies. It is important to note however, that such display of autonomy and confidence 

in rejection of grandmother/mother in-law’s ideas was evident in descriptions of 
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participants who were either health workers, had minimum of tertiary education or were 

relating with their own mothers and not a mother in-law. 

Nevertheless, elders often regarded younger women as disobedient and disrespectful 

when the younger ones insist on doing things their own way. The complexities 

associated with such conflicts and tensed relationships caused by intergenerational 

variations during such maternal health related interactions between the younger and 

older women (perinatal women and elders/grandmothers) is however described by 

some perinatal women as medically and emotionally unhealthy. 

On the contrary, Elmusharaf et al. (2015) viewed the challenge associated with 

intergenerational gap and maternal health from a different perspective. In their study, 

social norms and values (like the belief that sexual health should not be discussed 

openly) were considered as restraining older generation women from sharing 

motherhood knowledge and experiences with their daughters before marriage, hence 

creating a knowledge gap across generations. This, according to them ultimately leaves 

the daughters with limited knowledge about motherhood and pregnancy/delivery 

danger signs. While the present study reveals an entirely different perspective of 

maternal health intergenerational gap between younger and older women, the 

researcher however agrees with Elmusharaf et al. (2015) that to incorporate change and 

achieve consensus on best practices in maternal health, there is need to bridge the 

existing gaps responsible for conflicts and discordance in maternal health practices.  

More so, based on the assumption of the PEN-3 model that promoting positive actions, 

shaped by culture, serves as a means of initiating and sustaining actual health behaviour 

change (Iwelunmor & Airihihenbuwa, 2013), the cultural roles played by the 

grandmother/mother in-law in maternal healthcare giving and training would be 
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regarded as a valuable cultural strategy of maternal health promotion when the safe and 

beneficial aspects of such roles are optimized. 

The present study therefore highlights variations in religious knowledge, education, 

health consciousness and modern perceptions about maternal health between perinatal 

women and grandmothers/mother in-law as core differences to be considered and 

strategically addressed to reduce maternal health communication difficulties among 

these categories of women.  

In terms of hospital related challenges/constraints experienced by participants, the 

findings revealed two interwoven categories of constraints; challenges experienced by 

the midwives (health workers) in terms of staffing/technical resources and challenges 

associated with interpersonal personal behaviour from perspectives of both 

patients/public and the health workers.  

Concerning staffing and technical resources, midwives pointed that insufficient hands 

and basic facilities and technical resources especially at the government hospitals 

constituted a challenge to maternal healthcare delivery and promotion. According to 

them, factors such as irregular training and shortage of midwives as well as 

insufficiency of resources like delivery packs, drugs, oxygen, stable electricity and 

water hinder effective maternal healthcare and promotion. While such findings align 

with available literature from Nigeria and elsewhere (Banchani & Tenkorang, 2014; 

Galadanci, Idris, Sadauki & Yakasai, 2010; Finlayson & Downe, 2013; Koster et al., 

2016), the present study however provide further insight on such problems by 

highlighting complexities associated with interpersonal behaviour from both health 

workers and patients’ perspectives. 



265 
 

 As indicated earlier, such problems are further compounded by government 

propaganda through false glorification of government hospitals in the media and other 

public forum. This poses a challenge to health workers as they must relate and cope 

with patients and patients’ relatives who visit the hospital with the perception that 

medical services are not only free, but hospitals are also well equipped. Midwi ves 

stated for instance that patients/their relatives sometimes got aggressive and 

uncooperative when they had to pay certain hospital bills especially when hospital 

services did not meet their expectations in terms of free medical services or availability 

of resources. 

Additional difficulties faced by the midwives range from issues like pregnant women’s 

deliberate provision of inaccurate information about their health status and maternity 

history, to complications resulting from the use of harmful local procedures like 

pregnancy pegs, labour inducers and hot water baths for new mothers and babies as 

well as refusal to be attended to by male doctors. These suggest a need for public 

awareness and adequate sensitisation about the pros and cons associated with such 

practices to avoid missed successes of maternal health promotion efforts be that at the 

public (family/community) or institutional (hospital/government/media) level.  

For instance, the use of local pregnancy protection pegs as indicated in the data may be 

considered at the family/community level as a useful cultural approach to maternal 

health promotion since it is meant to safeguard the pregnancy. However, the baby 

cannot be delivered if such pegs are not disengaged. The practice thus becomes a threat 

to safe hospital delivery especially because health workers may not be aware of such 

local protection nor have any control over its effects.  
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On the other hand, from a patient-perspective, attitudes of health workers and certain 

hospital procedures equally constitute communication challenges and barriers to 

utilisation of hospital for antenatal and delivery. The data highlights experiences like 

unfriendly/disrespectful attitudes of health workers, health workers’ nonchalant attitude 

of abandoning or looking down on women who were having their first delivery, as well 

as hospital procedures like the way doctors and interns gather around patients during 

antenatal checkups, delivery and after delivery as factors that mould participants’ 

maternal healthcare practices and their general perceptions of hospitals/health workers 

and their interactions with health workers. Some participants delayed hospital 

utilisation due to such factors while others avoided hospitals all together. For instance, 

majority of the Fulani participants avoided hospital delivery because the visitations and 

procedures do not align with their cultural values of privacy and pregnancy related 

discreetness and secrecy. 

Findings on hospital related challenges therefore suggest that hospital procedural 

factors and interpersonal factors like health workers’ perceptions and attitudes towards 

patients, patients’ perceptions and attitudes towards health workers, and individuals’ 

cultural inclinations interrelate to shape overall behaviour, interactions and 

relationships between health workers and the patients. Also, although other findings 

equally revealed that reliance on mass media alone for maternal health promotion   in 

the study area may not be sufficient given that some members of the public have limited 

exposure to such media, the findings on hospital related challenges nonetheless point 

to the roles played by the media/government as influential information agents and how 

availability or lack/authenticity of information from these sources may shape the 

expectations of the public (patients). This in turn may reflect in patients’ health 

behaviour and interactions with the health workers at the hospital.   
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Overall, the finding on challenges and constraints to maternal health promotion in this 

study underscores the centrality of shared understanding in the realization of a common 

goal of realistic, achievable and functional maternal health promotion.  As attested by 

Sharf and Kahler (1996), shared understanding between communicating parties leads 

to a functional relationship and a satisfactory outcome. The challenges identified in this 

study however indicates minimal congruence regarding the efforts of key players 

involved in maternal health promotion in the study area; these groups being the public 

(family/community) and the professionals/key institutions (health 

workers/government/media). The findings suggest that current maternal health 

promotion efforts of these groups may be in good faith. However, such efforts are 

multidirectional and sometimes conflicting. For instance, the elders/grandmothers try 

to train and care for new mothers and their babies using traditional methods which may 

sometimes be harmful and in conflict with biomedical practices. Similarly, government 

propaganda on subsidized maternal health services to improve accessibility often end 

up giving the public the impression that such health issues are free thus leading to 

misunderstandings and conflicts between patients and health professionals. 

Harmonization of goals, shared understanding and functional relationships within and 

across the two groups is further compounded by factors like variations in belief systems, 

education and general awareness as well as concerns and perceptions about the other 

party’s attitude. Hence, rather than achieve a unified goal of improving maternal health, 

these factors work against one another thereby creating additional threats to maternal 

health. The implication of this for the development of culturally sensitive messages is 

that message developers need to focus on such variations as a means of strategically 

harmonizing them towards effective maternal health promotion. 
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The third category of participants’ perceptions of the maternal health messages 

experienced is their perceived incorporation of culture in media and hospital related 

maternal health messages. Dissemination of messages in the three major local 

languages in Nigeria (Yoruba, Hausa and Igbo) was perceived as the major means 

through which culture had been incorporated into maternal health messages through the 

media such as radio and posters found at the hospitals. However, given the multi-lingual 

nature of the study area, participants believed that more still needs to be done by 

including other local languages such as Fulani, Nupe and Baruba to suit the needs of 

these ethnic groups. Use of local language for health talks and other communication at 

the hospital was equally highlighted although participants observed that English and 

Yoruba language were being predominantly used in major hospitals in the study area. 

This constituted communication hindrance for participants who did not understand 

English or Yoruba. 

Culture was also perceived to be incorporated in some radio programmes on parenting, 

through which cultural taboos regarding child care were transmitted concerning factors 

such as hygiene and carelessness among nursing mothers. This finding on media 

transmission of cultural taboos reflects the positive factors under the cultural 

empowerment domain of the PEN-3 model (Airihihenbuwa, 1989) which suggests that 

positive cultural values, beliefs or behaviours should be highlighted in health 

communication efforts. The cultural taboo of a baby not falling off the mothers back as 

revealed in findings for instance, indicates a positive aspect of culture that ensures that 

mothers prevent their babies from falling which in turn safeguards babies from 

avoidable injuries. This suggests that other relevant cultural elements can equally be 

incorporated into media messages on maternal health as appropriate.  
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The findings also indicated that messages sent to elders, from the hospital, through 

perinatal women who visit the hospital also served as another means of engaging culture 

for maternal health promotion. As observed by the medical expert participants, given 

the training and caregiving roles of the elders at home and their strong inclination to 

cultural practices and beliefs which may sometimes be harmful, messages are sent to 

them by the nurses and midwives, to caution them on certain potentially harmful 

cultural practices to the mother and child. Nonetheless, findings also revealed that the 

elders may not necessarily acknowledge or comply with the recommendations of these 

messages. 

Hence, this finding implies that optimization of the cultural roles of the elders in 

maternal health promotion requires strategic communication of maternal health to them 

through in depth understanding of peculiar cultural characteristics and layers of 

meanings that mould their understanding of maternal health. These, as indicated in the 

findings include values such as acknowledgement of the important roles of the elders 

as cultural custodians of maternal health knowledge and care, as well as general respect 

for these elders.  

Overall, the finding on participants’ perceptions of maternal health promotion in the 

present study supports the literature on cultural sensitivity by highlighting the 

importance of the use of local language and adaptation of messages to other cultural 

characteristics and preferences of recipients towards meeting their health information 

needs while equally promoting maternal health. These can be achieved through 

provision of relevant and practical health knowledge in manners that are acceptable to 

the recipients through channels that correspond with their ways of life and 

communication capabilities. 
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This finding further extends the literature on cultural sensitivity in health 

communication by highlighting the multi-dimensional complexities that accompany 

and should be considered in maternal health promotion. The finding indicates that 

promotion of maternal health in the study area involves four different groups which 

make up two broad categories. These are the individual/family/community 

(Public/Community level) and the health workers, media and the government 

(Professional/Institutional level). 

These groups appear to share a common goal, that is to promote maternal health. Yet, 

it is evident that they have distinct perspectives and approaches to maternal health 

promotion, based on peculiarities of the individual groups. For instance, at the 

community level, the individual/family/community often assume a combination of faith 

based and ethnocultural perspective. At the professional level, health workers and 

media have more professional outlooks towards maternal health, with sub-optimal 

integration of local culture, while the government appear more political oriented (by 

providing institutional or financial support but exaggerating their actions and 

achievements). Such variations are inevitable considering differences in characteristics, 

experiences and other compelling factors within and across the various groups.  The 

concern, as implied by the finding however, is that such variations within and across 

the groups ultimately tend to widen the gap in the effective attainment of the supposedly 

common goal of promoting maternal health. This study thus concurs with Sharf and 

Kahler (1996) that communication difficulties are more likely to occur as differences 

between communicating parties increase. Such differences they noted may be in form 

of ethnicity, language, educational or class differences among others.   

This suggests that while these differences may account for complexities in message 

dissemination, interpretation, shared understanding or general dispositions to maternal 
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health communication on either the part of the sender or recipient of messages, 

understanding the intricacies associated with such variations provide a useful means of 

harmonizing the maternal health promotion efforts of both members of the 

public/community and the members of the professional/institutional groups through 

cultural sensitivity. In the following section, the discussion centers on the participants’ 

conception of what cultural sensitivity in maternal health promotion entails based on 

their own lived experiences and reflections on such experiences. 

5.3 Conceptualisation of Cultural Sensitivity in Maternal Health Messages 

The second research question relates to the participants’ own exposition of what 

constitutes culturally sensitive maternal health messages based on their experiences and 

reflections about culture and maternal health promotion. The findings indicated three 

core themes that portray the overall characteristics of culturally sensitive maternal 

health messages from the participants’ perspectives. These themes are cultural audience 

targeting, cultural conformation in message creation and dissemination, and cultural 

message adaptation strategies. 

Given the significance of Sharf and Kahler’s (1996) culturally sensitive model and the 

PEN-3 cultural model (Airihihenbuwa, 1995) towards increased understanding about 

communicating health in cultural communities, it is expedient to compare these three 

emergent themes to the models. In addition, the themes also relate to previous 

descriptions of cultural sensitivity (Betsch et al., 2016; Dutta, 2007; Resnicow et al., 

1999; Resnicow et al., 2000) as well as key factors associated with health 

communication strategies and the development/dissemination of health campaign 

messages in the literature (Kreuter &McClure, 2004; Kreuter & Wray, 2003; Noar, 

2012; Wright et al., 2013). These literatures describe the concept of cultural sensitivity 
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and the interdependency of communication elements in communicating health, while 

the culturally sensitive model explains the complexities associated with communicating 

health. Thus, to substantiate the participants’ conception of culturally sensitive maternal 

health messages in the present study, the findings from the data are discussed in the 

following section in light of Sharf and Kahler’s culturally sensitive model and 

Airihihenbuwa’s PEN-3 model as well as existing literature.  

5.3.1 Audience Segmentation and Targeting 

The importance of gaining knowledge about the target audience and their preferences 

is identified as an aspect of intervention/message design crucial to the success of health 

programmes (Lignowska et al., 2015; Nwadigwe, 2013). In the present study, the first 

component of culturally sensitive maternal health message as conceived by the 

participants is cultural audience targeting which relates to audience segmentation and 

audience targeting. These constitute essential factors in the design and effectiveness of 

health messages identified in the literature (Kreuter & Wray, 2003; Kreuter & McClure, 

2004; Mathijssen et al., 2012; Rice & Atkin).  

While audience segmentation involves narrowing down of the audience from within a 

large and heterogeneous group or subgroup to more manageable homogenous 

segments, based on their characteristics (Mathijssen et al., 2012; Rice & Atkin), 

targeting on its part is described as messages designed for a given sub group of a 

population based on characteristics shared by members of such group (Kreuter & Wray, 

2003). These two components of the message design undoubtedly highlight the 

importance of gaining more knowledge about the target audience and their preferences 

just as reflected with the finding on cultural audience targeting in the present study. 
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However, cultural audience targeting in this study focuses on culture in audience 

segmentation and targeting as it depicts participants’ notion of audience related factors 

in cultural sensitivity of maternal health messages based on the identification of 

culturally relevant audience groups and wholistic targeting (the use of messages that 

are wholistic/comprehensive in nature and cut across cultural and social barriers). The 

findings on cultural audience targeting in the present study therefore provide important 

insight on maternal health message development in the study area by highlighting 

culturally relevant audience segments who can further be targeted through group or sub 

group characteristics as identified in the findings. 

As the findings indicate, culturally relevant audience groups identified by participants 

primarily include women of all categories (ranging from perinatal women and those yet 

to conceive to teenage girls and grandmothers), the male folk and other members of 

perinatal women’s social network like the nurses, relations, friends/associates and 

colleagues of perinatal women. Such categories of people were considered relevant 

given their cultural status and their various roles concerning aspects like maternal health 

related decisions, attitudes and practices as well as support and caregiving for perinatal 

women and their babies. 

 

It is evident that participants’ reflections on their experiences raised their consciousness 

about the role of culture in maternal health, its influence on maternal health behaviour 

and its significance in enhancing maternal health promotion. This enabled them to 

identify the complexities surrounding maternal health promotion as associated with 

factors such as communal living values/influences and variations of 

educational/religious knowledge, intergenerational gap and professionalism. 

Participants therefore recognised the need to respond to these various complexities in 
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ways that capture their uniqueness. This in part explains their suggestion on the need 

for wholistic targeting as the second phase of cultural audience targeting. 

 

Wholistic targeting as conceived by participants, points to an all-encompassing focus 

on issues of maternal health as it relates to all. Firstly, to be culturally sensitive, 

messages are required to consider and match the characteristics and communication 

capabilities of various audience groups such that barriers of language, educational level, 

social status, geographical location and media accessibility are effectively tackled. 

Secondly, there should be wholism of messages such that attention is given to maternal 

health related issues as it concerns all relevant stakeholders.  

Message wholism implies that to be culturally sensitive maternal health messages 

should not just focus on babies and perinatal women alone; all other groups that have 

direct or indirect relationships with perinatal women, babies and maternal health in 

general should equally reflect in message contents. These groups include perinatal 

women’s male partners, grandmothers/in-law, family, friends/associates/colleagues as 

well as health workers and the government. Message wholism therefore implies that 

maternal health messages are not only needed by perinatal women and the 

aforementioned stakeholders, messages should also be about each of these various 

stakeholders.  

Such perceptions of cultural sensitivity highlight maternal health promotion as a 

collective responsibility of the entire society; an extension of the cultural values 

associated with communal living pointed out in the findings. The finding on cultural 

audience targeting therefore extends the familial/ethnocultural layer of Sharf and 

Kahler’s (1996) Culturally sensitive model by highlighting the centrality of communal 

living as a cultural value that can aid the development of culturally sensitive maternal 
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health messages for relevant audience groups in the study area as well as other areas 

that share similar cultural values.  

The finding also extends the literature by offering a new perspective to targeted health 

communication through wholistic targeting which suggests that messages can be 

enhanced when they not only target specific culturally relevant groups or sub groups 

based on their peculiarities but also provide comprehensive health promotion content 

that addresses appropriate concerns about issues and members of the various 

groups/subgroups. For instance, maternal health messages targeted at grandmothers 

may not necessarily focus on the baby, mother or even grandmothers themselves, it may 

be about other relevant sub groups such as the male partners or health workers; the 

central goal nonetheless should be to promote maternal health. 

5.3.2 Cultural Conformation in Message Creation 

The second major component that determines cultural sensitivity as indicated in the 

findings is the creation of messages to conform with the information needs and 

preferences of the audience. In the light of this, message focus, message formats, 

culturally appropriate channels and sensitivity to societal schedules emerged as four 

sub themes which encapsulate participants’ information needs and preferences that 

maternal health messages should conform with to make such messages culturally 

sensitive.   

Message focus refers to issues or aspects of health that the target group is interested 

in/requires information about, while message formats and culturally appropriate 

channels involve the creation of messages using presentation modes and channels that 

conform with the capabilities, characteristics and preferences of the target audience. 

Sensitivity to societal schedules on its part relates to the target audience’ preferences 
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concerning their availability in terms of exposure/attention to health messages or 

programmes.  

Regarding information needs, although Kreuter et al. (2003) suggest that while it may 

not be feasible to come up with culturally appropriate health promotion messages for 

every possible subgroup, they noted that specific populations may be identified based 

on epidemiological-needs, demographics and geographical characteristics as done in 

the present study with women from different ethnic groups and social categories 

comprising perinatal women, elders and maternal health experts. Based on participants’ 

lived experiences, aspects considered as demanding the focus of maternal health 

promotion messages include care of the baby, safe and harmful practices during 

pregnancy/postpartum, issues of birth preparation, hospital utilisation, labour/delivery 

and male partners’ obligations as well as concerns about child spacing and sex during 

pregnancy/postpartum. Health workers’ attitudes was also identified as an aspect 

requiring inclusion in maternal health promotion messages while western education of 

the girl-child was equally considered as an area to be emphasised. 

Although some of these findings reflect maternal health information needs identified in 

previous studies (Almoajel & Almarqabi, 2016; Egbuniwe et al., 2016; Srivastava et 

al., 2015), in the present study, the identification of health workers’ attitudes and 

western education of the girl-child as aspects to be included in culturally sensitive 

maternal health promotion messages adds some new perspectives to information needs 

and audience preferences concerning maternal health promotion message content.  

