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Introduction 

Health challenges after childbirth 
After childbirth, women and their families undergo an important 
physiological, emotional and social transition (WHO 1998) and, the social 
situation of the mother and her family are important for how this transition is 
experienced and handled (WHO 2010a). The period after childbirth is 
critical for both maternal and neonatal health, particularly in circumstances 
with poverty and poor gender equality (Kerber et al. 2007). Some of the 
Millennium Development Goals (MDGs) appear to be within reach; 
however, the goals related to maternal (MDG 5) and child (MGD 4) health 
progress slowly (UN 2009). Hemorrhage and sepsis are the main causes of 
maternal mortality and asphyxia and infections are the main causes of 
newborn mortality (Warren et al. 2006) and, the first 24-48 hours after 
childbirth are the most crucial in the prevention and identification of 
morbidity and death (Warren et al. 2006). Health promotion during this 
period has long lasting effects for both parents and newborns in adopting 
health behavior beyond the period immediately after childbirth (Kerber et al. 
2007). However, health-promoting interventions after childbirth often fail in 
countries where progress is slow (Bhutta et al. 2010). 

In addition to the main medical conditions, women worldwide experience 
other challenges after childbirth that may negatively influence their own and 
their infants’ health. Systematic literature reviews have identified fatigue and 
tiredness as problematic (McQueen and Mander 2003) and infants’ crying is 
closely associated with mothers’ tiredness and fatigue (Kurth et al. 2009). A 
population-based survey from the USA (Kanotra et al. 2007) of mothers 2-9 
months after childbirth identifies the need for education about newborn care 
and breastfeeding, help with postpartum depression, social support and 
extended postpartum hospital stay. Turkish women report fatigue, insomnia, 
breast problems, and constipation after early discharge from hospital 
(Gozum and Kilic 2005). Tanzanian first-time mothers consistently worry 
about infants crying at one and six weeks after childbirth (Lugina et al. 
2001a). Furthermore, Tanzanian mothers in a qualitative study report that 
they interpreted prolonged crying after breastfeeding as a cue for thirst or 
hunger and therefore, provide water or porridge to the infant (Omer-Salim et 
al. 2007).  
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Although the benefits of breastfeeding, particularly exclusive breastfeeding 
(EBF) are known and advocated for (WHO 2003; UNICEF 2006), several 
concerns that may threaten the establishment, exclusivity and duration of 
breastfeeding have been identified. Some traditional practices do not favor 
EBF, such as discarding colostrums and early supplementation with water 
and other food in Tanzania (Shirima et al. 2001; Omer-Salim et al. 2007; 
Mrisho et al. 2008) and Nigeria (Davies-Adetugbo 1997). In addition, 
combining breastfeeding, housework and, employment are described as 
challenging by mothers in Tanzania (Omer-Salim et al. 2007; Omer-Salim et 
al. 2008).  

The median duration of any breastfeeding in Tanzania is 21 months, but 
median duration of exclusive breastfeeding is only 1.8 months (TDHS 
2005). To prolong breastfeeding duration both professional (Sikorski et al. 
2003; Britton et al. 2007) and lay social support (Britton et al. 2007) have 
proven effective. However, contradictory reports are found in a synthesis of 
qualitative data for breastfeeding support in Western countries, where 
mothers rated health service support unfavorably (McInnes and Chambers 
2008). Furthermore, high prevalence of HIV/AIDS makes the postpartum 
situation problematic as important health related choices are to be made by 
parents about HIV-testing, breastfeeding and sexual relationships. In 
Tanzania, the HIV prevalence among urban residents is 9% and is 5% 
among rural residents and, the prevalence for urban women is twice (11%) 
that of rural women (5%) (THMIS 2008). 

Fathers’ health concerns and needs during the postpartum period are not well 
researched and most of the existing studies are from Western countries. A 
qualitative study in England exploring the needs of first-time fathers 
identifies lack of support mechanisms and involvement in antenatal 
provision and the need for more information on parenting, baby care and 
relationships (Deave et al. 2008). Australian men are concerned about their 
ability to cope as parents and the effect the baby will have on their 
relationship with their partner (Matthey et al. 2002). New fathers are 
challenged in negotiating responsibilities, in developing and maintaining 
relationships and, balancing activities in their transition to fatherhood (St 
John et al. 2005). 