Also, although previous research indicates that investment in girl-child education can 

enhance positive pregnancy outcomes by improving income, level of autonomy and 

interactions with health care providers (Umar, 2017), the present study highlights the 
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promotion of such western education through maternal health messages as a means of 

enhancing consciousness and bridging cultural and communication gaps. As indicated 

in the findings, among ethnic groups such as the Fulani community, gender disparities 

leave minimal room for girl-child western education. Hence, the inclusion of such 

issues concerning education in maternal health promotion messages would be 

beneficial. 

On message formats, the findings indicated that culturally appropriate formats for 

presentation of maternal health messages include entertainment formats like drama, 

playlets, movies and music; persuasive formats like advertisements and jingles and 

informational formats like face to face communication and campaigns like lectures and 

seminars, motorcades and neighbourhood announcements as well as the use of fliers 

and handbills. Informational content such as news and newspaper reviews were also 

identified by one of the elders as preferred formats of receiving maternal health related 

information while a midwife equally identified hospital talks and lectures as useful 

formats of presenting maternal health messages.   

In terms of channels, findings revealed that interpersonal channels and the use of radio 

were highly favoured by most participants as culturally appropriate channels of 

disseminating maternal health messages. Insights on the appropriateness of 

interpersonal channels in the present study corroborate the findings of Song et al. (2013) 

whose study revealed that expectant women relied heavily on interpersonal information 

sources, particularly family members.  

However, the present study extends the knowledge on appropriateness of interpersonal 

channels for communicating maternal health messages in a non-western context, by 

identifying additional interpersonal means of communication including hospital health 
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talks, messages through family, religious or community heads and door to door 

outreach programmes. This is based on a broader perspective of expectant and nursing 

mothers as well as elders and midwives. 

On the other hand, although some participants expressed their lack of time for media 

messages due to factors such as attachment to their means of livelihood and 

inaccessibility caused by lack of electricity, radio still emerged as the most perceived 

culturally appropriate mass media channel for dissemination of maternal health 

messages in the study area. Participants generally identified radio as appropriate due to 

its wider reach and ease of accessibility and use.  

However, some participants in the present study also highlight other media such as 

posters/billboards and television as useful for dissemination of maternal health 

messages while mobile phone was particularly considered suitable for reaching out to 

the youths, and movies for reaching out to Fulani and Nupe people in general. 

Furthermore, as indicated in section 5.2.2, the finding on the use of health books, 

internet and mobile apps as reliable information sources by participants with higher 

education also suggests the appropriateness of these channels for dissemination of 

maternal health messages to such categories of recipients. 

Interestingly, given that other factors such as message strategies and consideration for 

differences in media use and exposure according to social status may be required (Jung, 

Arya & Viswanath, 2013), seeming popularity and preference for a medium may not 

necessarily imply suitability of such medium for health promotion to all categories of 

recipients. In the present study, the constraints associated with the use of radio like 

participants’ lack of time for radio programmes also point to such complexities with 

actual appropriateness of channel in maternal health promotion. Furthermore, as 
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indicated in section 5.2.3, variations in backgrounds and viewpoints of participants also 

resulted in conflicts even with the use of seemingly appropriate interpersonal channels 

of communications. 

 

Such complexities associated with channel factors and message dissemination point to 

Hugo’s (2000) reasoning that appropriateness of a medium for effective health 

promotion is determined by its ability to achieve the desired health outcomes (health 

education/promotion), its suitability to the target audience, its acceptance by the 

audience (in terms of appropriate media and technology) and its adaptation to the socio-

cultural characteristics of the target audience. This highlights the need for strategic 

placement of messages even in the most appropriate channel (Noar, 2012). In the 

present study, part of such concerns about strategic placements of messages is 

addressed under sensitivity to societal schedules which forms the fourth component of 

cultural conformation in message creation as perceived by the participants.  

 

Interestingly, while majority of participants acknowledged the importance of health 

messages and even recommended the use of media like radio for health promotion; the 

findings indicate general lack of time or attention to health messages on media such as 

radio and television particularly by participants in the working class and the traders who 

leave for work early in the morning and return in the evening/night. Such participants 

displayed much more concern about their means of livelihood even though they were 

open to receiving health promotion messages given that such messages are provided to 

suit their various schedules.  
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The findings however revealed that maternal health messages can be strengthened and 

exposure to messages enhanced when message developers use dissemination strategies 

that are compatible with societal schedules. Two major strategies identified by 

participants are the use of publicity and appropriate timing/placement of health 

programmes. Based on their lived experiences, participants identified the need for 

publicity using the media and face to face means like town criers and neighbourhood 

announcements as a means of increasing the consciousness and curiosity of the target 

audience about an upcoming maternal health programme or event. 

 

Participants equally reasoned that in case of media messages, target recipients who may 

busy during the week/day can be accommodated through strategic placements and 

timing of messages to suit the various schedules of such participants. They suggested 

airing/repeating media messages or programmes during the weekends or at night, in 

addition to other days/times of the week. Use of brief and straight to the point messages 

was also suggested especially for face to face health talks and other presentations like 

those meant for traders and market women since such women are often eager to get 

back to their businesses.  

 

Another suggestion for media messages is the scheduling of maternal health promotion 

messages into peak broadcast times/periods. It was perceived that given the popularity 

and credibility associated with news and religious programmes on radio in the study 

area, placements of maternal health messages within, before or after such programmes 

should increase exposure and possible acceptance of such health messages by 

recipients. As perceived by a participant in the elders’ category, increasing the 

frequency of radio health messages during the Islamic month of Ramadan may be 
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particularly useful for maternal health promotion in the study area based on her 

observation that many people in the study area pay more attention to radio during this 

period. 

 

Such strategies as highlighted in this study reflect existing media scheduling and 

programming strategies such as stripping, locomotive/lead-in programming and 

hammocking; which are used to retain media audiences along the line-up of 

programmes (Bulck, 2009; Ihlebæk, Syvertsen & Ytreberg, 2014). Stripping involves 

placement of a programme at same day and time every week for the audience to easily 

mark and follow such programmes while locomotive/lead-in programmes refers to 

placing of unpopular programmes right after a popular one with the expectation of 

inheriting the audience of the popular programme, and hammocking has to do with 

placing a popular programme right before and after an unpopular one as a strategy of 

pulling audience for the unpopular one.  

 

While such strategies have been criticized as redundant in the face of media 

convergence and multimedia which pave way for on-demand access and user control, 

research indicates that scheduling strategies are still relevant in ensuring the flow of 

programmes and are nonetheless being adapted to suit the contemporary phase of media 

proliferation (Ihlebæk et al., 2014). More so, as the findings of the present study 

indicate the popularity of traditional media like radio, this suggests that adopting 

scheduling strategies identified in this study may serve as a functional means of gaining 

and sustaining appropriate target audience of maternal health promotion messages 

disseminated through the medium. 
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The finding on sensitivity to societal schedules further highlight the relevance of 

matching message and message dissemination to preferences and schedules of the target 

audience. The implication is that a culturally appropriate message delivered through the 

most appropriate channel may still miss the target audience if such message does not 

conform with audience preference in terms of appropriate timing/placement and 

duration of the message. This applies to both interpersonal and mass mediated 

messages.  

 

Cultural conformation in message creation as conceptualised in this study thus provides 

important insights on appropriate message content, style and channels that can be 

strategically adapted to suit the needs and preferences of target recipients of maternal 

health messages in the study area. Further cultural characteristics and message 

strategies that constitute the third component of cultural sensitivity of messages as 

identified by participants are discussed in section 5.3.3.  

5.3.3 Cultural Message Adaptation Strategies 

Cultural message adaptation strategies in this study constitute the third dimension of 

cultural sensitivity as conceived by the participants. It involves the compatibility of 

messages with the day-to-day cultural characteristics and workings of target groups. 

Such adaptation is necessary since the effectiveness of health promotion efforts is 

hinged on the ability of health message developers to adapt messages to the target 

population’s cognitive and psychosocial needs (MacDonald et al., 2011). 

Three themes that explicate participants’ notion of cultural message adaptation 

strategies in the present study are; culturally appropriate presentation strategies, use of 

cultural characteristics and use of cultural influencers/opinion leaders. Culturally 

appropriate presentation strategies involve three interrelated structures; the use of 
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culturally appropriate presenters, diplomacy/sensitivity to ethno-religious values, and 

cultural appreciation/compatibility.  

Use of culturally appropriate presenters reflects local language ability, competence, 

ethnic origin and age/social group affiliation. In other words, it involves engaging for 

message delivery, people who understand and share same linguistic and other subgroup 

or sociocultural characteristics such as age, gender, values and beliefs with the target 

recipients. Participants envisioned that such people should be trusted sources with 

requisite understanding and experiences concerning the issue or topic in question. At 

the same time, they should be versed in the workings of the target audience’ cultural 

beliefs and characteristics. The finding indicates that when such culturally appropriate 

individuals share their experiences/deliver maternal health messages, this may increase 

message credibility and acceptance among the target recipients. Apart from the use of 

language, these structures primarily reflect the alignment of messages to suit latent 

sociocultural characteristics of the target audience or deep structures as identified in the 

literature (Kandula et al., 2012; Resnicow et al.,1999; Resnicow et al., 2000). 

The finding corroborates Kreuter et al.’s (2003) linguistic and constituent involving 

strategies, which emphasise the use of local language and indigenous people from 

within the target population as strategies of enhancing cultural appropriateness. 

However, in the present study, the identification of diplomatic approach/sensitivity to 

ethno-religious values as another message adaptation strategy adds further insight on 

cultural appropriateness of messages. The approach refers to respect for cultural values 

and ability to exercise caution and wisdom in relaying messages that may otherwise 

conflict with the recipient’s viewpoints or beliefs.  For instance, participants identified 

aspects requiring diplomacy to include upholding the values of respect, confidence and 

belief in elders during interactions with elders/grandmothers. Health workers’ attitudes 
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and behaviours during health talks with community members and interactions with 

patients also constitute areas which require diplomatic manner of approach and 

sensitivity to ethnic and religious values as revealed in the findings. 

Furthermore, as indicated in the findings, cultural appreciation/compatibility 

recommends that in delivering health messages, the positive aspects of culture that 

relates to such health issues should firstly be acknowledged even if negative aspects 

would later be discouraged or corrected, while messages should also be compatible with 

recipients’ beliefs and expectations. This aligns with the assumptions of the PEN-3 

model (Airihihenbuwa, 1995) which places emphasis on harnessing the positive 

potentials of culture. Cultural appreciation/compatibility of health messages thus 

present a means of interacting with the target recipients in a way that signifies interest 

in them and highlights the recognition of their own maternal health promotion efforts. 

This in turn can enhance the audience’ interest and their acceptance of messages as well 

as possible adoption of message recommendations. 

The implication of the finding on culturally appropriate presentation strategies for 

development of culturally sensitive health messages is that any or a combination of 

these three strategies; culturally appropriate presenters, diplomacy/sensitivity to 

ethnoreligious values, and cultural appreciation/compatibility can be adapted to any 

message format (persuasive, entertainment, educational or informative), using any 

channel (interpersonal/face to face or mediated) and at  any level of communication 

(within the family/community group or between professionals like government/health 

workers and the public/community) as may be required. 

The second category of message adaptation strategy; the use of cultural characteristics 

portrays both obvious/simple and complex cultural characteristics that can be 
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incorporated into maternal health messages. Although factors such as food, colour, 

symbols, clothing and group labels or brands have been identified in the literature as 

obvious or surface structures that can be incorporated into health promotion messages 

(Kandula et al., 2012; Resnicow et al., 2000), the present study highlights local 

language, occupation and festivities as surface cultural characteristics which can serve 

as an entry point for message adaptation in the study area. For example, participants 

noted that the Nupe people are culturally noted for farming and fishery as their major 

occupation while Fulani people are noted for cattle rearing and production of local dairy 

products.  

Interestingly, while the Barubas are culturally noted for farming and Yorubas for 

trading, participants from these ethnic groups laid less emphasis on occupation as a 

strategy of message adaptation. However, they were more emphatic about other obvious 

cultural characteristics like celebrations and festivals.  Baruba participants primarily 

noted an annual festival; the Gani festival as a remarkable cultural tradition unique to 

the Barubas while Yorubas, particularly those from Ilorin, highlighted the tradition of 

communal support and felicitations during special occasions like weddings, naming 

ceremonies and graduation ceremonies among others. Hence, this implies that to make 

messages more context specific to the local culture of the target recipients, messages 

can be linked to major occupation of ethnic groups especially the Nupe and Fulani while 

they can also be associated with festivals and other forms of merriment as may be 

applicable to given ethnic groups, particularly the Yoruba and Baruba.  

For complex/latent structures, the use of freebies as incentives and adoption of the 

seeing is believing principle emerged as two strategies recommended by participants as 

those that can be employed to adapt messages to suit the cultural characteristics of the 

target recipients. Freebies like free gifts and free health services are associated with 
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gaining audience attention, which serves as a necessary first step towards further 

possible message acceptance and behaviour change or desired health outcomes. For 

example, across all ethnic groups, participants noted that the introduction of free gifts 

like baby diapers, drugs and insecticide treated nets often led to increased turn out at 

the antenatal/postnatal sessions and other scheduled health talks.  

It is important to note however that use of freebies as an appeal to the audience should 

match the expectations of the audience in terms of the actual gifts/services provided. 

As findings indicate, failure to meet the recipients’ expectations could lead to 

boomerang effects where recipients may get angry/disappointed leading to a breakdown 

in communication all together. 

The seeing is believing principle on its part relates to the provision of evidence or shared 

testimonials that can facilitate message authentication and acceptance by recipients. As 

reflected by participants, these become expedient given some individuals’ reluctance to 

adopt biomedical health recommendations and practices especially where such conflict 

with their ethno-religious beliefs and values.  

These two perceived strategies find support in existing social marketing/persuasive 

health communication strategies like the use of incentives; often built on existing values 

of the target recipients such that messages either reinforce recipients’ predispositions 

or change beliefs about the likelihood of experiencing consequences, using strategies 

such as the gain-loss message framing (Atkin & Rice, 2013; O’Keefe, 2012). Such 

messages are created with the expectations that the rewards or negative consequences 

associated with compliance/noncompliance would spur recipients into acting 

appropriately. Seeing is believing further relates to the evidential approach (Kreuter & 

McClure, 2004) and the culture-centric approach (Larkey & Hill, 2012) which both 
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emphasise the sharing of evidence, based on real experiences as a means of health 

promotion. 

Use of freebies and seeing is believing as identified in the present study however offer 

developers of maternal health messages additional context-based strategies that can be 

combined with existing strategies for message design towards enhanced culturally 

sensitive maternal health messages. Specifically, given that free gifts serve as 

motivators for increased exposure to health messages, this suggest that they may also 

facilitate adoption of recommended behaviour when the freebies are free gifts or 

services that promote the health concern in question and match the expectations of the 

recipients. An example of such could be the provision of free mosquito nets as a means 

of preventing malaria among pregnant women. 

Generally, the obvious and hidden cultural characteristics identified in this study offer 

phenomenological evidence on important cultural characteristics that may be utilised 

alongside other strategies in communicating about maternal health in the study area in 

culturally sensitive ways that will facilitate the alignments of  message content with the 

thoughts, background and day to day workings of the message recipient while at the 

same time modify their thoughts, dispositions and behaviour concerning specific health 

issues. 

However, use of cultural influencers or opinion leaders constitute the third major 

message adaptation strategy. Such influencers/opinion leaders basically fall under two 

broad categories; these are the public/community and the professional groups. Under 

the community group, there are community heads/religious leaders, family heads, in-

laws and elders, town criers/public relations officers, and the youths. In the professional 
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group, there are the nurses, doctors and community health workers, government and 

government affiliates, and the media. 

As indicated in the findings, community heads like kings and village chiefs command 

a lot of respect in their various districts. Similar level of respect is accorded to religious 

leaders by their followers and families/households (usually the husbands/male elders) 

by their family members. Usually, once such leaders endorse something, there is often 

little doubt concerning its authenticity and acceptance by their group members. Town 

criers/public relations officers are also respected and credible in the peoples’ eyes given 

their status as the kings’/community heads’ spokesmen. Youths equally gain the 

confidence of others in the community based on their presumed exposure and 

education.  

Association of maternal health messages with these categories of opinion leaders is 

therefore considered a useful strategy of message adaption to various categories of 

audience in the study area.  For instance, at the family level, participants suggested that 

given the respect accorded to the male folk, they can be relied upon to ensure that their 

wives, (perinatal women or the grandmothers/mother in-law) engage in the 

recommendations of maternal health promotion messages. As suggested by the PEN-3 

model (Airihihenbuwa, 1995), under the cultural identity domain, this implies that 

health promotion messages can be directed at such cultural influencers themselves to 

encourage them to adopt the recommendation of these messages as well as to increase 

their consciousness regarding their own roles in maternal health promotion.  

In addition, given the credibility and respect accorded to community heads and other 

leaders, it was suggested that these cultural influencers could also be utilised towards 

enjoining their wards or followers to engage in healthy practices through the affiliation 
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of health messages to such opinion leaders using different strategies. Holding a health 

talk within the premises of the community head/king or engaging the king himself in 

actual dissemination of the message where people hear directly from him are examples 

of message affiliation to such an influencer as indicated in the findings. The implication 

nonetheless is that utilisation of cultural influencers may increase credibility and 

acceptance of messages by the target group. 

Interestingly, despite the variations between the professional and community groups as 

indicated in the findings, participants still identified the professional group as opinion 

leaders/influencers who can be engaged to enhance maternal health promotion efforts. 

Many participants acknowledged the credibility of maternal health information 

emanating from medical sources, the government and the media.  Hence, just as with 

the community opinion leaders, it was believed that messages can equally be affiliated 

with medical sources, the government and the media.  

However, the findings revealed that media message affiliation or adaptation which 

primarily refers to the use of media for maternal health promotion, would play a 

multipurpose role in the sense that the media can also be regarded as an intermediary 

in intragroup interactions as well as intergroup interactions. In other words, given the 

credibility and power of the media, they serve as opinion leaders/influencers when they 

are used to disseminate not only basic or general maternal health promotion messages 

but also messages that address both intra and inter-group differences/conflicts 

concerning maternal health.  

This implies that media can be used to correct/shape behaviour and interactions of 

actors within each group towards a common and recommended maternal health 

promotion goal (intra-group harmonisation) e.g. conflicts of beliefs between perinatal 
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women (younger women) and grandmothers/mother in-law (elders) or concerns 

between health workers and government. Media can also serve as influencers when they 

disseminate messages aimed at harmonising differences between actors from the 

community group and those in the professional group (inter-group harmonisation) e.g. 

conflicts of beliefs/practices between the elders/grandmothers and the health workers.  

This finding however underscores the need for responsible use of the media for health 

promotion. As one of the medical participants noted, over-glorification of government 

hospitals by the government owned media houses, is one of the problems responsible 

for conflicts and misunderstandings between the public (patients) and health workers 

since actual experiences of patients upon getting to the hospital, fall short of their 

expectations based on media portrayal of such hospitals. 

Furthermore, beyond conventional use of traditional media like radio or television, 

utilisation of other media like videos and social media may also pose challenges of 

misinformation or misrepresentation as confirmed in previous research (Househ, 

Borycki & Kushniruk; 2014).  The finding of the present study therefore suggests that 

while media messages may be effective in inducing required health behaviour, abuse 

of the media power, through misinformation or unrealistic/exaggerated claims in health 

messages disseminated using the media may be counterproductive. This draws attention 

to issues of media ethics and the need for future research to understand how to ensure 

responsible use of the media for maternal health promotion. 

Overall, the finding on cultural message adaptation strategies provides 

phenomenological evidence from a non-western and audience perspective, on how 

cultural strategies and communication elements may be integrated for the creation of 

culturally sensitive health messages. However, while all strategies identified in the 
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study are indeed interwoven and can be cross matched as appropriate, one underlying 

strategy that cuts across all is the use of local language. Language is fundamental 

because it constitutes a basic cultural marker that can facilitate shared understanding in 

the communication process.  

 In addition, while majority of the strategies may be applicable to both interpersonal 

and mass mediated communication, the combination of some or all the other message 

adaptation strategies including other opinion leaders/cultural influencers can be 

integrated into maternal health promotion messages and adapted to various media as 

may be suitable. The media can therefore be regarded as a unifying factor which may 

facilitate the harmonisation of health promotion efforts of diverse players from within 

the public and professional groups, towards a common goal. 

5.4 Salient Cultural Elements for Maternal Health Promotion 

Elements of culture associated with maternal and child health in the literatures include 

religious and traditional beliefs (Adeusi et al., 2011; Ha et al., 2014; Iliyasu et al., 2010; 

Maguranyanga, 2011; Moyer et al., 2015) as well as ethnic norms, values and traditions 

(Adeleye & Chiwuzie, 2007; Fapohunda & Orobaton, 2012; Igberase, 2012; James, 

2013). The present study however extends the literature by providing 

phenomenological evidence on how positive and negative aspects of such cultural 

elements of maternal health can be engaged for maternal health promotion based on 

salient maternal health beliefs, values, norms and traditions in north central Nigeria.  

Salient beliefs as revealed in the findings include faith and religious beliefs as well as 

pregnancy outing beliefs and taboos while salient values include those related to the 

physical activities of women during pregnancy and delivery as well as values associated 

with communal living. Salient norms and traditions on their part include togetherness 
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in maternal healthcare, postnatal hot water and traditional care, and local procedures to 

safeguard pregnancy. These findings and their implications for the development of 

culturally sensitive maternal health messages are discussed in the following sections. 

5.4.1 Salient Beliefs and Taboos 

Faith/religious beliefs and taboos/beliefs concerning going out during pregnancy were 

identified as significant for maternal health promotion. As noted earlier under the 

discussion on the influence of religion in section 5.2.1, religion functions as a guide 

which helps to mould behaviours on various aspects including maternal health. Muslim 

participants particularly noted that the sanctity ascribed to religion and the 

belief/respect for the teachings of the Holy Quran as well as knowledge from religious 

scholars/leaders and associations offer developers of maternal health promotion 

messages a wealth of assets to tap from in creating and disseminating messages in 

culturally sensitive manner.  Hence, this finding which highlights the importance of 

adapting maternal health related messages to relevant religious teachings from the holy 

books corroborates previous findings which identify the incorporation of religion in 

health communication as capable of instigating positive behavioural change (Ahmad, 

2011; Kadiri, 2015). 

Additionally, supplications and the use of religious/traditional remedies were also 

identified as salient aspects of faith and religious beliefs to be incorporated into 

maternal and child health messages. The findings revealed that recitation of thumma 

sabila yassarahu (supplication for easy delivery) and use of hantu (holy water derived 

from Islamic inscriptions washed off from wooden slates) are two fundamental aspects 

of religious beliefs highlighted by Muslim participants. Christian participants equally 

favored faith in God by committing one’s affairs to God as well as using healing water 

(holy water unto which Christian prayers have been made).  
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Participants of the present study however primarily regarded such faith beliefs as 

crucial regardless of hospital utilisation for antenatal and delivery services. However, 

while some medical expert participants noted that religious beliefs like the use of hantu 

and healing water should be avoided during labour as these may obscure the scientific 

observations and process of labour and delivery, such participants noted that people 

who believe so much in these remedies can still use them at other times during the 

pregnancy period. 

This finding reflects aspects of the connection of body, mind and spirituality under the 

ethnocultural layer of meaning in Sharf and Kahler’s (1996) culturally sensitive model 

of communication. According to the model, not only do patients (the layperson) 

perceive and explain health concerns from a variety of perspectives based on their own 

every day experiences, they may also blend biomedically prescribed medications with 

various remedies ranging from over-the-counter products to traditional home remedies 

and those prescribed by local herbalists amongst others. Sharf and Kahler (1996) also 

noted that conflicts among cultural and religious values of the health practitioners and 

the patients (layperson) often constitute bioethical dilemmas in health care settings.  

Hence, as established by participants in the present study, faith beliefs and practices can 

serve as strategies of enhancing maternal health because they are considered as 

complementing hospital maternal health care. As such, participants believed that since 

such religious beliefs are held sacred by most people, developers of maternal health 

messages can capitalize on this through strategic incorporation of aspects of religion 

and spirituality like the prayers and the hantu/healing water into health promotion 

messages. This further extends the ethnocultural layer of the cultural sensitivity model 

by emphasising the strategic role of religion as a possible layer of meaning that can 
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shape interpretations and shared understanding in maternal and other health 

communication situations.   

Similarly, while participants noted that there are aspects of cultural beliefs and taboos 

that may be detrimental to maternal health, ethnic beliefs and taboos concerning outing 

restrictions during pregnancy were identified as culturally salient and recommendable 

aspects to be promoted and incorporated into maternal health messages. Although, most 

participants brushed aside such beliefs and taboos as mere cultural inclinations of the 

past, they nevertheless identified these beliefs and taboos as beneficial to maternal 

health since such beliefs/taboos may not necessarily pose any health risks. For instance, 

beliefs and taboos refraining a pregnant woman from going out in the afternoon, under 

the sun, or those refraining pregnant women from fetching of water from a well were 

considered by participants as ultimately meant to safeguard pregnant women from 

fatigue related risks.  

This finding aligns with Airihihenbuwa’s (1989) PEN-3 cultural model which 

emphasizes the need to recognize positive aspects of culture in addressing health issues. 

Based on the model, addressing of health issues should begin with positive things that 

a community does correctly as opposed to focusing on problematic areas or negative 

aspects (Airhihenbuwa, 2010). Hence, those salient beliefs and taboos as discussed in 

this section should be regarded as assets for developers of health messages toward 

enhancing their messages in culturally sensitive manner capable of achieving desired 

results. 

5.4.2 Salient Values 

Participants primarily identified values associated with activities during 

pregnancy/delivery and those associated with communal scheme of living as salient 
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cultural values that should be incorporated into maternal health promotion. Activity 

related values include being energetic during pregnancy and having self-restraint during 

delivery. The idea of pregnant women engaging in physical exercise and activities like 

farming and other chores is particularly evident in the Fulani and Nupe culture while 

findings showed that ethnic groups like the Yoruba and Baruba considered pregnant 

women as fragile and that they should be wary of strenuous activities especially during 

the early stages of pregnancy. Nonetheless, participants across all ethnic groups 

emphasized that being lazy in pregnancy is culturally discouraged as it is believed that 

lack of activity in pregnancy makes the delivery process difficult. In addition, another 

salient value recommended for incorporation into maternal health messages is self-

restraint during labour. This value is particularly evident among the Fulani ethnic group 

where it is believed that a pregnant woman should display confidence and self-restraint 

during labour and delivery. As indicated in the findings, Fulani women are culturally 

trained to persevere and to avoid shouting or restlessness during labour and delivery. 

 These findings on cultural values of activity and self-restraint in pregnancy/delivery 

are related to previous studies on maternal health. For instance, research indicates that 

labour signs are usually disguised by women in parts of northern Nigeria while some 

also engage in lone delivery, with no on present all in a bid to indicate courage and 

ensure privacy (Fapohunda & Orobaton, 2013; James, 2013). Adeleye and Chiwuzie 

(2007) also found that in southern Nigeria, pregnant women are subjected to 

burdensome work perceived as necessary to facilitate timely labour. In these studies, 

such practices were considered as undesirable owing to negative consequences that may 

accompany them. Disguise of labour signs for instance becomes detrimental when there 

are complications like prolonged labour and no skilled medical attention (James, 2013).  
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While acknowledging the possible risks posed by such cultural values as indicated by 

previous researchers, findings of the present study however align with the assumptions 

of PEN-3 cultural model (Airihihenbuwa, 1989) since participants highlighted the 

positive outcomes of these values as aspects to be promoted in maternal health 

messages. As noted by participants, these aspects include the fact that exercise is 

culturally and biomedically recommended during pregnancy/labour just as self-restraint 

in labour not only shows sign of courage but equally guards against careless talks like 

cursing and restlessness during delivery. As indicated by the participants, cursing 

during labour is culturally disapproved as it is believed to come with negative spiritual 

repercussions while shouting, fear and restlessness are also associated with repetition 

of similar agitated experiences in subsequent pregnancies and deliveries as well as the 

risk of harming the baby.  From a culturally sensitive perspective, this implies that while 

the positive aspects of the activity related values can be promoted in health messages, 

the negative aspects highlighted in previous studies can equally be addressed through 

maternal health messages to appropriate target recipients. 

Furthermore, values associated with communal living considered important for 

maternal health promotion include the notion of maternal and child care as the mother’s 

core responsibility, the idea of wives’ subservience and subordination, and the respect, 

belief and confidence in elders.  

Participants viewed the cultural value of regarding maternal health as the core 

responsibility of the mother from a dual perspective. Firstly, it is considered as a 

beneficial element to be promoted in maternal health messages by encouraging mothers 

to take up the responsibility of ensuring safe motherhood regardless of any cultural, 

social or other challenges they may be facing. This supports the explication of self-

efficacy by Fahey and Shenassa (2013) in their perinatal maternal health model where 
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they noted that self-efficacy relates to factors such as maternal health seeking 

behaviour, role attainment, competence and confidence in maternal and infant heath 

care.  

As defined by Bandura (1997), self-efficacy involves the belief in ones’ ability to 

perform certain behaviours successfully. Hence, the promotion of the cultural value of 

maternal health as mothers’ responsibility as identified in this study, provides a means 

of promoting self-efficacy among perinatal women with respect to health seeking 

behaviour and healthcare practices all through pregnancy to postpartum period. 

On the other hand, the value is equally regarded by participants as one which should be 

addressed through maternal health messages such that significant others like the 

husband/male partner and other close family members would be encouraged to engage 

in birth preparation and necessary support roles in caring for and nurturing the mother 

and the child; these should not be the sole responsibility of the mother. 

Similarly, the subservient and subordinate status culturally ascribed to wives in the 

study area was equally identified by participants as a feature of communal living that 

should be tackled through maternal health messages as this prevents mothers/wives 

from exercising control over their health and those of their babies. This is because under 

such status, women are culturally denied absolute rights to take maternal health 

decisions on their own; they mostly do these under the influence of their husbands or 

in-laws. These findings are consistent with the literature on culture and maternal health 

from other parts of Nigeria and African regions with similar communal living scheme 

(Adeleye & Chiwuzie, 2007; James, 2013; Umar, 2017; Warren, 2010) where the status 

of women is identified as one of the factors inhibiting safe maternal health decisions 

and practices. This draws attention to the need to address such status of women/wives 
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through culture sensitive maternal health promotion messages towards facilitating a 

more enabling environment for them to engage in safe maternal health practices and 

behaviours. 

In addition, the present study further identifies respect for elders and the strong belief 

in elders’ expertise and wisdom in handling maternal health related issues as another 

salient component of communal living worthy of inclusion in maternal health messages. 

The findings indicated that despite clashes between the younger (daughters/daughter 

in-law) and older women (grandmothers/mother in-law) over maternal health issues, 

elders are culturally ascribed an esteemed status in the study area. Hence, participants 

reasoned that such value of respect, and elders’ wisdom can be tapped by maternal 

health messages developers to enhance cultural sensitivity. This implies that associating 

messages with elders may boost the egos of these elders as well as aid in message 

credibility and acceptance by younger ones and even fellow elders. Over all, salient 

cultural values as identified in this study further substantiate the PEN-3 model by 

highlighting core covert values that can serve as positive and negative enablers to 

maternal health and maternal health communication. 

5.4.3 Salient Norms and Traditions 

Participants identified the practice of togetherness in maternal health care, use of hot 

water and traditional care and use of local pregnancy protection as salient norms and 

traditions that are relevant for maternal health promotion. Togetherness in maternal 

health care, which involves family members and friends rallying round to care and show 

concern for pregnant women/new mothers and their babies was considered by 

participants as a positive cultural element which should be encouraged through 

maternal health messages. Such forms of support which are most evident in the 

activities of the grandmothers/mother in-law are noted as beneficial to maternal health 
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because they serve not only as a source of encouragement and training for the perinatal 

women but also enable new mothers to have adequate rest and care. It was equally 

observed to facilitate bonding between the mother and her baby. 

However, participants equally noted that despite the benefits accruable to this practice 

of togetherness, it sometimes exposes perinatal women to undue pressure. For instance, 

while family and friends show concern and support by trooping to visit a new mother 

and baby at the hospital or at their home, such new mothers would be denied adequate 

rest because they must attend to the people who have come to visit them. This aspect 

of the tradition was therefore highlighted as a negative aspect which requires the 

attention of maternal health promoters. The finding on togetherness relates to the 

cultural empowerment domain of the PEN-3 model which explains that positive, 

existential or neutral/harmless and negative cultural elements should be identified and 

addressed appropriately.  

The hot water care for new mothers and babies as well as other traditional care like the 

baby’s massage and first traditional birth also constitute major cultural traditions 

revealed as important for maternal health promotion. Like some of the other cultural 

elements, the hot water and traditional care were also identified as having both positive 

aspects that should be promoted and negative aspects that should be discouraged 

through maternal health messages. Although, the hot water care is common to all ethnic 

groups in the study area, findings indicated that use of very hot water for new mothers 

and babies was particularly evident among the Nupe people. 

Interestingly, however, virtually all participants across the four ethnic groups described 

the use of hot water bath and massage for a new mother as an uncomfortable but 

beneficial experience. Such benefits according to them include the flushing out of clots 
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of post-delivery blood, flattening of the post-delivery belly and general soundness of 

the body. Participants therefore viewed such aspects of new mothers’ hot water care as 

those that can be infused into health promotion messages to make such messages more 

culturally sensitive. On the contrary, it was noted that risky aspects such as using too 

much water for both the mother and child should be discouraged through health 

messages as this could be harmful to the mother and the baby.  

Similarly, with respect to other traditional care for babies, findings revealed the baby’s 

first traditional bath as a core tradition of all the ethnic groups. Participants generally 

pointed out that when the baby is not given this traditional bath which is considered as 

a thorough bath, the baby would grow up to have body odour. This practice was thus 

regarded as a salient tradition that can be incorporated into maternal health promotion 

messages. However, regarding extremism in other baby care practices like the hot water 

care and baby’s massage, these were considered, especially by medical participants as 

salient but risky cultural traditions to be discouraged.  

Furthermore, the use of local pregnancy protections was equally highlighted as an 

important cultural tradition that can serve as an asset in development of culturally 

sensitive maternal health messages. As indicated in the study findings, fixing of safety-

pin as a pregnancy protection procedure is a popular tradition in the study area. 

However, while some participants displayed much belief in the safety pin as a means 

of securing one’s pregnancy, others did not attach much meanings to it. Nevertheless, 

due to the importance attached to this practice, participants considered it worthy of 

being utilised in maternal health messages as it really does not pose any harm. Thus, 

this practice fits the existential factors as described under the cultural empowerment 

domain of Airihihenbuwa’s (1989) PEN-3 model. On the other hand, the use of 

pregnancy pegs or labour hasteners that are not easily detected, like specially made 
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earrings, caps or charms were identified as priority risky cultural practices that should 

be highlighted in maternal health messages to strengthen public awareness about the 

risks of such. 

Overall, the findings on salient cultural elements for maternal health promotion 

corroborate the PEN-3 cultural model by indicating that salient beliefs and taboos, 

values, norms and traditions have certain positive, negative or neutral elements that can 

be utilised appropriately in the development of culturally sensitive maternal health 

promotion messages. However, the present study further extends the assumptions of 

the model by establishing that certain aspects of cultural elements may have dual 

identities/effects.  This implies that development of maternal health messages using 

such cultural elements requires caution. Hence, just as Airihihenbuwa (2010) has noted 

that too much focus should not be placed on the negative aspects of culture as to imply 

outright rejection, the present study submits that with cultural elements which have dual 

identities/effects, the benefits or positive aspects of such cultural elements should not 

be overemphasized as to imply that such practices or beliefs have no negative effects.  

The finding on salient cultural elements equally highlight the importance of these 

cultural elements in moulding maternal health related behaviour and practices in the 

study area. In relation to the culturally sensitive model of communication (Sharf & 

Kahler, 1996), the finding of the present study suggests that faith and religious beliefs, 

pregnancy outing beliefs, activity and communal living values, and the traditions of 

togetherness, use of hot water and traditional care as well as local pregnancy protection 

procedures constitute aspects of ethnocultural layers of meanings that may facilitate or  

impede interpretation, understanding and shared meaning in maternal health 

communication in the study area. Hence, strategic integration of such cultural elements 

into maternal health messages and interactions provide a contextual and practical 
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approach to effective maternal health promotion in communal and culturally-rooted 

non-western societies such as Nigeria.  

5.5 Contributions of the Study 

Although cultural sensitivity has enjoyed extensive exploration by several scholars in 

the field of health communication, there is however limited scholarly attention on 

cultural sensitivity in relation to maternal health promotion from a non-western 

perspective. This was the focus of the present study and while its findings mainly 

corroborate previous scholarly efforts on cultural sensitivity in health communication, 

this study nonetheless, has further theoretical, practical and methodological 

contributions to knowledge.  

5.5.1 Theoretical Contributions 

Theoretically, this study’s contributions can be described as minimal considering the 

wealth of available literature on cultural sensitivity.  Although the study adopted a 

primarily inductive approach, findings of the study are discussed in relation to relevant 

theories; the cultural sensitivity model of communication and the PEN-3 cultural model 

as well as available literature. However, as there has been limited attention on cultural 

sensitivity and maternal health promotion especially from a non-western perspective. 

The present study makes some empirical contributions by providing phenomenological 

evidence on the conception of cultural sensitivity in maternal health communication, 

and how culture can be integrated in maternal health promotion from a local 

perspective, based on the lived experiences of women from north central Nigeria.  

Firstly, the study strengthens the ethno-cultural layer of the cultural sensitivity model 

of communication by identifying family, geographic descent, religion, local language 

and acculturation/geographic location as ethno-cultural markers which may account for 
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message interpretation and shared understanding in a health communication situation. 

Furthermore, the study equally strengthens the cultural identity and relationship and 

expectations domain of the PEN-3 model by providing phenomenological evidence on 

the relevance of the family and environment (geographic location) in shaping maternal 

health outlook and behaviours among cultural communities. 

Also, findings of the study equally highlight the centrality of information availability 

and knowledge acquisition to health communication and behaviour. In this regard, the 

study extends the interpersonal layer of meaning under the cultural sensitivity model of 

health communication and how the presence of such layer of meanings may interrelate 

with other layers of meanings and overall shared understanding and effective health 

communication. Specifically, the present study provides evidence on how the 

interpersonal layer of meaning interrelates with the professional/institutional layer as 

well as the ethno-cultural layer of meaning as portrayed in Sharf and Kahler’s (1996) 

culturally sensitive model of communication.  

The interpersonal layer points to the uniqueness of the individuals engaged in health 

interactions, and how their relationship and degree of intimacy determines the 

accomplishment of the communication goal. The present study however indicates that 

participants’ reliance on multiple sources of information on maternal health shaped 

their individual outlook concerning maternal health which in turn determined their 

relationships with the other party during health communication situations thereby 

facilitating or hindering shared understanding (effective communication).  However, 

while the cultural sensitivity model focuses on the doctor-patient communication, the 

present study provides phenomenological evidence about communication situations 

and relationships not only between health experts and patients but also between 

family/community members as well as mass mediated health messages. 
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Hence, the participants multiple sources of information determined the interpersonal 

layers of meanings which they brought into their health communication experiences 

which reflected both the professional/institutional layers of meanings and the ethno-

cultural layers of meaning.  

Specifically, maternal health related information that participants gained from media 

such as health books, radio and internet/mobile applications not only complemented 

information received from medical and hospital sources, such information also 

facilitated the participants’ understanding of maternal health as well as their health 

conversations with medical experts during antenatal hospital visits. On the other hand, 

knowledge gained through sources such as grandmothers, in-laws or participants’ 

previous experiences also shaped their attitudes and maternal health interactions, 

although the findings revealed that these exposed some participants to potentially 

harmful practices or nonchalant attitudes towards maternal health.  

Hence, knowledge gained from some of such multiple sources sometimes conflicted 

with one another thereby leading to nonfunctional relationships and communication 

breakdown. An example of such is the conflicts that sometimes exist in the maternal 

health messages that perinatal women receive from medical experts and those they 

receive from grandmothers/mother in-law at home. Therefore, information sources, 

availability of information and knowledge acquisition constitute complex interpersonal 

layers of meanings that can have implications for maternal health communication.  

Additionally, the present study substantiates the relationship and expectations domain 

of the PEN-3 cultural model by identifying maternal health experts and media such as 

health books, radio and internet/mobile applications as positive enablers on maternal 

health knowledge acquisition and communication and practices in the study area. 
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Reliance on the previous maternal health experiences, health workers’ 

unfriendly/nonchalant attitudes and certain hospital procedures may however constitute 

negative perceptions/enablers to the public’s preconception of health workers and 

hospital utilisation for maternity health care.  

The study equally provides phenomenological evidence that strengthens the 

perceptions and nurturers components of PEN-3 model with the finding that cultural 

values, beliefs and traditions acquired by perinatal women from members of their social 

groups help to mould their perceptions concerning maternal health, while members of 

such social groups also constitute nurturers to the perinatal women.  

Furthermore, the study equally extends the cultural empowerment domain of the PEN-

3 cultural model by indicating that while salient beliefs, taboos, values, norms and 

traditions concerning maternal health in the study area have positive, negative or 

existential elements that can be utilised appropriately in the development of culturally 

sensitive maternal health messages, certain aspects of some of these cultural elements 

may have dual identities/effects (they may have both positive and negative aspects). 

The existence of such dual identities requires caution when being dealt with in maternal 

health messages or interactions to avoid boomerang effects. 

Likewise, the study contributes to the ethno-cultural/familial layer of cultural 

sensitivity model by highlighting faith and religious beliefs like respect and belief in 

the Holy scriptures, religious leaders, the use of hantu or healing water as well as 

supplications for easy delivery as elements of religion that can shape maternal health 

behaviour and interpretations/shared understanding in maternal health communication 

situations in the study area.  In addition, as revealed in the findings, local beliefs and 

taboos like outing restrictions for pregnant women as well as ethnic values concerning 



306 
 

activity during pregnancy and communal system of cohabitation and traditional 

pregnancy protection procedures/postnatal care equally constitute factors associated 

with ethnocultural layers of meanings that may facilitate or impede message 

interpretation, understanding and shared meaning in maternal health communication in 

the study area. Hence, this study extends the cultural sensitivity model by emphasising 

the strategic roles of these cultural elements of maternal health in the study area towards 

functional maternal health communication and promotion in the area.  

This study also elaborates the professional/institutional layer of meaning of the cultural 

sensitivity model of communication. Given participants’ perceptions of their maternal 

health interactions and communication experiences, the study provides empirical 

evidence that  variations in knowledge, beliefs and approaches to health promotion 

between and among professionals (health experts, government and media) and the 

public/community  constitute crucial factors to be strategically harmonized to arrive at 

culturally sensitive maternal health messages capable of facilitating shared 

understanding and effective promotion of maternal health in the study area.  

Furthermore, the study also highlights the importance of local language and 

message/channel compatibility with the preferences and cultural characteristics of the 

message recipient. These aspects which are less emphasised by both the cultural 

sensitivity and PEN-3 models form part of a conceptual model of cultural sensitivity of 

maternal health communication which constitutes the most significant theoretical 

contribution of this study. The model is discussed in the next section. 

5.5.1.1 Cultural Sensitivity Model of Maternal Health Communication 

The cultural sensitivity model of maternal health communication highlights cultural 

elements and contextual factors to be considered for maternal health promotion from a 
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non-western and audience-centered perspective. Although, the model conceptualises 

cultural and communication elements relevant for the development and dissemination 

of culturally sensitive maternal health promotion messages in the context of Nigeria, it 

provides an alternative (cultural) framework that can be adapted for maternal health 

promotion in other communal and non-western societies where maternal health care is 

intertwined with culture and is collective in nature. 

According to the cultural sensitivity model of maternal health communication, cultural 

sensitivity of messages requires contextual cultural adaptation strategies to enhance the 

compatibility and conformity of such messages with the target audience/recipients who 

should occupy a central position in the health promotion/communication process.   As 

indicated in Figure 5.1, three major cultural adaptation strategies which serve as an 

umbrella to the entire process of the development and dissemination of culturally 

sensitive maternal health messages include adaptation of messages to the cultural 

characteristics of the target population, use of cultural influencers/opinion leaders in 

message dissemination, and use of culturally appropriate presentation strategies.  

Cultural characteristics as indicated in the findings include those obvious or deep 

structures of the target population’s culture that can be associated with health promotion 

messages as identified by the target audience. In the context of the study area, these 

include the use of the target population’s local language and association of messages 

with other obvious characteristics like the population’s major occupations or festivals, 

as well as hidden characteristics including the use of incentives like free gifts and the 

‘seeing is believing principle’ which involves the provision of evidence or shared 

testimonials that can facilitate message authentication and acceptance by recipients. 
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Figure 5.1 Cultural sensitivity model of maternal health communication 
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Using cultural influencers/opinion leaders as a cultural message adaptation strategy on 

its part involves affiliation of messages to influencers from within the 

public/community or professional/institutional groups. These include community 

heads/religious leaders, family heads, in-laws and elders, town criers/community public 

relations officers and the youths under the community group while the nurses, doctors, 

community health workers, government and government affiliates, and the media 

constitute cultural influencers/opinion leaders under the professional/institutional 

groups. 

Thirdly, culturally appropriate presentation strategies involve the use of culturally 

appropriate presenters, diplomacy and sensitivity to ethno-religious values, as well as 

cultural appreciation/compatibility in delivery of maternal health messages. It was 

found that participants regarded as culturally appropriate, message 

presenters/deliverers who understand and share same linguistic and other subgroup or 

sociocultural characteristics such as age, gender, values and beliefs with the target 

recipients. Such presenters were envisioned as people that serve as trusted sources, have 

requisite understanding and experiences concerning the health issue or topic in 

question, and are versed in the workings of the target audience’ cultural beliefs, 

characteristics and ways of life.  

They should equally be sensitive to the audience’ ethnic and religious values like 

showing respect to message recipients, as well as respecting religious values like 

ensuring the use of female maternal health message presenters for interactions with 

female recipients. Appreciation of beneficial maternal health cultural practices and 

ability to meet up with the expectations of the audience also constitute culturally 

appropriate presentation strategies of ensuring message compatibility as revealed in the 

findings.   
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However, as indicated in the model, local/shared language and the media constitute two 

essential components common to each aspect of the cultural message adaptation 

strategies. Although, all strategies identified in the study are indeed interwoven and can 

be cross matched as appropriate, use of local language cuts across all. The use of local 

language or shared/common language between participants in a communication 

situation is fundamental because it constitutes a basic cultural marker that can facilitate 

shared understanding in the communication process. Hence, local/shared language 

forms the basic hallmark of cultural sensitivity from which the salient cultural elements 

and other aspects of message creation and dissemination should be aligned. 

Secondly, majority of the strategies may be applicable to both interpersonal and mass 

mediated communication, but the combination of some or all can also be integrated into 

and adapted to various mass media as may be suitable. The media can therefore be 

regarded as a unifying factor which may facilitate the harmonisation of health 

promotion efforts of diverse players from within the public and professional groups, 

towards a common goal.  

However, as illustrated in the model, the family, ethnicity, religion, language and 

geographic location of the target audience should be considered in the development of 

culturally sensitive maternal health messages. The findings revealed that these factors 

constitute ideological/cultural background which determine the audience’ cultural 

identity/inclinations and approaches to maternal health in the study area. They can be 

likened to the cultural sensitivity model of communication’s ideological/ethnocultural 

layers of meaning which should be considered in communicating about health.  

As indicated in Figure 5.1 however, to enhance message effectiveness, consideration of 

these ideological factors should also be based on salient cultural elements identified as 
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important for maternal health promotion. As the findings indicate, these elements which 

cut across salient maternal health beliefs/taboos, values and norms/traditions include 

faith and religious beliefs, pregnancy outing beliefs and taboos, pregnancy activity 

values, communal living values, hot water and traditional care, togetherness in maternal 

health care as well as local pregnancy protection procedures.  

Findings of the study indicate in corroboration with the PEN-3 model that while some 

of these cultural elements are considered as having the potentials of contributing 

positively to maternal health, others are regarded as having negative impacts. Hence, 

the beneficial aspects are regarded as assets to be incorporated in health messages while 

the negative ones are equally identified as aspects to be addressed through such health 

promotion messages. 

For instance, faith and religious beliefs like supplications, use of hantu/healing waters 

and verses from the Holy books are considered beneficial to maternal health promotion 

since people generally have so much regard for them, and they equally do not pose any 

harm to maternal health when used responsibly and not as a replacement for relevant 

medical approaches. It was equally found across all four ethnic groups in the study area 

that the taboo of restricting pregnant women from going out under the sun or late at 

night for avoidance of jinns was considered harmless and hence should be incorporated 

in maternal health promotion messages because logically, avoiding the sun during 

pregnancy for instance, saves a woman from exposing herself to unnecessary stress.  

Regarding activity related values, findings revealed that it is culturally believed by 

ethnic groups like the Yorubas and Barubas that pregnant women should neither be too 

inactive nor engage in arduous tasks especially at the early stages of pregnancy while 

other cultures like Nupe and Fulani strongly advocate activeness, perseverance and self-



312 
 

restraint during pregnancy and delivery.  Values associated with communal living such 

as wives’ subservience/subordination, seeing maternal health care as the sole 

responsibility of the mother, and having respect, confidence and in belief in elders also 

constitute salient cultural values found to have implications for maternal health 

promotion. Such values are also regarded as having both beneficial and harmful 

implications for maternal health and should be addressed accordingly in maternal health 

promotion messages. 

The use of hot water care and traditional post-natal procedures where family and friends 

rally round to provide care and support to new mothers and their babies as well as the 

use of local pregnancy protection procedures such as fixing of safety-pins and local 

pregnancy pegs to safeguard the pregnancy are equally identified as relevant cultural 

elements for maternal health promotion. Use of post-natal hot water care and 

togetherness in maternal health care are identified as cultural traditions which have both 

positive and negative effects that should be addressed accordingly in maternal health 

promotion messages while the use of safety-pins is regarded as an existential 

(neutral/harmless) factor which can be incorporated in maternal health messages to 

enhance message acceptance. Local pregnancy pegs on their part however constitute 

harmful cultural practices that should equally be addressed in health promotion 

messages.  

Nonetheless, as pointed out earlier, the audience remains central to cultural sensitivity 

and message effectiveness. Hence, while cultural elements and ideological factors tend 

to mould maternal health practices and behaviour, in engaging such cultural aspects for 

maternal health promotion, this must be done in relation to the target audience. Figure 

5.1 shows that the audience should be at the hub of message creation and dissemination 

based on culturally relevant audience groups and wholistic targeting. In other words, 
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messages should not only target but focus on culturally relevant audience categories in 

a wholistic manner which captures the needs, preferences and communication 

competencies of such audience groups.  

Hence, while taking into cognisance, the relevant ideological factors/layers of meanings 

and salient cultural elements for any category of audience, message developers equally 

need to consider the needs, preferences and communication competencies and 

accessibilities of such audience groups in terms of the focus of maternal health 

messages, as well as the formats and channels of dissemination of such messages.    

The findings revealed as illustrated in Figure 5.1 that suggested areas of message 

focus/content on maternal health promotion in the study area include safe and harmful 

maternal health practices, care of the baby, birth preparation, hospital utilisation, labour 

and delivery as well as sex, child spacing, male partner’s obligations, health workers’ 

attitudes, western education and women empowerment. Suggested formats of message 

delivery also include face to face campaigns, entertainment-education formats like 

drama, playlets, movies and music, persuasive formats like advertisements and jingles 

as well as informative means liked the news and newspaper reviews. Channel 

preferences as indicated by the participants also include radio, interpersonal/community 

health talks, posters/billboards, television and mobile phones. Hence, developers of 

maternal health messages can create appropriate maternal health content based on such 

audience preferences for relevant audience groups.  

Such conscious and strategic interconnectivity of cultural and communication elements 

as explained in this section offers a framework for the creation and communication of 

culturally sensitive maternal health messages capable of enhancing the effectiveness of 

maternal health promotion efforts by facilitating message relevance, understanding, 
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acceptance and adoption. As indicated in Figure 5.1 culture sensitive messages so 

produced can further be evaluated/refined as they pass through such integrated 

contextual and communication process as recommended by the model.  

Over all, the cultural sensitivity model of maternal health communication emphasises 

the relevance of originating culturally sensitive maternal health messages from the 

audience, their ethno-religious culture as well as the synergy that should be involved in 

this process towards effective maternal health promotion. 

5.5.2 Methodological Contributions 

Although both quantitative and qualitative research approaches have been engaged in 

previous studies on culture and maternal health as indicated in the literature, given that 

there is limited attention on culture and maternal health promotion from a cultural 

sensitivity perspective, especially in non-western contexts, the present study’s 

methodological approach contributes to knowledge  using qualitative research approach 

to understand cultural sensitivity and how culture can be engaged in maternal health 

promotion from local perspectives. 

Specifically, the study adopted the descriptive phenomenological method to gain in-

depth and meaningful understanding of cultural sensitivity in relation to maternal health 

promotion by exploring the lived cultural and maternal health promotion experiences 

of diverse categories of women in Nigeria. The method offered an avenue of 

investigating the experiences of the participants from a pure state of consciousness, 

devoid of preconceived judgements thus providing insight on the essence of cultural 

sensitivity and how culture can be engaged for maternal health promotion from the 

perspectives of the women. This formed a basis for the proposition of the study’s 

cultural sensitivity model of maternal health communication which offers a framework 
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that describes the structure of culturally sensitive maternal health messages from an 

audience-centered non-western perspective. The framework can thus be tested in future 

research. Such contextual illumination of cultural sensitivity therefore broadens the 

understanding of culturally sensitivity and the exploration of culture for health 

promotion in relation to societies and health issues that are cultural and communal in 

nature. 

More so, the study equally contributes methodologically through its explication of 

cultural sensitivity from the perspectives and experiences of multiple categories of 

women based on ethnicity, religion and social status. While such triangulation of data 

sources is not common with previous studies, its adoption in the present study provided 

a broader understanding of cultural sensitivity and the incorporation of culture in 

maternal health promotion using such qualitative approaches. 

5.5.3 Practical Contributions 

The study has drawn attention to several issues bordering on maternal healthcare and 

communication. As noted earlier, while inferences made from the findings of the study 

have implications in terms of theory and methodology, the study equally has practical 

contributions for policy makers, health planners, administrators and the public at large. 

It would be useful for government policies targeted at improving maternal health 

promotion and administration in Nigeria and other countries with similar cultural 

characteristics.  

Specifically, the study contributes to knowledge on how to address maternal health and 

mortality in Nigeria from a cultural and communication perspective. Beneficial and 

harmful cultural values and practices that can be incorporated in the maternal health 

promotion efforts were brought to the fore, just as communication relationships and 
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experiences of key players from within the community and health/government 

institutions and how these can be enhanced were equally highlighted. Hence, the 

findings provide relevant knowledge that can serve as a guide for the planning and 

implementation of communication aspects of maternal health interventions.  

The findings therefore highlight the relevance of culture to maternal health promotion 

and draws attention to the need to place the audience/target population at the core of 

planning, design and implementation of maternal health promotion programmes, to 

address maternal health appropriately through the cultural sensitivity approach. In other 

words, the study recommends a bottom-up approach to cultural sensitivity in health 

promotion, where efforts aimed at promoting maternal health should address and be 

aligned with maternal health related issues and challenges as experienced/perceived by 

the target population who is directly affected by such problems. This is a case of 

democratizing health promotion such that health policies aimed at addressing maternal 

health would have significant input from the target population for which such policies 

are directed.  

Hence, by adopting this study’s cultural sensitivity model of maternal health 

communication as an input in government policies and maternal health 

interventions/campaigns, ‘he whom the shoe pinches’ can be taken into consideration 

in the development and dissemination of relevant maternal health promotion 

policies/messages capable of producing the desired results. In other words, the model 

offers  guidelines on how  the government, health administrators/healthcare providers 

and health message developers can take the health information needs and 

communication preferences and capabilities of the people into consideration to achieve 

effective health promotion while taking account of and harmonising various dimensions 
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of maternal health promotion efforts from the ethno-cultural, bio-medical and 

political/institutional perspectives as indicated in this study.     

5.4 Limitations of the Study 

The study is a phenomenological study which employed in-depth interviews to explore 

the lived cultural and maternal health promotion experiences of diverse categories of 

women in North Central Nigeria, with the aim of understanding how salient cultural 

elements can be engaged for maternal health promotion in the study area. These 

participants were selected primarily based on ethnicity and their social categories as 

perinatal women (pregnant women and nursing mothers), elders/grandmothers and 

maternal health experts (midwives and traditional/church birth attendants. The 

participants were Yoruba, Nupe, Fulani and Baruba ethnics while their religious 

affiliation was either Islam or Christianity. 

However, one of the major challenges which constitutes a limitation to the study is the 

sample composition. Such limitations are evident with respect to general distribution 

of participants in terms of religion, ethnicity and maternal health experts’ category. 

Firstly, in terms of religion, the researcher had no control over the availability of 

potential participants based on their religion. For instance, the perinatal women were 

primarily recruited from the hospitals during antenatal/postnatal natal sessions, and 

majority of women present at the times of selection were Muslims. This trend in 

religious affiliation was similar for the elders/grandmothers and maternal health experts 

as well. Hence, the study generally has less Christian participants and this limits the 

representativeness of the study in terms of religious affiliation. 

Secondly, regarding ethnicity, there was a challenge in locating Fulani and Baruba 

participants under the maternal health experts’ category. No maternal health expert of 
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Fulani or Baruba origin was available at the hospitals for purposive selection, neither 

could any be recruited through snow balling. Hence, this limits the study in terms of 

maternal health experts’ perspectives from these two ethnic groups. 

There was also a challenge in the recruitment of traditional birth attendants. Despite the 

use of snow ball sampling for this category of participants, very few of such traditional 

birth attendants were interested in taking part in the study. They were sceptical about 

sharing their experiences for fear of divulging their traditional procedures. Therefore, 

this also limits the results of the study regarding the perspectives of the traditional birth 

attendants. 

Despite such limitations however, the triangulation of data sources as well as 

phenomenological methods employed throughout the study helped to keep the study in 

perspective and ensure the validity of the findings.                                                                                                                                                                                                                                                                                                                                                                 

5.5 Recommendations for Future Research 

The study was conducted with a diverse sample of participants comprising three 

categories of women (expectant/nursing mothers, grandmothers/elders and 

midwives/traditional birth attendants). These women were drawn from four major 

ethnic groups in north central Nigeria (Yoruba, Nupe, Fulani and Baruba) while they 

were of two major religious affiliations (Islam and Christianity). However, while such 

diversity of the sample enriched the data from the in-depth interviews with the 

participants, the study nonetheless leaves room for further research due to its limited 

scope and indication of its findings to additional areas of attention. 

Firstly, the study identified ethnicity as an important cultural factor capable of shaping 

health behaviour and shared understanding in communication situations. However, 
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while the findings revealed several similarities in ethnic beliefs and practices on 

maternal health across all four ethnic groups, certain salient differences with 

implications for maternal health promotion were equally identified. Hence, considering 

the salience of ethnicity as a maternal health cultural element, and the multi-ethnic 

nature of Nigeria in particular, further research on other ethnic groups in other parts of 

Nigeria and elsewhere would be beneficial towards enhancing the understanding and 

practice of cultural sensitivity in maternal health promotion. This becomes particularly 

expedient given that the findings equally identify geographic location as one of the 

factors associated with ethno-cultural layers of meanings capable of shaping maternal 

health behaviour and communication practices. 

Secondly, given the study’s identification of maternal health promotion as a collective 

responsibility of all, aside from the categories of women who constitute the participants 

for this study, the findings equally identified other culturally relevant audience groups 

to be sensitised through maternal health messages. These include young girls and 

unmarried ladies, women trying to conceive, male folk like partners of perinatal women 

or father in-laws/household heads and other health workers as well as friends, relations 

and colleagues of perinatal women.  

Similarly, cultural influencers/opinion leaders like the community heads, religious 

leaders, town criers/community public relations officers, government officials and the 

media were also identified as capable of enhancing message acceptance and cultural 

sensitivity of maternal health messages. All these categories of influencers and 

culturally relevant audience groups constitute potentially relevant research population 

whose opinions or experiences can be explored in further studies in the light of maternal 

health communication/promotion. Findings from such studies would no doubt enrich 
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the perspectives on how culturally sensitive maternal health promotion efforts can be 

enhanced.   

Furthermore, based on the findings of the study in terms of participants’ maternal health 

information sources, message format and channel preferences as well as other health 

promotion and communication experiences, utilisation of additional research methods 

such as content analysis of maternal health media messages or observation of maternal 

health communication situations like  face to face health talks/communication between 

health workers and patients also offer interesting areas for further research. Findings 

from such studies would provide additional insights useful for enhancing the 

understanding of cultural sensitivity in relation to channel/format specific message 

adaptation strategies for maternal promotion for given audience groups. The findings 

also suggest a need to look into ethical concerns and maternal health promotion through 

the mass media. 

5.6 Conclusion 

This phenomenological study proffers a solution for addressing maternal health from a 

cultural and health communication perspective. The study provides phenomenological 

evidence that maternal health promotion is a multi-dimensional health issue which 

involves efforts of diverse stakeholders from within the public (family/community) and 

the professional/institutional (hospital/government/media) groups.  It was found that 

while such health promotion efforts are often carried out in good faith, they sometimes 

produce conflicting results which usually lead to risky maternal health practices or 

misunderstandings between health workers and the patients/community members. 

Hence, rather than promote maternal health, such efforts often end up contributing 

additional maternal health challenges. The study therefore emphasizes the need for 
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health planners and message developers to situate culture and the audience/community 

or target population of maternal health promotion at the core of health promotion such 

that efforts of these diverse players would be harmonized for all round effective 

maternal health promotion. 

In doing this, the study highlights ethnicity, the family, religion, language and 

geographic location as influential cultural markers that can determine the peoples’ 

general maternal health outlook, practices and effective health communication in the 

study area. Hence, such cultural markers, should be considered for the integration of 

salient maternal health beliefs, values and traditions of the target community in the 

development and dissemination of culturally sensitive maternal health promotion 

messages based on the needs, preferences, communication capabilities and overall 

cultural characteristics of culturally relevant audience groups.  

However, while the study identifies several interwoven cultural communication 

strategies that can be cross matched as appropriate to enhance credibility, acceptance 

and effectiveness of health promotion messages, local language constitutes a basic 

cultural marker which cuts across all strategies, thus enhancing the facilitation of shared 

understanding in the communication process.  

In addition, majority of the strategies may be applicable to both interpersonal and mass 

mediated communication, but the combination of some or all can also be integrated into 

and adapted to various media as may be suitable. Furthermore, the media was also 

highlighted as a unifying factor which may facilitate the harmonisation of health 

promotion efforts of diverse players from within the public and professional groups, 

towards a common goal.  
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Overall, the study provides useful insight that can serve as a guide to the planning and 

development of culturally sensitive maternal health promotion messages capable of 

addressing maternal health in north central Nigeria and other non-western environment 

with similar cultural characteristics. While the cultural sensitivity framework of 

maternal health communication derived from the study can be tested in future research, 

the findings of the study equally provide relevant input that can serve as a guide for 

government policies targeted at improving maternal health from a cultural perspective. 
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      Appendix A 
                               Appendix A Consent Sheet  

 

School of MultiMedia Technology and Communication 

My name is Aisha Imam Omoloso. I am conducting a research on culture and maternal 

health promotion in north central Nigeria. The aim of the research is to gain insight into 

the culture of the people of Kwara, north central Nigeria in relation to maternal health 

behaviours and practices in the region, based on ethnic background of the people. This 

is with a view to understand how vital cultural elements can be incorporated into 

maternal health messages such as to suit the cultural backgrounds and characteristics of 

target audience in north central Nigeria.  

I would therefore like to learn about your experiences in relation to pregnancy, delivery 

and post-delivery from a cultural perspective and within the context of your ethnic 

background. This will take the form of an interview which should last about one hour. 

The interview will be recorded, and I will also be taking down notes during the 

interview to ensure that I get down all your responses correctly. 

Please note however that information provided by you will be treated as confidential 

and used only for the purpose of this research. I assure you that your name will not be 

associated with information included in the research report while other biographic 

details will also not identify you as the interviewee. 

Also, note that you are not under any obligation to talk about anything you do not wish 

to, and you may also withdraw from the session at any point if you do not wish to 

continue. Please feel free to ask any questions you may have concerning all that I have 

explained. 

You are please requested to provide your verbal or written consent if you are willing to 
participate in the interview. Thank You. 
 
………………………  ……………………… ………............... 
Interviewee         Witness         Date 
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Appendix B 
                Appendix B Interview Protocol A (Perinatal Women) 

 
PART A: DEMOGRAPHIC DETAILS  

Name: ……………………………………………………………………………. 

Job Designation: ………………………………………………………………… 

Age: ……………………………………………………………………….………  

Marital Status: ………………………………………………………………………  

Religion: …………………………………………………………………….………  

Educational Background: ……………………………………………….…………. 

Ethnicity/Tribe :……………………………………………………………….…… 

No of children: ……………………………………………………………….……. 

Date: ………………………………………………………………………………… 

Time: ……………………………………………………………………………….. 

Place: ………………………………………………………………………………. 

PART B: Guide for interviews 

First interview: Historical background of informants 

1. Can you tell me about your personal background? 

2. Tell me about your ethnic culture in relation to maternal health. 

i) Tell me about the cultural values, traditions and taboos of your culture 

regarding pregnancy, childbirth and postnatal period. 

ii) Tell me about your religious beliefs and practices in relation to maternal 

health during pregnancy, child birth and postpartum period. 

iii) Tell me about people who serve as care givers to you in relation to maternal 

health 
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3. Can you describe your general attitude concerning your ethnic culture and 

maternal health? 

4. What are your thoughts considering health promotion and risk preventive 

measures in ensuring safe motherhood? 

Second interview: Details of experience  

1. Can you tell me about some cultural maternal health promotion experiences you 

had during pregnancy, delivery or in the postnatal period? 

i) Tell me some of such experiences that you can describe as good or beneficial 

ii) Why do you consider such experiences as good or beneficial? 

iii) Tell me about some of these experiences that you can describe as bad. 

iv) Why do you consider such experiences as bad? 

v) Tell me about culture related health promotion challenges that you 

experienced during pregnancy, delivery or in your postnatal period and how 

you manage such challenges. 

2. Can you describe your general experience concerning maternal health promotion 

and risk prevention? 

i) From where do you get information about maternal health? 

ii) What kind of information or messages about pregnancy and safe 

motherhood have you been exposed to? 

iii) Can you describe such information or messages? 

iv) What do you consider beneficial/good about such messages? 

v) Why do you consider such aspects of the messages as beneficial or good? 

vi) What do you consider as bad or inappropriate about such messages? 

vii) Why do you consider such as bad or inappropriate? 
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3. Would you consider your culture as facilitating or impeding your acceptance and 

adoption of information or messages you are exposed to about maternal health? 

i) Tell me about specific aspects of your culture that facilitate your acceptance 

and/or adoption of such messages. 

ii) Tell me about specific aspects of your culture that facilitate your acceptance 

and/or adoption of such messages. 

iii) Why do you consider such aspects of culture as enablers of message 

acceptance and/or adoption? 

iv) Tell me about specific aspects of culture that you consider as impeding your 

acceptance and/or adoption of messages you are exposed to. 

v) Why do you consider such aspects as impeding your acceptance and/or 

adoption of the messages? 

Third interview: Reflection of meanings 

Based on your own experiences as shared thus far, what is your impression about 

maternal health promotion through the mass media and their incorporation of 

relevant cultural elements? 

1.  What would you regard as culturally sensitive messages? 

2. Tell me about important aspects of your culture that you feel should be 

addressed or incorporated in health promotion messages to gain audience 

acceptance and facilitate message effectiveness? 

3. Which categories of people do you feel maternal health promotion programmes 

should target? 

4. What strategies do you feel developers of maternal health media messages can 

adopt to effectively address maternal health in north central Nigeria? 

5. Is there any other thing you would like to add? 

Thank you very much for your time. 
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Appendix C 
        Appendix C Interview Protocol B (Elders/Grandmothers) 

 

PART A: DEMOGRAPHIC DETAILS  

Name: ……………………………………………………………………………. 

Job Designation: ………………………………………………………………… 

Age: ……………………………………………………………………….………  

Gender: ……………………………………………………………………………. 

Marital Status: ………………………………………………………………………  

Religion: …………………………………………………………………….………  

Educational Background: ………………………………………………..…………. 

Ethnicity/Tribe: ……………………………………………………………….…… 

No of children: ………………………………………………………………..……. 

Date: ………………………………………………………………………………… 

Time: ……………………………………………………………………………….. 

Place: ………………………………………………………………………………. 

PART B Guide for interviews 

First interview: Historical background of informants 

1. Can you tell me about your personal background? 

2. Tell me about your culture in relation to issues such as values, norms, beliefs 

and traditions. 

3. Tell me about your culture in relation to maternal health. 
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i) Tell me about the cultural values, traditions and taboos of your culture 

regarding pregnancy, childbirth and post-natal period. 

ii) Tell me about your religious beliefs and practices in relation to maternal 

health during pregnancy, child birth and postpartum period. 

iii) Tell me about your perceived roles in relation to maternal health. 

iv) Tell me about people who serve as cultural nurturers to you in relation to 

maternal health 

4. Would you describe your general attitude, behaviour and maternal health 

practices as being reflective of your culture? 

5. What are your thoughts about culture and pregnancy/maternal health based on 

your cultural background? 

6. Who would you say a woman should rely on for information and education in 

relation to pregnancy, childbirth and post-natal? 

i Why do you consider such source(s) important? 

7. What are your thoughts considering health promotion and risk preventive 

measures in ensuring safe motherhood? 

Second interview: Details of experience 

1. Tell me about some of your experiences in relation to pregnancy, delivery or 

post-natal period of a specific lady that you consider as being under your 

custody or care. 

i) Can you describe the roles you played during such periods? 

ii) Would you describe your roles as important and why? 

iii) Tell me about experiences you had during this time that you can describe as 

good or beneficial 

iv) Why do you consider such experiences as good or beneficial? 
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v) Tell me about some experiences you had during the time that you can 

describe as bad. 

vi) Why do you consider such experiences as bad? 

vii) Tell me about challenges you experienced during this time and how you 

manage such challenges. 

2. Tell me about your experience concerning health promotion and risk prevention 

concerning maternal health/safe motherhood. 

i) From where do you get information about pregnancy and safe motherhood? 

ii) What kind of information or messages about pregnancy and safe 

motherhood have you been exposed to? 

iii) Tell me about such information or messages? 

iv) What do you consider beneficial or good about such messages? 

v) Why do you consider such aspects of the messages as beneficial or good? 

vi) What do you consider as bad or inappropriate about such messages? 

vii) Why do you consider such as bad or inappropriate? 

viii) Would you consider the messages as relevant to you? 

3. Would you consider your culture as facilitating or impeding the acceptance and 

adoption of information or messages about maternal health and safe motherhood? 

i) Tell me about specific aspects of your culture that you believe can facilitate 

the acceptance and/or adoption of messages about maternal health. 

ii) Why do you consider such aspects of culture as enablers of message 

acceptance and/or adoption? 

iii) Tell me about specific aspects of culture that can impede message 

acceptance and/or adoption. 
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iv) Why do you believe such aspects can impede message acceptance and/or 

adoption? 

Third interview: Reflection of meanings 

1. Based on your own experiences as shared thus far, what is your impression 

about maternal health promotion through the mass media and their 

incorporation of relevant cultural elements? 

2.  What would you regard as culturally sensitive messages? 

3. Tell me about important aspects of your culture that you feel should be 

addressed or incorporated in health promotion messages in order to gain 

audience acceptance and facilitate message effectiveness? 

4. Which categories of people do you feel maternal health promotion programmes 

should target? 

5. What strategies do you feel developers of maternal health media messages can 

adopt to effectively address maternal health in north central Nigeria? 

6. Is there any other thing you would like to add? 

Thank you very much for your time. 
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Appendix D 
                 Appendix D Interview Protocol C (Experts) 

 

PART A: DEMOGRAPHIC DETAILS  

Name: ……………………………………………………………………………. 

Job Designation: ………………………………………………………………… 

Age: ……………………………………………………………………….………  

Marital Status: ………………………………………………………………………  

Religion: …………………………………………………………………….………  

Educational Background: ………………………………………………..…………. 

Tribe: ………………………………………………………………………….…… 

No of children: ………………………………………………………………..……. 

Date: ………………………………………………………………………………… 

Time: ……………………………………………………………………………….. 

Place: ………………………………………………………………………………. 

First interview: Historical background of informants 

1. Can you tell me about your personal background? 

2. Tell me about pregnancy danger signs. 

3. Tell me of safe motherhood. 

4. What are the preventive measures to consider for safe motherhood? 

5. Tell me about your culture in relation to issues such as values, norms, beliefs 

and traditions. 

6. Tell me about your culture in relation to maternal health. 
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i) Tell me about the cultural values, traditions and taboos of your culture 

regarding pregnancy, childbirth and post natal period. 

ii) Tell me about your religious beliefs and practices in relation to maternal 

health during pregnancy, child birth and postpartum period. 

iii) Tell me about your perceived roles as a maternal health expert. 

7. What are your thoughts about culture and pregnancy/maternal health based on 

your cultural background? 

8. Who would you say a woman should rely on for information and education in 

relation to pregnancy, childbirth and post natal? 

i) Why do you consider such source(s) important? 

9. What are your thoughts considering health promotion and risk preventive 

measures in ensuring safe motherhood? 

Second interview: Details of experience 

1. Tell me about some of your experiences as an expert in relation to your 

encounters during pregnancy, delivery or post-natal period regarding your 

patients. 

i) Can you describe the roles you played during such periods? 

ii) Would you describe your roles as important and why? 

iii) Tell me about experiences you had during this time that you can describe as 

good or beneficial 

iv) Why do you consider such experiences as good or beneficial? 

v) Tell me about some experiences you had during the time that you can 

describe as bad. 

vi) Why do you consider such experiences as bad? 
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vii) Tell me about challenges you experienced during this time and how you 

manage such challenges. 

2. Tell me about your experience concerning health promotion and risk prevention 

concerning maternal health/safe motherhood. 

i) Do you come across issues about pregnancy and maternal health from the 

mass media? 

ii) Tell me about the maternal health related messages you are exposed to on 

the mass media. 

iii) What do you consider beneficial or good about such messages? 

iv) Why do you consider such aspects of the messages as beneficial or good? 

v) What do you consider as bad or inappropriate about such messages? 

vi) Why do you consider such as bad or inappropriate? 

vii) Would you consider the messages as relevant to you? 

3. Would you consider your culture as facilitating or impeding the acceptance and 

adoption of information or messages about maternal health and safe motherhood? 

i) Tell me about specific aspects of your culture that you believe can facilitate 

the acceptance and/or adoption of messages about maternal health. 

ii) Why do you consider such aspects of culture as enablers of message 

acceptance and/or adoption? 

iii) Tell me about specific aspects of culture that can impede message 

acceptance and/or adoption. 

iv) Why do you believe such aspects can impede message acceptance and/or 

adoption? 
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Third interview: Reflection of meanings 

1. Based on your own experiences as shared thus far, what is your impression 

about maternal health promotion through the mass media and their 

incorporation of relevant cultural elements? 

2.  What would you regard as culturally sensitive messages? 

3. Tell me about important aspects of your culture that you feel should be 

addressed or incorporated in health promotion messages in order to gain 

audience acceptance and facilitate message effectiveness? 

4. Which categories of people do you feel maternal health promotion programmes 

should target? 

5. What strategies do you feel developers of maternal health media messages can 

adopt to effectively address maternal health in north central Nigeria? 

6. Is there any other thing you would like to add? 

Thank you very much for your time. 
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Appendix E 
Appendix E Ethical Declaration/Permission to Conduct the Research 
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                      Appendix F 
Appendix F Horizons 

The first step in the phenomenological analysis of the findings involves listing 
of all relevant statements required for understanding the phenomenon under 
study. The following are examples of such statements (horizons) from the 
interview with participant P3YI. 

• I was staying with my aunt in Kaima local government area, Kwara 
state where their mother tongue there is also called Boko. So, this has 
actually unable me to speak my mother tongue very well neither do I 
understood it to the point where I can really talk truly about my 
traditions, norms, values but of course I can understand little that are 
day to day activities that one can say, okay we put to use as a person. 

• After my marriage, I have like almost two years that I didn’t conceive. 
Both my parents were like; how will I go about it? And each and every 
one of them did a lot of activities to make me conceive on time. And 
after this, when the pregnancy came to be, there were other beliefs 
traditionally that they believe at a pregnant woman shouldn’t do. They 
don’t expect you to walk in the night. 

• There are some certain foods they don’t expect you to eat; there are 
some certain works they don’t expect you to do; probably your 
pregnancy can come down at any time. 

• If God see you through the nine months, it is expected of your mother 
in-law, not your mother this time around; your mother in-law to come 
and take care of you for a specific certain number of months. In my own 
case, it was two months being the first born. She and her family 
members will always rally round you. 

• They will always rally round to teach you how to take care of baby 
being the first child…they will tell you this how you bath baby; You 
don’t bath baby from head to the front so that the soap will not enter 
baby eyes… 

• They want to teach you and it’s your own responsibility too to pretend 
as if you don’t know so that it’s a way of respecting their being…their 
staying with you… by the time you tell them that you know all these 
things before you got married, it’s like an insult in our own belief; you 
know, it’s like you’re insulting an elderly person. So, you try to pretend 
as if you don’t know anything. 

• They teach quite number of things that might probably new to you from 
where you’re coming from…but whichever that is new to you, you 
don’t argue with them because if you do, they see you as irresponsible 
child that you lack of home training and all that. 

• To me (stressed), I would say it was a very difficult experience because 
being an educated person, I’ve learnt about how you take care of baby 
so that you don’t harm baby but most of the things they introduce to 
you they appear… they’re things that would harm baby. Imagine given 
a day old, a day baby herbs! 

• They believe after bathing or taking care of the baby in the morning, 
the baby is expected to take a kind of little herbs. That to me, (laughs) 
I don’t know the kind of implications that that can cause to my baby. 
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So, I never how to pretend; I try to say it to them one on one, but it was 
so, it was a big deal for me and my mother in-law to a point my parents 
had to like, come in to intervene. 

• And all these happened because I didn’t grow up in my home; if I had 
grown up, I would have known or be conversant with all these deeds. It 
wouldn’t have been a problem. 

• When your mother in-law comes to take care of you, whenever they are 
going, of course, you’re expected as a good Yoruba girl to buy some 
certain wrappers for them; give them money if you have with the 
wrappers in a way of appreciating their efforts since all this while. 

• Lest before I forgot, I realised that um…during this time, for certain 
number of days, you don’t cook for yourself; these are people that 
would feed you. 

• If I have to be sincere to myself, I would say the cultural beliefs or 
values or these experiences, I would describe it as a lovely and 
reasonable way of doing things…it’s a culture that gives love, it’s a 
culture that encourages love and affection, it’s also a culture that 
teaches; that educates… 

• It’s just it’s a pity that our foreign education, you know, probably would 
not allow us to appreciate it better. 

• At first, I never appreciate it; I was like… I see them as intruder who 
really wants to poke nose into my affair, teach me what to do and all 
that but when…probably on a long run, I appreciate the culture. I want 
to say the culture is more pleasant than the…what’s the word?... than 
the unpleasant aspect of the culture. 

• I want to believe that the little way culture save mothers is outrageous. 
It is outrageous in the sense that they want to you to do things in their 
own way; fine but in some complications issue, they find it difficult to 
solve it because life has advanced to the point, they don’t understand 
how to save mothers and motherhood because most times, they must 
have even worsen the case before they bring it to the notice of those 
who can save the mothers. 

• In my own summary of culture to save mothers, if only culture can 
advance their knowledge into the present world, I would say culture can 
be perfect in saving mothers. If additional knowledge is not added to 
primitive ways of doing things, I won’t subscribe to culture because 
they might have get a lot of things wrong before it gets to hospitals or 
hands that can save such mothers. 

• When I first got my pregnancy, I registered for antenatal at the hospital 
and this is where they teach the dos and don’ts of a pregnant woman 
during the pregnancy and more so, there are books; books like Every 
woman, you know, that explains every move of the baby, every moves 
of a pregnant woman in it, each stage; what is expected, this is what you 
should do which is very explanatory in Every woman . 

• I get to hear other woman who are less educated, I understand that they 
patronise mid wives, and these are basically those who treat them with 
herbs. 

• If actually we want to talk to our tradition, I think languages and the 
avenue where we’re going to roll out the messages matters. 
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• I think most of our traditionists, they don’t watch TV. They even reside 
in remote area where these would not reach…but if they do have 
schools where they teach people on how they can know the norms, 
values and traditions of their tribe or their culture or wherever they 
belong to, I want to say that is the place one can actually reach them 
and talk to them. 

• If one wants to talk to them, one must at least say the right…the positive 
what tradition offers so that they can be captivated and listen to you. 
Then the bad ones, that is when they will be listening for the corrections. 
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Appendix G 
                        Appendix G Invariant Constituents 

 
The next step after the listing of relevant statements was the clustering of these 
statements into meaning units and themes. This was done through examination of the 
statements based on two questions: 

1. Are the statements necessary for understanding the phenomenon under study? 
2. Is it possible to label these statements? 

The following is an example of clustering of some invariant constituents into meaning 
units and some themes for participant P3YI. 

Relevant statements Meaning units Themes 
• I left my mother for an aunt when I 
was 10 years old…I was saying with my 
aunt in Kaima…So, this has actually 
unable me to speak my mother tongue 
very well neither do I understood it to the 
point where I can really talk truly about 
my traditions, norms, values but of course 
I can understand little that are day to day 
activities that one can say, okay we put to 
use as a person 
 
• The next thing after marriage is you’re 
expected to be pregnant immediately after 
your marriage…they start counting days 
for you… they start worry… 

 
•  When the pregnancy came to be, 
there were other beliefs traditionally…in 
my tradition to be precise, they don’t 
encourage a pregnant woman to walk in 
the night…there are some certain foods 
they don’t expect you to eat…certain 
works they don’t expect you to do…  

 
• The cultural beliefs or values or these 
experiences, I would describe it as a lovely 
and reasonable way of doing things…a 
culture that encourages love and 
affection…that teaches; that educates… 
explains how things are being done in a 
well organised environment. It’s just it’s a 
pity that our foreign education, you know, 
probably would not allow us to appreciate 
it better. 

 

 
 
 
 
Ancestral Lineage/ 
location of upbringing as 
determinants of cultural 
knowledge 
  
 
 
 
 
 
 
Cultural characteristics 
and descriptions 
 
 
 
 
 
 
 
 
 
 
 
 
 
Personal inclinations to 
ethnic culture/cultural 
variations 
 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Conceptualising 
Culture 
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• My mother in-law; she and her own 
mother in-law too…They will always 
rally round to teach you how to take care 
of baby being the first child. 

 
• When I first got my pregnancy, I 
registered for antenatal at the hospital and 
this is where they teach the dos and don’ts 
of a pregnant woman during the 
pregnancy… 

 
• More so, there are books; books like 
Every woman, you know, that explains 
every move of the baby, every moves of a 
pregnant woman in it, each stage; what is 
expected, this is what you should do which 
is very explanatory in Every woman 

 
• But I will tell you that after all these 
time that I had the second child or most 
especially the third one where my mother 
in-law had to spend a week with me, of 
course I appreciate her a lot…every other 
members who had been rallying around 
during the first and second born…the 
stress was so much on me…no one around 
to carry baby, to attend to the one I had 
before the last one…That was when I 
appreciate them very well that gone are 
those days when I had my first born, I was 
there sleeping; I never knew, you know, 
what it took them to cook for me, take care 
of my baby and all that. 
  
• They want to solve my baby’s 
jaundice by adding herbs to his eyes which 
is dangerous…I had to stand up for my 
baby that; come, in as much as he’s your 
grandson, he’s also my own child too. 
 
•  At a point when you stand for your 
right, they see you as a very irresponsible 
fellow…We don’t want to accept 
everything from them. So therefore, it has 
been a barrier…these are things we need 
to address. 
 

 
 
 

 
 
Cultural training from 
elders 
 
 
 
 
Knowledge from health 
experts 
 
 
 
 
Information seeking 
from mass media/health 
books 
 
 
 
 
 
 
Gratifications from 
cultural maternal health 
activities/ interactions 
 
 
 
 
 
 
 
 
 
 
 
 
 
Generational conflicts of 
beliefs 
 
 
 
 
Wives/daughter in-laws 
subservience 

 
 
 
 
 
 
 
 
 
 
Understanding 
Maternal Health 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Perceptions on 
Maternal Health 
Messages and 
Interactions 
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Appendix H 
                        Appendix H Textural Descriptions 

 
Background Information 

Participant P3YI described her cultural maternal health promotion experience from the 
perspectives of a wife and a mother of three. Her experience centered on the role played 
by her parents before her conception as well as her experience with her in-laws during 
post-natal care. This participant describes culture in maternal health promotion thus, 
“in it, it conceives a beautiful idea, but the implementation is very wrong. The good 
concept is; we want to take care of you, we don’t want you to die, we want you to have 
a good sound health, but the implementation is very wrong”. She equally referred to 
herself as not having much cultural knowledge and hence, this made it difficult for her 
to cope with the cultural maternal health promotion practices introduced to her by her 
in-laws during post-natal care,  

I would say it was a very difficult experience because being an educated 
person, I’ve learnt about how you take care of baby so that you don’t harm 
baby but most of the things they introduce to you they appear…(laughs) I 
don’t know the kind of implications that that can cause to my baby. So, I never 
knew how to pretend; I try to say it to them one on one but it was so, it was a 
big deal for me and my mother in-law to a point my parents had to like, come 
in to intervene…And all these happened because I didn’t grow up in my home; 
if I had grown up, I would have known or be conversant with all these deeds. 

 Nonetheless, this participant still believes that culture has a lot to offer in the promotion 
of maternal health, “the culture is more pleasant than the…what’s the word?... than the 
unpleasant aspect of the culture… if only culture can advance their knowledge into the 
present world, I would say culture can be perfect in saving mothers…” 

Research Question 1: What is the nature of this participant’s cultural maternal health 
promotion experiences based on cultural elements like her ethnicity, values, traditions 
and beliefs? 

This participant’s experience is highlighted under the following three core themes: 

1. Conceptualising culture 
2. Understanding maternal health 
3. Perceptions on maternal health messages and interactions 

Textural Theme 1: Conceptualising Culture 

The participant described culture based on her ethnic beliefs, values and traditions,  

In my tradition to be precise, they don’t encourage a pregnant woman to walk 
in the night. There are some certain foods they don’t expect you to eat; there are 
some certain works they don’t expect you to do; probably your pregnancy can 
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come down at any time…there’s a way of how they make that scary that you 
don’t even want to attempt it. Aside that, if God see you through the nine 
months, it is expected of your mother in-law, not your mother this time 
around…come and take care of you for a specific certain number of months. 

She was of the view that culture is learned through ancestral lineage although she noted 
that local language ability and geographical location/upbringing are major determinants 
of her cultural knowledge, affiliation and variations from her ethnic culture. “it is 
passage of right to another…they believe they have done it and it doesn’t harm them, 
therefore they can pass it to us, but we know the implications of all these culture or 
traditions. We don’t want to accept everything from them. 

Textural Theme 2: Understanding Maternal Health 

Participant P3YI sought maternal health knowledge mainly from the hospital during 
the antenatal and post-natal sessions as well as health books,  

When I first got my pregnancy, I registered for antenatal at the hospital and this 
is where they teach the dos and don’ts of a pregnant woman during the 
pregnancy and more so, there are books; books like Every woman, you know, 
that explains every move of the baby, every moves of a pregnant woman in it, 
each stage; what is expected, this is what you should do which is very 
explanatory in Every woman… 

Textural Theme 3: Perceptions on Maternal Health Messages and Interactions 

This participant’s descriptions of her cultural experiences reflected her perceptions on 
her maternal health communication/interactions during her post-natal period. She 
perceived the cultural tradition of post-natal care giving and support as particularly 
challenging even though such traditions had certain benefits to maternal health.  

Despite tradition allows mother in-laws to take care of their daughter in-laws 
when they have child; it’s a lovely idea but mostly communication always 
happens to be a barrier between the mother in-laws and the daughter in-
laws…So, in as much as it is beautiful for mother in-laws to take care of you, 
that culture always boils down to be a stress. And part of the culture as well, 
daughters as well is not allowed to make a statemen often times, wives in our 
culture seems to be a slave at the beginning. Perhaps, when you become older 
in your marriage, then you’ll be allowed to have a say. These are part of the 
culture that me I don’t appreciate… 

She further remarked that having an unsupportive husband as well as the cultural 
tradition of visiting the new mother and baby may constitute additional stress or 
depression to the woman, 

Another thing I look at from my experience is, after birth, there’s this tradition 
or norms that people believe they owe you greetings after your birth. They 
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come…in fact, immediately they hear you gave birth, they start trooping in to 
the hospital, to your home and all that. And for those 8 days, you barely have 
an hour for yourself to rest. 

Research Question 2: What constitutes culturally sensitive maternal health messages 
from the experience and perspective of this participant? 

Participant’s P3YI’s conception of cultural sensitivity in maternal health messages is 
conveyed by the following three core themes: 

1. Cultural audience targeting 
2. Cultural conformation in message creation and dissemination 
3. Cultural message adaptation strategies 

Textural Theme 1: Cultural Audience Targeting 

This participant considers the audience/recipient as central to the development of 
maternal health promotion messages. She identifies mothers in general as relevant 
audience groups to whom maternal health messages should be strategically addressed 
to:  

Once you’re a mother, you find yourself in that age. They say a person who the 
mud splashes on will take care of it because if you face grand mums, it would be 
like the young ones castigate against them but when you generalize to mothers, it 
would be like both the young and old you’re talking to… 

She further identifies such messages to be about not only the mother and baby’s health 
but should equally address cultural values of treating wives as inferior members of the 
family. 

Textural Theme 2: Cultural Conformation in Message Creation and Dissemination 

Cultural conformation in the creation and dissemination of messages from the 
perspectives of participant P3YI involves the use of face to face mode of 
communication like lectures for reaching out to women at public forums like places of 
worship or the market place. She also emphasised the importance of using the peoples’ 
local language as a means of communication: 

When they attend such places, they get to know what they don’t know. And 
when we are able to reach these people in any languages they understand, I think 
it will curb a lot of the bad aspects of tradition than making use of television 
where most of them don’t even have light to see TV. Most of them are in the 
market.... Another place is churches where Christians would go on Sunday; they 
have time they talk to mothers. …Muslim place of worship as well... majority 
of them are women; old women who are in charge of our tradition. 
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Textural Theme 3: Cultural Message Adaptation Strategies 

Participant P3YI equally believes that maternal health promotion messages can be 
culturally adapted by reaching out to women (recipient) in the language they understand 
by going through their religious leaders as cultural influencers in whom people have so 
much belief: 

Majority of our mothers, especially the grandmothers…they usually belong to 
certain associations called Assalatu (Muslim prayer groups), I think it’s a best 
medium…if one wants to talk to them, one needs to reach out to them in these 
groups. It means you must have seen their mallams (Islamic clerics/teachers). 
In their mallams, we often find women, we often find men who talk to them. 
They take these people as the semi-god because when they give the idea of 
prayer, they follow… we have this, they follow; they ask them to fast on the day 
of Arafat or something they follow, they tell them a lot of things … 

Research Question 3: How can salient cultural elements be engaged for maternal 
health promotion from the perspectives of this participant’s lived cultural and maternal 
health promotion experience? 

 Based on her experience, the cultural elements considered salient for incorporation into 
maternal health promotion fall into three categories. These are: 

1. Salient beliefs and taboos 
2. Salient values 
3. Salient norms and traditions 

Textural Theme 1: Salient Beliefs and Taboos 

This participant considers the belief in Holy books and religious associations (Assalatu) 
as an important aspect of cultural beliefs that can be effectively engaged for maternal 
health promotion in the study area. According to her, women in the study area often 
belong to religious groups which serve a major form of influence on the members, 
“Mostly, they don’t joke with their Assalatu on Fridays or Sundays. So, if one wants to 
talk to them, one needs to reach out to them in these groups”. 

Textural Theme 2: Salient Values 

According to participant P3YI, such cultural maternal health promotion efforts come 
with certain communal values that can be addressed through maternal health promotion 
messages, “Part of the culture as well, daughters as well is not allowed to make a 
statement often times, wives in our culture seems to be a slave at the beginning...These 
are part of the culture that me I don’t appreciate”. 
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Furthermore, the value of seeing maternal and child care as the responsibility of the 
mother is considered by this participant as a value which has aspects that can be 
promoted through maternal health messages. She reflected on her own experience with 
her in-laws as follows by emphasising that mothers indeed should own up to their 
responsibilities of maternal and child health care by standing up for their right: 

I made a statement; I stood up for my right because if I had not…who knows 
the story I would tell about my children?…At a point when you stand for your 
right, they see you as a very irresponsible fellow but at the long run, they will 
know you for who you are especially when you find yourself with mother in-
laws who are semi-illiterate it’s always difficult for you to find your way. But 
once you know that it will cost you a life history, of course, you won’t want to 
write your history; I stood up for my children…Now, many mothers know their 
rights before they got married…We don’t want to accept everything from them. 

Textural Theme 3: Salient Norms and Traditions 

Participant P3YI believes that the tradition of providing care and support for the new 
mother after delivery is a salient one which has implications for maternal health 
promotion. To this participant, the idea of showing concern and support to new mothers 
presents a reasonable way of caregiving. According to her however, such traditions, 
although considered very important sometimes lead to dysfunctional relationships with 
caregivers who are mostly the woman’s in-law as well as stress on the part of the new 
mothers. Hence, while such ideas of supporting new mothers should be encouraged, 
excesses amounting from the should be cautioned. She noted for example that the 
mother in-law’s caregiving for her daughter in-law and grandchild is considered a 
sacred tradition, “My husband’s mum, that’s my mother in-law; she and her own mother 
in-law too. That’s my husband’s aunts, my husband’s grandmother, paternally and 
mothers. They will always rally round to teach you how to take care of baby” 

In addition, the visits by friends and family members after delivery was equally 
considered by this participant as an important tradition but one that needed to be 
addressed through maternal health promotion messages: 

From my experience is, after birth, there’s this tradition or norms that people 
believe they owe you greetings after your birth… immediately they hear you 
gave birth, they start trooping into the hospital, to your home and all that. And 
for those 8 days, you barley have an hour for yourself to rest…And even when 
you tell your husband, dear, I feel like having a deep sleep, how do I do it? How 
can you help me? He’ll be like I don’t know how you want to it because people 
will come and greet you o! That’s how they do it! That’s how it’s supposed to 
be! (In a raised tone) … (sighs)…don’t you think it needs to be addressed? 
Perhaps we can’t do anything to that, but it affects the mother’s health… 
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Appendix I 
                  Appendix I Structural Descriptions 

 
From the textural themes which contain the-what of participant P3YI’s experience, the 
following structural themes describe how such experiences came to be. 

Research Question 1: What is the nature of this participant’s cultural maternal health 
promotion experience based on cultural elements like her ethnicity, values, traditions 
and beliefs? 

The participant’s cultural maternal health promotion experience is revealed in the 
following three textural themes: 

1. Conceptualising culture 
2. Understanding maternal health 
3. Perceptions on maternal health messages and interactions 

The first textural theme explains what culture entails from the perspectives and 
maternal health experiences of participant P3YI based on cultural elements like her 
Yoruba ethnic and Islamic religious values, beliefs and traditions. The theme describes 
the participant’s conception of culture and her inclination to culture with respect to 
maternal health promotion. How this participant arrived at her conception of culture 
and her perceived inclination to culture in maternal health promotion is contained in 
the following structural themes. 

Textural Theme 1: Conceptualising Culture 

Structural theme 1a: Cultural Knowledge and Attachment 

Structural theme 1b: Cultural Description 

Structural theme 1c: Cultural Variations 

Structural Theme 1a: Cultural knowledge and attachment 

Participant P3YI described her understanding and attitude to her ethnic culture in terms 
of her level of cultural knowledge and inclination/attachment to her ethnic culture. She 
viewed culture as being learned through ancestral lineage, while ones’ location of 
residence or upbringing as well as ability to understand and speak ones’ local language 
constitute major determinants of cultural knowledge and personal inclination to ones’ 
ethnic culture:  

I was saying with my aunt in Kaima local government area, Kwara state where 
their mother tongue there is also called Boko. So, this has actually unable me to 
speak my mother tongue very well neither do I understood it to the point where 
I can really talk truly about my traditions, norms, values but of course I can 
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understand little that are day to day activities that one can say, okay we put to 
use as a person.  

She added that growing up outside of her hometown made some cultural practices and 
beliefs alien to her, hence she found it hard to associate with such practices: 

To me (stressed), I would say it was a very difficult experience because being 
an educated person, I’ve learnt about how you take care of baby so that you 
don’t harm baby but most of the things they introduce to you they 
appear…Imagine giving a day old, a day baby herbs…That to me, (laughs) I 
don’t know the kind of implications that that can cause to my baby. So, I never 
how to pretend; I try to say it to them one on one, but it was so, it was a big deal 
for me and my mother in-law to a point my parents had to like, come in to 
intervene. And all these happened because I didn’t grow up in my home; if I 
had grown up, I would have known or conversant with all these deeds. It 
wouldn’t have been a problem…  

Structural Theme 1b: Cultural description 

Although Participant P3YI expressed some reservations about her Yoruba ethnic 
culture and issues of maternal health, she nonetheless described the culture, with respect 
to maternal health, from the perspectives of the principles and morals associated with 
the culture: 

If I have to be sincere to myself, I would say the cultural beliefs or values or 
these experiences, I would describe it as a lovely and reasonable way of doing 
things. It’s a culture that gives love, it’s a culture that encourages love and 
affection, it’s also a culture that teaches; that educates…that of course explain 
some culture that a lady might probably be lacking from wherever you are. It’s 
a culture that explains how things are being done in a well organised 
environment.  

Structural Theme 1c: Cultural variations 

This participant explained that she experienced variations from some of the tenets of 
her ethnic culture because of the influence of her western education and general 
modernisation from the traditional ways of maternal healthcare, “It’s just it’s a pity that 
our foreign education, you know, probably would not allow us to appreciate it 
better…”. She cited an instance where she disagreed with her mother in-law over a baby 
care issue: 

I stood my ground, I didn’t allow her to administer those drugs. So, I later went 
back to hospital and solve my baby’s problem. So, these are cultures; culture of 
seeing you as a slave; as a daft when it comes to your right, when it comes to 
where to talk. These are bad aspects of our culture and many don’t know their 
rights during their time. Now, many mothers know their rights before they got 
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married. As a matter of fact, most mothers these days are educated marrying to 
uneducated mother in-laws; you see where the problem comes… 

The second textural theme captures the participant P3YI’s sources of education and 
information seeking about maternal health. The participant’s experience in this light is 
revealed in following structural themes.  

Textural Theme 2: Understanding Maternal Health 

Structural theme 2a: Social Group Members 

Structural theme 2b: Maternal Health Experts 

Structural theme 2c: Previous Experience 

Structural theme 2d: Mass Media 

Structural Theme 2a: Social group members 

Participant P3YI got certain maternal health education from her in-laws, although she 
noted that she personally disagreed with some of such maternal health guidance offered 
her by her in-laws: 

My husband’s mum, that’s my mother in-law; she and her own mother in-law 
too…They will always rally round to teach you how to take care of baby being 
the first child. You know; they will tell you this how you bath baby… They 
teach you how to take care of your own personal health in terms of making 
herbs. Like in my own case, I never knew that to take care of yourself, you have 
to bath herbs for certain number of days. They ask you to take hot water so that 
you can have better health. They teach quite number of things that might 
probably new to you from where you’re coming from. But whichever that is 
new to you, you don’t argue with them because if you do, they see you as 
irresponsible child that you lack home training… 

Structural Theme 2b: Maternal health experts 

This participant identified maternal health experts as one of her major maternal health 
information seeking source, “Only hospitals when it comes to me because when I first 
got my pregnancy, I registered for antenatal at the hospital and this is where they teach 
the dos and don’ts of a pregnant woman during the pregnancy”. 

Structural Theme 2c: Previous experience 

Participant P3YI described her personal experiences/knowledge about maternal health 
as a means of guiding her on how to handle issues of maternal health that she was 
exposed to while receiving post-natal care from her in-laws. According to her, in-laws 
who take care of you after delivery believe it is their responsibility to train you on 
maternal and child health care: 
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Even if you disagree, you pretend as if you agree with them… To me (stressed), 
I would say it was a very difficult experience because being an educated person, 
I’ve learnt about how you take care of baby so that you don’t harm baby but 
most of the things they introduce to you they appear… they’re things that would 
harm baby…So, I never knew how to pretend… 

Structural Theme 2d: Mass media 

This participant explained that she also sought information about maternal health 
through health books, “…books like Every woman, you know, that explains every move 
of the baby, every move of a pregnant woman in it, each stage; what is expected, this 
is what you should do which is very explanatory in Every woman”. 

The third textural theme encapsulates the participant’s perceptions about maternal 
health messages as well as other maternal health interactions she has experienced. 
These experiences are conveyed through the following structural themes. 

Textural Theme 3: Perceptions on Maternal Health Messages and Interactions 

Structural theme 3a: Perceived message strengths 

Structural theme 3b: Perceived challenges and constraints 

Structural theme 3c: Perceived use of culture in messages 

Structural Theme 3a: Perceived Message Strengths 

As she recalled her interactions with her in-laws during post-natal care, participant 
P3YI who initially expressed displeasure over the post-natal activities of the in-laws, 
however highlighted the gratification she gained from the supportive aspects of such 
cultural post-natal. She described such care as highly beneficial: 

After all these time that I had the second child or most especially the third one 
where my mother in-law had to spend a week with me, of course I appreciate 
her a lot; I appreciate every other members who had been rallying around during 
the first and second born, you know, very well because the stress was so much 
on me…That was when I appreciate them very well that gone are those days 
when I had my first born, I was there sleeping; I never knew, you know, what it 
took them to cook for me, take care of my baby and all that…So, that was when 
I appreciate the culture but at first I never appreciate it. I was like… I see them 
as intruder who really wants to poke nose into my affair, teach me what to do 
and all…I want to say the culture is more pleasant than the…what’s the word?... 
than the unpleasant aspect of the culture. 

Structural Theme 3b: Perceived Challenges and Constraints 

Participant P3YI perceived accessibility to media like television as one of the 
limitations of existing maternal health media messages, especially in the rural areas: 
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I think most of our traditionists, they don’t watch TV. They even reside in 
remote area where these would not reach. So, when you roll adverts or messages 
in places like this place, definitely your message is not sinking to the right 
audience. 

She equally described the usual conflicts between the mother and daughter in-law (old 
generation and new generation mums) as another challenging aspect of maternal health 
interactions based on her experiences: 

Despite tradition allows mother in-laws to take care of their daughter in-laws 
when they have child; it’s a lovely idea but mostly communication always 
happens to be a barrier between the mother in-laws and the daughter in-laws…It 
is our tradition that the mother in-laws have to take care of their daughter in-laws 
whenever they have child especially the first and the second children but often 
times…in fact 99% of women prefer their own mother; why because often times, 
the mother in-laws often times misunderstand the daughter in-laws. 
Probably…they believe the daughter in-law take them for a ride…And these are 
things that will now cause issues beyond your expectations; things that can at 
least even trash home apart… 

 

Structural theme 3c: Perceived use of Culture in Messages 

Participant P3YI perceives the use of culture in maternal health promotion as 
predominantly requiring an adaptation to modern ways: 

If only culture can advance their knowledge into the present world, I 
would say culture can be perfect in saving mothers. If additional 
knowledge is not added to primitive ways of doing things, I won’t 
subscribe to culture because they might have get a lot of things wrong 
before it gets to hospitals or hands that can save such mothers. 

Research Question 2: What constitutes culturally sensitive maternal health messages 
as perceived by this participant?  

Participant P3YI’s conceptualisation of culturally sensitive maternal health messages 
is reflected in three textural themes: 

1. Cultural audience targeting 
2. Cultural conformation in message creation and dissemination 
3. Cultural message adaptation strategies 

The first textural theme highlights the centrality of the audience and the need for 
messages to target the right categories of audience as requirements for the creation of 
culturally sensitive messages. This is illuminated through the following structural 
themes. 
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Textural Theme 1: Cultural Audience Targeting 

Structural Theme 1a: Culturally relevant audience groups  

Structural Theme 1b: Wholistic targeting 

Structural Theme 1a: Culturally Relevant Audience Groups 

Reflecting on her experience during pregnancy, participant P3YI commented on the 
need for sensitisation of male partners on maternal health as she noted that a supportive 
husband can help to reduce the cultural stress that many pregnant or nursing mothers 
usually face: 

stress is another thing that can demoralize the mother; both in pregnancy or after 
birth. Let me give an illustration of a pregnant woman who spits during 
pregnancy, who vomits during pregnancy; these are natural stress on her 
already. To add another artificial stress is when she’s unable to get an 
understanding husband…Such husband will never be supportive to the wife. He 
will never bother to understand what kind of stress such woman is going 
through, and this can cause depression and when you have severe depression 
during pregnancy…the best person that needs to give you support is your 
husband… 

Structural Theme 1b: Wholistic Targeting 

While noting the importance of reaching all relevant stakeholders, participant P3YI 
equally identified women, especially the older women who take care of 
pregnant/nursing mothers as important audience groups to be targeted by maternal 
health promotion messages: 

We want to take away the bad ones from our traditions, that is well established; 
in that case, we have to understand who we are talking to. Is it the old ones? 
Obviously, it has to be the old ones…So, if we really want to address all these 
things, I think these are things we need to address. Basically, your message will 
now be directed at mothers... Including the grandmothers, though it wouldn’t be 
a grandmother message, it would be mothers. So, once you’re a mother, you 
find yourself in that age. They say a person who the mud splashes on will take 
care of it because if you face grand mums, it would be like the young ones 
castigate against them but when you generalize to mothers, it would be like both 
the young and old you’re talking to…  

The second textural theme that captures this participant’s conception of cultural 
sensitivity of messages is the need to consider the target population’s cultural 
characteristics as it relates to the maternal health.  

Textural Theme 2: Cultural Conformation in Message Creation and Dissemination 

Structural Theme 2a: Message focus 
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Structural Theme 2b: Message formats 

Structural Theme 2a: Message Focus 

Participant P3YI emphasised the need to call attention to the attitude of regarding wives 
as inferior members of the household, “areas one need to call their attention is wife is 
not a slave and talk about the bad and the good of the tradition... we’re seen to be a 
slave, no body need to hear you”. She equally identified the exposure of 
pregnant/nursing mothers to undue stress as part of the harmful practices to be 
addressed through maternal health promotion messages: 

Depression after delivery; the causes could be from tradition as well. Another 
thing I look at from my experience is, after birth, there’s this tradition or norms 
that people believe they owe you greetings after your birth. They come…in fact, 
immediately they hear you gave birth, they start trooping in to the hospital, to 
your home and all that. And for those 8 days, you barely have an hour for 
yourself to rest. Even if you lay down on the bed sleeping, you don’t catch your 
deep sleep or catch your rest… And even when you tell your husband, dear, I 
feel like having a deep sleep, how do I do it? How can you help me? He’ll be 
like I don’t know how you want to it because people will come and greet you 
o! That’s how they do it! That’s how it’s supposed to be! (In a raised tone) … 
(sighs)…don’t you think it needs to be addressed?  

 

Structural Theme 2b: Message Formats 

She perceives face to face means of communication like health talks, seminars and 
lectures as the most culturally appropriate formats of disseminating maternal health 
promotion messages. She suggested for instance that educational avenues could be 
provided for elders in the remote areas to sensitise them on maternal health: 

I think most of our traditionists, they don’t watch TV. They even reside in 
remote area where these would not reach. So, when you roll adverts or messages 
in places like this place, definitely your message is not sinking to the right 
audience. But if they do have schools where they teach people on how they can 
know the norms, values and traditions of their tribe or their culture or wherever 
they belong to, I want to say that is the place one can actually reach them and 
talk to them. 

Structural Theme 2c: Culturally Appropriate/Preferred Channels 

Participant P3YI equally identifies interpersonal channels like religious gatherings and 
public places like market places as ideal channels of reaching out to certain relevant 
audience groups, especially the older women, “you find these women in Assalatu 
(Islamic prayer gatherings). Mostly, they don’t joke with their Assalatu on Fridays or 
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Sundays. So, if one wants to talk to them, one needs to reach out to them in these 
groups”. 

Another place is churches where Christians would go on Sunday; they have time 
they talk to mothers. It might not be during the congregations’ activities but 
after these, they always have where mothers meet and do their activities; where 
ceremonies will be announced and other; bible study as well…Christian 
churches…Muslim place of worship as well... majority of them are women; old 
women who are in charge of our tradition. 

The third textural theme captures the third dimension of cultural sensitivity which 
involves the use of message strategies that align with the cultural background and 
characteristics of the target population. Such strategies are highlighted under three 
structural themes: 

Textural Theme 3: Cultural Message Adaptation Strategies 

Structural Theme 3a: Culturally appropriate presentation strategies 

Structural Theme 3b: Utilising cultural characteristics 

Structural Theme 3c: Utilising cultural influencers/opinion leaders 

Structural Theme 3a: Culturally Appropriate Presentation Strategies 

Participant P3YI described cultural appreciation and compatibility of messages as a 
suitable presentation strategy of adapting maternal health messages to the culture of the 
target population. She explained that even when you want to address a negative cultural 
practice, this should firstly be preceded with prayers or some form of appreciation of 
other commendable cultural practices of your target audience or population: 

If one wants to talk to them, one must at least say the right…the positive what 
tradition offers so that they can be captivated and listen to you. Then the bad 
ones, that is when they will be listening for the corrections. 

Structural Theme 3b: Utilising Cultural Characteristics 

She believes that a suitable means of adapting messages to the cultural characteristics 
of the of the target audience is to use the local language of such audience groups in 
dissemination of the messages, “when we are able to reach these people in any 
languages they understand, I think it will curb a lot of the bad aspects of tradition…” 

Structural Theme 3c: Utilising Cultural Influencers/Opinion Leaders 

Participant P3YI identified religious leaders as important cultural influencers who can 
facilitate the acceptance and adoption of maternal health promotion messages. She cited 
an example of older women who usually attend weekly Assalatu (Islamic prayer 
gathering/groups): 
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You find these women in Assalatu. Mostly, they don’t joke with their Assalatu 
on Fridays or Sundays. So, if one wants to talk to them, one needs to reach out 
to them in these groups. It means you must have seen their mallams 
(teachers/leaders). In their mallams, we often find women, we often find men 
who talk to them. They take these people as the semi-god because when they 
give the idea of prayer, they follow; we have Nafila (extra prayers), they follow; 
we have this, they follow; they ask them to fast on the day of Arafat or 
something they follow…  

Research Question 3: How can salient elements of culture be engaged for maternal 
health promotion in north central Nigeria? 

Based on participant P3YI’s experiences and perceptions, salient elements of maternal 
health can be engaged for maternal health promotion in the study area as reflected in 
the following in textural themes: 

1. Salient beliefs and taboos 
2. Salient values 
3. Salient norms and traditions 

The first textural theme which reflects the participant’s perception of important cultural 
beliefs and taboos that have implications for maternal health promotion is further 
illuminated in structural theme 1a. 

Textural Theme 1: Salient Beliefs and Taboos 

Structural Theme 1a: Faith and Religious Beliefs 

She explained that given the peoples’ belief in Holy books and religious associations, 
when messages are backed with evidence from such Holy books or affiliated with 
religious leaders to whom the target audience have much belief and confidence, this 
offers a practical means of engaging religion for maternal health promotion. According 
to her, women are mostly the difficult ones, but they can be easily penetrated through 
their religious groups where they gain more knowledge from their mallams 
(teachers/leaders) about their religion, “…they tell them a lot of things because they 
don’t have much knowledge in Al-Quran, so they believe when they attend such places, 
they get to know what they don’t know” 

Important cultural values identified by participant P3YI as necessary for integration 
into maternal health promotion messages are revealed in two structural themes under 
the second textural theme as follows:  

Textural Theme 2: Salient Values 

Structural Theme 2a: Activity related values 

Structural Theme 2b: Communal living values 
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Structural Theme 2a: Activity related Values 

Participant P3YI described some values associated with activities in pregnancy, like the 
Yoruba belief of restraining pregnant women from engaging in strenuous activities or 
going out at odd times as salient aspects of culture to be recognised. She explained that 
such activities may expose pregnant women to undue dangers and recommended that 
cultural values can be promoted through maternal health messages: 

There are some certain works they don’t expect you to do; probably your 
pregnancy can come down at any time. For the night walking; they don’t expect 
you to walk in the night. They might believe…because they won’t tell you the 
actual reasons of not doing such. They’ll not tell you because they believe you 
want to…perhaps contradict their belief. They would not tell you so often times 
you don’t even bother to ask the real reason why you don’t have to walk in the 
night. Therefore, there’s a way of how they make that scary that you don’t even 
want to attempt it… 

Structural Theme 2b: Communal Living Values 

As she reflected on her post-natal experiences, participant P3YI identified value of 
communal living as one of the sacred cultural maternal health promotion activities. 
However, she noted that such communal living values which involves caregiving of 
new mothers and their babies, usually by their mother in-laws, often lead to conflicts 
between the nursing mothers and their in-laws. Meanwhile, part of the beliefs under 
such communal mode of living is the attribution of maternal and child care as the 
primary responsibility of mothers. This participant therefore perceived this element of 
communal living as one which should be promoted in health messages by drawing the 
attention of expectant/new mothers to the fact that they should strive to uphold safety 
of themselves and their babies in the face of whatever harmful cultural practices they 
may come across: 

They want to solve my baby’s jaundice by adding herbs to his eyes which is 
dangerous, you know. These are places I had to stand up for my baby that; come, 
in as much as he’s your grandson, he’s also my own child too…they see you as 
a very irresponsible fellow…But once you know that it will cost you a life 
history, of course, you won’t want to write your history; I stood up for my 
children….So, my own experience, I didn’t  manage it, I stood up for my 
children; I don’t want this, I don’t want that… 

She also commented on the idea of wives’ subordination and subservience in the 
Yoruba culture as one which should be addressed through maternal health promotion 
messages: 

And part of the culture as well, daughters as well is not allowed to make a 
statement often times, wives in our culture seems to be a slave at the beginning. 
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Perhaps, when you become older in your marriage, then you’ll be allowed to 
have a say. These are part of the culture that me I don’t appreciate. 

Nonetheless, this participant noted that such communal living values of the Yoruba 
culture also include the idea of having respect, belief and confidence in elders. While 
she explained that the elders’ cultural ways of maternal health promotion often 
contradict modern medical recommendation, participant P3YI emphasised the cultural 
value of recognition of the elders’ roles and appreciation of their efforts as a salient and 
beneficial element of culture that can be utilised by developers of maternal health 
promotion messages: 

My husband’s aunts, my husband’s grandmother, paternally and mothers. They 
will always rally round to teach you how to take care of baby…They want to 
teach you and it’s your own responsibility too to pretend as if you don’t know 
so that it’s a way of respecting their being…their staying with you. By the time 
you tell them that you know all these things before you got married, it’s like an 
insult in our own belief; you know, it’s like you’re insulting an elderly person. 
So, you try to pretend as if you don’t know anything. They teach quite number 
of things that might probably new to you from where you’re coming from. But 
whichever that is new to you, you don’t argue with them because if you do, they 
see you as irresponsible child that you lack home training and all that. Even if 
you disagree, you pretend as if you agree with them… 

The third textural theme entails the salient norms and traditions considered by 
participant P3YI as useful for maternal health promotion. This is reflected under 
structural theme 3a.  

Textural Theme 3: Salient Norms and Traditions 

Structural Theme 3a: Togetherness in Maternal Health Care 

Participant P3YI identified the post-natal care and support given by mother in-laws to 
the daughter in-laws as an important tradition worth incorporating in maternal health 
promotion messages. She however noted that regardless of its benefits, such activities 
of mother in-laws are often with negative impacts which equally need to be addressed 
in maternal health messages: 

Despite tradition allows mother in-laws to take care of their daughter in-laws 
when they have child; it’s a lovely idea but mostly communication always 
happens to be a barrier between the mother in-laws and the daughter in-laws. 
Often times, that is one thing one needs to talk about when it comes to 
tradition…So, if you want to incorporate how beautiful it is for a mother in-law 
to take care of her daughter in-law or their daughter in-laws, I don’t know how 
we can bridge that barrier between the mother in-laws and the daughter in-laws. 
I don’t know because it is (stressed) our tradition that cannot be wiped away for 
any mothers irrespective of where their daughters and their sons are, they have 
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to go and do that sacred for them. And while doing it, it always boils down to 
problem…Should we say the mother in-laws should not do their rites? Should 
we say our mothers should take care of that or should we wipe it?... 
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Appendix J 
Textural-Structural Descriptions 

The following are the textural-structural descriptions based on the experiences and 
perceptions of participant P3YI: 

Research Question 1: What is the nature of this participant’s cultural maternal health 
promotion experiences based on cultural elements like her ethnicity, values, traditions 
and beliefs? 

Textural Theme 1: Conceptualising Culture 

This participant described culture based on her ethnic beliefs, values and traditions. She 
was of the view that culture is learned through ancestral lineage although she noted that 
local language ability and geographical location/upbringing are major determinants of 
her cultural knowledge, affiliation and the extent to which she conforms with the 
teachings/practices and beliefs of her ethnic culture. 

Structural Theme 1a: Cultural Knowledge and Attachment 

She described her understanding and attitude to her ethnic culture in terms of her level 
of cultural knowledge and inclination/attachment to her ethnic culture. However, she 
viewed culture as being learned through ancestral lineage, while ones’ location of 
residence or upbringing as well as ability to understand and speak ones’ local language 
constitute major determinants of cultural knowledge and personal inclination to ones’ 
ethnic culture:  

I was saying with my aunt in Kaima local government area, Kwara state where 
their mother tongue there is also called Boko. So, this has actually unable me to 
speak my mother tongue very well neither do I understood it to the point where 
I can really talk truly about my traditions, norms, values but of course I can 
understand little that are day to day activities that one can say, okay we put to 
use as a person.  

She added that growing up outside of her hometown made some cultural practices and 
beliefs alien to her, hence she found it hard to associate with such practices: 

To me (stressed), I would say it was a very difficult experience because being 
an educated person, I’ve learnt about how you take care of baby so that you 
don’t harm baby but most of the things they introduce to you they 
appear…Imagine giving a day old, a day baby herbs…That to me, (laughs) I 
don’t know the kind of implications that that can cause to my baby. So, I never 
how to pretend; I try to say it to them one on one, but it was so, it was a big deal 
for me and my mother in-law to a point my parents had to like, come in to 
intervene. And all these happened because I didn’t grow up in my home; if I 
had grown up, I would have known or conversant with all these deeds. It 
wouldn’t have been a problem…  



382 
 

Structural Theme 1b: Cultural Description 

Although this Participant expressed some reservations about her Yoruba ethnic culture 
and issues of maternal health, her description of her culture, in relation to maternal 
health portrays the principles and morals associated with culture: 

If I have to be sincere to myself, I would say the cultural beliefs or values or 
these experiences, I would describe it as a lovely and reasonable way of doing 
things. It’s a culture that gives love, it’s a culture that encourages love and 
affection, it’s also a culture that teaches; that educates…that of course explain 
some culture that a lady might probably be lacking from wherever you are. It’s 
a culture that explains how things are being done in a well organised 
environment.  

Structural Theme 1c: Cultural Variations 

She noted that exposure to western education and general modernisation has made her 
experience some deviations from the tenets of her ethnic culture and traditional 
maternal health care practices/beliefs, “It’s just it’s a pity that our foreign education, 
you know, probably would not allow us to appreciate it better…”. She cited an instance 
where she disagreed with her mother in-law over a baby care issue: 

I stood my ground, I didn’t allow her to administer those drugs. So, I later went 
back to hospital and solve my baby’s problem. So, these are cultures; culture of 
seeing you as a slave; as a daft when it comes to your right, when it comes to 
where to talk. These are bad aspects of our culture and many don’t know their 
rights during their time. Now, many mothers know their rights before they got 
married. As a matter of fact, most mothers these days are educated marrying to 
uneducated mother in-laws; you see where the problem comes… 

Textural Theme 2: Understanding Maternal Health  

She acquires information about maternal health from multiple sources. However, some 
of such sources complement one another while some are conflicting. 

Structural Theme 2a: Social Group Members 

Participant P3YI got certain maternal health education from her in-laws, although she 
noted that she personally disagreed with some of such maternal health guidance offered 
her by her in-laws: 

My husband’s mum, that’s my mother in-law; she and her own mother in-law 
too…They will always rally round to teach you how to take care of baby being 
the first child. You know; they will tell you this how you bath baby… They 
teach you how to take care of your own personal health in terms of making 
herbs. Like in my own case, I never knew that to take care of yourself, you have 
to bath herbs for certain number of days. They ask you to take hot water so that 
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you can have better health. They teach quite number of things that might 
probably new to you from where you’re coming from. But whichever that is 
new to you, you don’t argue with them because if you do, they see you as 
irresponsible child that you lack home training… 

Structural Theme 2b: Maternal health experts 

Maternal health experts however constitute one of her major sources of maternal health 
information, “Only hospitals when it comes to me because when I first got my 
pregnancy, I registered for antenatal at the hospital and this is where they teach the dos 
and don’ts of a pregnant woman during the pregnancy”. 

Structural Theme 2c: Previous experience 

She also described her personal experiences/knowledge about maternal health as a 
means of guiding her on how to handle issues of maternal health that she was exposed 
to while receiving post-natal care from her in-laws. According to her, in-laws who take 
care of you after delivery believe it is their responsibility to train you on maternal and 
child health care: 

Even if you disagree, you pretend as if you agree with them… To me (stressed), 
I would say it was a very difficult experience because being an educated person, 
I’ve learnt about how you take care of baby so that you don’t harm baby but 
most of the things they introduce to you they appear… they’re things that would 
harm baby…So, I never knew how to pretend… 

Structural Theme 2d: Mass media 

This participant explained that she also sought information about maternal health 
through health books, “…books like Every woman, you know, that explains every move 
of the baby, every move of a pregnant woman in it, each stage; what is expected, this 
is what you should do which is very explanatory in Every woman”. 

Textural Theme 3: Perceptions on Maternal Health Messages and Interactions 

Participant P3YI’s perceptions on maternal health messages/interactions centered on 
the strengths, challenges and use of culture in such messages/interactions. For this 
participant, the messages/interactions were either in the form of maternal health media 
messages or interactions within the family. 

Structural Theme 3a: Perceived Message Strengths 

As she recalled her interactions with her in-laws during post-natal care, participant 
P3YI who initially expressed displeasure over the post-natal activities of the in-laws, 
however highlighted the gratification she gained from the supportive aspects of such 
cultural post-natal. She described such care as highly beneficial: 
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After all these time that I had the second child or most especially the third one 
where my mother in-law had to spend a week with me, of course I appreciate 
her a lot; I appreciate every other members who had been rallying around during 
the first and second born, you know, very well because the stress was so much 
on me…That was when I appreciate them very well that gone are those days 
when I had my first born, I was there sleeping; I never knew, you know, what it 
took them to cook for me, take care of my baby and all that…So, that was when 
I appreciate the culture but at first I never appreciate it. I was like… I see them 
as intruder who really wants to poke nose into my affair, teach me what to do 
and all…I want to say the culture is more pleasant than the…what’s the word?... 
than the unpleasant aspect of the culture. 

Structural Theme 3b: Perceived Challenges and Constraints 

Participant P3YI perceived accessibility to media like television as one of the 
limitations of existing maternal health media messages, especially in the rural areas: 

I think most of our traditionists, they don’t watch TV. They even reside in 
remote area where these would not reach. So, when you roll adverts or messages 
in places like this place, definitely your message is not sinking to the right 
audience. 

She equally described the usual conflicts between the mother and daughter in-law (old 
generation and new generation mums) as another challenging aspect of maternal health 
interactions based on her experiences: 

Despite tradition allows mother in-laws to take care of their daughter in-laws 
when they have child; it’s a lovely idea but mostly communication always 
happens to be a barrier between the mother in-laws and the daughter in-laws…It 
is our tradition that the mother in-laws have to take care of their daughter in-laws 
whenever they have child especially the first and the second children but often 
times…in fact 99% of women prefer their own mother; why because often times, 
the mother in-laws often times misunderstand the daughter in-laws. 
Probably…they believe the daughter in-law take them for a ride…And these are 
things that will now cause issues beyond your expectations; things that can at 
least even trash home apart… 

Structural theme 3c: Perceived use of Culture in Messages 

Participant P3YI perceives the use of culture in maternal health promotion as 
predominantly requiring an adaptation to modern ways: 

If only culture can advance their knowledge into the present world, I 
would say culture can be perfect in saving mothers. If additional 
knowledge is not added to primitive ways of doing things, I won’t 
subscribe to culture because they might have get a lot of things wrong 
before it gets to hospitals or hands that can save such mothers. 
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Research Question 2: What constitutes culturally sensitive maternal health messages 
as perceived by this participant?  

Textural Theme 1: Cultural Audience Targeting  

Participant P3YI identified cultural audience targeting as a vital element of culturally 
sensitive maternal health messages. She believes that messages should be appropriately 
targeted to culturally relevant audience groups like women and the male folk. 

Structural Theme 1a: Culturally Relevant Audience Groups 

Reflecting on her experience during pregnancy, participant P3YI identified the need for 
sensitisation of male partners on maternal health as she noted that a supportive husband 
can help to reduce the cultural stress that many pregnant or nursing mothers usually 
face: 

stress is another thing that can demoralize the mother; both in pregnancy or after 
birth. Let me give an illustration of a pregnant woman who spits during 
pregnancy, who vomits during pregnancy; these are natural stress on her 
already. To add another artificial stress is when she’s unable to get an 
understanding husband…Such husband will never be supportive to the wife. He 
will never bother to understand what kind of stress such woman is going through 
and this can cause depression and when you have severe depression during 
pregnancy…the best person that needs to give you support is your husband… 

Structural Theme 1b: Wholistic Targeting 

Emphasising the need to carry all relevant stakeholders along, she equally identified 
women, especially the older women who take care of pregnant/nursing mothers as 
important audience groups to be targeted by maternal health promotion messages: 

We want to take away the bad ones from our traditions, that is well established; 
in that case, we have to understand who we are talking to. Is it the old ones? 
Obviously, it has to be the old ones…So, if we really want to address all these 
things, I think these are things we need to address. Basically, your message will 
now be directed at mothers... Including the grandmothers, though it wouldn’t be 
a grandmother message, it would be mothers. So, once you’re a mother, you 
find yourself in that age. They say a person who the mud splashes on will take 
care of it because if you face grand mums, it would be like the young ones 
castigate against them but when you generalize to mothers, it would be like both 
the young and old you’re talking to…  

Textural Theme 2: Cultural Conformation in Message Creation and Dissemination 

Participant P3YI believes that for messages to be culturally sensitive, such messages 
should be created not only to address/promote relevant cultural aspects of maternal 
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health, the messages should also be adapted to the people’s culture and ways of life 
such as to increase message acceptance and adoption.  

Structural Theme 2a: Message Focus 

She emphasised the need to call attention to the attitude of regarding wives as inferior 
members of the household, “areas one need to call their attention is wife is not a slave 
and talk about the bad and the good of the tradition... we’re seen to be a slave, no body 
need to hear you”. She equally identified the exposure of pregnant/nursing mothers to 
undue stress as part of the harmful practices to be addressed through maternal health 
promotion messages: 

Depression after delivery; the causes could be from tradition as well. Another 
thing I look at from my experience is, after birth, there’s this tradition or norms 
that people believe they owe you greetings after your birth. They come…in fact, 
immediately they hear you gave birth, they start trooping in to the hospital, to 
your home and all that. And for those 8 days, you barely have an hour for 
yourself to rest. Even if you lay down on the bed sleeping, you don’t catch your 
deep sleep or catch your rest… And even when you tell your husband, dear, I 
feel like having a deep sleep, how do I do it? How can you help me? He’ll be 
like I don’t know how you want to it because people will come and greet you 
o! That’s how they do it! That’s how it’s supposed to be! (In a raised tone) … 
(sighs)…don’t you think it needs to be addressed?  

 

Structural Theme 2b: Message Formats 

She perceives face to face means of communication like health talks, seminars and 
lectures as the most culturally appropriate formats of disseminating maternal health 
promotion messages. She suggested for instance that educational avenues could be 
provided for elders in the remote areas to sensitise them on maternal health: 

I think most of our traditionists, they don’t watch TV. They even reside in 
remote area where these would not reach. So, when you roll adverts or messages 
in places like this place, definitely your message is not sinking to the right 
audience. But if they do have schools where they teach people on how they can 
know the norms, values and traditions of their tribe or their culture or wherever 
they belong to, I want to say that is the place one can actually reach them and 
talk to them. 

Structural Theme 2c: Culturally Appropriate/Preferred Channels 

Participant P3YI equally identifies interpersonal channels like religious gatherings and 
public places like market places as ideal channels of reaching out to certain relevant 
audience groups, especially the older women, “you find these women in Assalatu 
(Islamic prayer gatherings). Mostly, they don’t joke with their Assalatu on Fridays or 
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Sundays. So, if one wants to talk to them, one needs to reach out to them in these 
groups”. 

Another place is churches where Christians would go on Sunday; they have time 
they talk to mothers. It might not be during the congregations’ activities but 
after these, they always have where mothers meet and do their activities; where 
ceremonies will be announced and other; bible study as well…Christian 
churches…Muslim place of worship as well... majority of them are women; old 
women who are in charge of our tradition. 

Textural Theme 3: Cultural Message Adaptation Strategies 

This participant considers the use of cultural message adaptation as the third tripod of 
achieving culturally sensitive maternal health messages. Such adaptation strategies 
entail the use of culturally appropriate presentation strategies, the use of cultural 
characteristics and the use of cultural influencers/opinion leaders. 

Structural Theme 3a: Culturally Appropriate Presentation Strategies 

Participant P3YI described cultural appreciation and compatibility of messages as a 
suitable presentation strategy of adapting maternal health messages to the culture of the 
target population. She explained that even when you want to address a negative cultural 
practice, this should firstly be preceded with prayers or some form of appreciation of 
other commendable cultural practices of your target audience or population: 

If one wants to talk to them, one must at least say the right…the positive what 
tradition offers so that they can be captivated and listen to you. Then the bad 
ones, that is when they will be listening for the corrections. 

Structural Theme 3b: Utilising Cultural Characteristics 

She believes that a suitable means of adapting messages to the cultural characteristics 
of the of the target audience is to use the local language of such audience groups in 
dissemination of the messages, “when we are able to reach these people in any 
languages they understand, I think it will curb a lot of the bad aspects of tradition…” 

Structural Theme 3c: Utilising Cultural Influencers/Opinion Leaders 

Participant P3YI identified religious leaders as important cultural influencers who can 
facilitate the acceptance and adoption of maternal health promotion messages. She cited 
an example of older women who usually attend weekly Assalatu (Islamic prayer 
gathering/groups): 

You find these women in Assalatu. Mostly, they don’t joke with their Assalatu 
on Fridays or Sundays. So, if one wants to talk to them, one needs to reach out 
to them in these groups. It means you must have seen their mallams 
(teachers/leaders). In their mallams, we often find women, we often find men 
who talk to them. They take these people as the semi-god because when they 
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give the idea of prayer, they follow; we have Nafila (extra prayers), they follow; 
we have this, they follow; they ask them to fast on the day of Arafat or 
something they follow…  

Research Question 3: How can salient elements of culture be engaged for maternal 
health promotion in north central Nigeria? 

Textural Theme 1: Salient Beliefs and Taboos 

Participant P3YI describes herself as not having much belief in cultural ways of 
handling issues of maternal health. Nonetheless, she identifies faith and religious 
beliefs as important elements of culture that can be harnessed for maternal health 
promotion.  

Structural Theme 1a: Faith and Religious Beliefs 

She explained that given the peoples’ belief in Holy books and religious associations, 
when messages are backed with evidence from such Holy books or affiliated with 
religious leaders to whom the target audience have much belief and confidence, this 
offers a practical means of engaging religion for maternal health promotion. According 
to her, women are mostly the difficult ones, but they can be easily penetrated through 
their religious groups where they gain more knowledge from their mallams 
(teachers/leaders) about their religion, “…they tell them a lot of things because they 
don’t have much knowledge in Al-Quran, so they believe when they attend such places, 
they get to know what they don’t know” 

Textural Theme 2: Salient Values 

Participant P3YI believes that certain important cultural values should be promoted 
while others should be discouraged using maternal health promotion messages but most 
importantly, this participant expressed the view that to optimally harness such salient 
cultural values for maternal health promotion, there is a need for advancement of 
culture from the primitive ways of handling maternal health issues.  

Structural Theme 2a: Activity related Values 

She described some values associated with activities in pregnancy, like the Yoruba 
belief of restraining pregnant women from engaging in strenuous activities or going out 
at odd times as salient aspects of culture to be recognised. She explained that such 
activities may expose pregnant women to undue dangers and recommended that such 
cultural values can be promoted through maternal health messages: 

There are some certain works they don’t expect you to do; probably your 
pregnancy can come down at any time. For the night walking; they don’t expect 
you to walk in the night. They might believe…because they won’t tell you the 
actual reasons of not doing such. They’ll not tell you because they believe you 
want to…perhaps contradict their belief. They would not tell you so often times 
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you don’t even bother to ask the real reason why you don’t have to walk in the 
night. Therefore, there’s a way of how they make that scary that you don’t even 
want to attempt it… 

Structural Theme 2b: Communal Living Values 

As she reflected on her post-natal experiences, participant P3YI identified the value of 
communal living as one of the sacred cultural maternal health promotion activities. 
However, she noted that such communal living values which involves caregiving of 
new mothers and their babies, usually by their mother in-laws, often lead to conflicts 
between the nursing mothers and their in-laws. Meanwhile, part of the beliefs under 
such communal mode of living is the attribution of maternal and child care as the 
primary responsibility of mothers. This participant therefore perceived this element of 
communal living as one which should be promoted in health messages by drawing the 
attention of expectant/new mothers to the fact that they should strive to uphold the 
safety of themselves and their babies in the face of whatever harmful cultural practices 
they may come across: 

They want to solve my baby’s jaundice by adding herbs to his eyes which is 
dangerous, you know. These are places I had to stand up for my baby that; come, 
in as much as he’s your grandson, he’s also my own child too…they see you as 
a very irresponsible fellow…But once you know that it will cost you a life 
history, of course, you won’t want to write your history; I stood up for my 
children….So, my own experience, I didn’t  manage it, I stood up for my 
children; I don’t want this, I don’t want that… 

She also commented on the idea of wives’ subordination and subservience in the 
Yoruba culture as one which should be addressed through maternal health promotion 
messages: 

And part of the culture as well, daughters as well is not allowed to make a 
statement often times, wives in our culture seems to be a slave at the beginning. 
Perhaps, when you become older in your marriage, then you’ll be allowed to 
have a say. These are part of the culture that me I don’t appreciate. 

Nonetheless, this participant noted that such communal living values of the Yoruba 
culture also include the idea of having respect, belief and confidence in elders. While 
she explained that the elders’ cultural ways of maternal health promotion often 
contradict modern medical recommendation, participant P3YI emphasised the cultural 
value of recognition of the elders’ roles and appreciation of their efforts as a salient and 
beneficial element of culture that can be utilised by developers of maternal health 
promotion messages: 

My husband’s aunts, my husband’s grandmother, paternally and mothers. They 
will always rally round to teach you how to take care of baby…They want to 
teach you and it’s your own responsibility too to pretend as if you don’t know 
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so that it’s a way of respecting their being…their staying with you. By the time 
you tell them that you know all these things before you got married, it’s like an 
insult in our own belief; you know, it’s like you’re insulting an elderly person. 
So, you try to pretend as if you don’t know anything. They teach quite number 
of things that might probably new to you from where you’re coming from. But 
whichever that is new to you, you don’t argue with them because if you do, they 
see you as irresponsible child that you lack home training and all that. Even if 
you disagree, you pretend as if you agree with them… 

Textural Theme 3: Salient Norms and Traditions 

This participant stated that majority of the cultural norms and traditions on maternal 
health are done in good faith, but communication often poses a barrier. She described 
the tradition of togetherness in maternal health care as a salient element of culture 
relevant for maternal health promotion. 

Structural Theme 3a: Togetherness in Maternal Health Care 

She identified the post-natal care and support given by mother in-laws to the daughter 
in-laws as an important tradition worth incorporating in maternal health promotion 
messages. She however noted that regardless of its benefits, such activities of mother 
in-laws are often with negative impacts which equally need to be addressed in maternal 
health messages: 

Despite tradition allows mother in-laws to take care of their daughter in-laws 
when they have child; it’s a lovely idea but mostly communication always 
happens to be a barrier between the mother in-laws and the daughter in-laws. 
Often times, that is one thing one needs to talk about when it comes to 
tradition…So, if you want to incorporate how beautiful it is for a mother in-law 
to take care of her daughter in-law or their daughter in-laws, I don’t know how 
we can bridge that barrier between the mother in-laws and the daughter in-laws. 
I don’t know because it is (stressed) our tradition that cannot be wiped away for 
any mothers irrespective of where their daughters and their sons are, they have 
to go and do that sacred for them. And while doing it, it always boils down to 
problem…Should we say the mother in-laws should not do their rites? Should 
we say our mothers should take care of that or should we wipe it?... 
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