Depressive symptoms are reported among women and men after childbirth 
in Western countries (Matthey et al. 2000; Matthey et al. 2001; Matthey et 
al. 2002; Goodman 2004) and are associated with decreased marital and 
sexual satisfaction (Matthey et al. 2002) and short breastfeeding duration 
(Shakespeare et al. 2004). Postpartum depressive symptoms in women are 
reported from Zimbabwe (Nhiwatiwa et al. 1998), Nigeria (Adewuya et al. 
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2008) and Tanzania (Kaaya et al. 2010). Evidence suggests depression in the 
mothers is a strong predictor for depression in the fathers (Goodman 2004).  

Sexuality after childbirth can be a concern (Lugina et al. 2001a). Prolonged 
sexual abstinence of differing duration is reported from several African 
countries, such as Tanzania (Mabilia 2005; Mrisho et al. 2008), Ivory Coast 
(Cleland et al. 1999; Desgrees-du-Lou and Brou 2005) and Ghana (Achana 
et al. 2010). Different reasons are given for this practice including a means 
for child spacing (Cleland et al. 1999; Desgrees-du-Lou and Brou 2005; 
Mabilia 2005; Achana et al. 2010) and child health protection (Zulu 2001; 
Mrisho et al. 2008; Achana et al. 2010). However, this practice is associated 
with increased risk of HIV when men engage in extramarital sex while their 
female partners adhere to the abstinence norm (Ali and Cleland 2001; Iliyasu 
et al. 2006; Achana et al. 2010).  

Gender dynamics play an important role in the health of women and their 
families (WHO 2007; Ritcher and Morrell 2008). In sub-Saharan Africa, 
gender relations in family care have changed gradually due to migration, 
urbanization and globalization (Mzinga 2002; Silberschmidt 2004; Walker 
2005). In Tanzania, men now appear to engage more in the care and feeding 
of infants, which used to be solely a female issue within families (Omer-
Salim et al. 2007). More women have income generating jobs outside the 
home, requiring special arrangements or sharing of responsibilities for 
maintaining households and care of the children during the parents’ absence 
(Silberschmidt 2001; Obrist 2006; Omer-Salim et al. 2007). Simultaneously, 
the tendency is to neglect the potential of men in positively influencing the 
health of their families (Varga 2001; Sternberg and Hubley 2004). In urban 
contexts, the traditional support networks based on extended families are 
disappearing (Leshabari and Kaaya 2005; Obrist 2006) and the fathers may 
be the only available and reliable support for the mothers. Traditionally in 
Tanzania, support after childbirth is provided by both formal and informal 
systems including relatives, friends and traditional birth attendants (Lugina 
et al. 2001a). These traditional informal support networks may not be 
available in urban areas, as many young people have migrated from their 
regions of origin (Leshabari and Kaaya 2005; Obrist 2006). New parents’ 
lifestyle adjustments in the transition to parenthood are challenged by 
stressors such as poverty, unemployment, poor housing and sanitation, high 
congestion and, communicable diseases (Obrist 2006; UN-HABITAT 2009). 
There is reason to assume first-time parents in in-migrating, low-income, 
suburban populations in Tanzania face a multitude of challenges and apply a 
variety of strategies to promote family healthy during the time after 
childbirth.  
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Postpartum care  
Postpartum is a concept used in midwifery, nursing and medicine, and refers 
to the six weeks after childbirth and focuses on the mother: postnatal is often 
used when the newborns are the focus (WHO 2010a). Postpartum care is 
widely recognized as an important part in the continuum of care for 
improving maternal and child health after childbirth (WHO 1998; Warren et 
al. 2006; MoHSW 2008). Lack of defined postpartum care is acknowledged 
as an important gap in many sub-Saharan countries and contributes to the 
discontinuity between maternal and child health programs (Kerber et al. 
2007).  

Postpartum care is a strategy for providing support to the health of new 
mother and her family after childbirth (WHO 1998; Warren et al. 2006). The 
goal of postpartum care is prevention of ill health and early detection and 
management of health complications that may occur after childbirth. The 
encouragement of healthy behaviors and care of the mother and baby at 
community and family levels are basic components. Support for 
breastfeeding and health information regarding infant care and 
immunization, prevention of vertical transmission of diseases from the 
mother to the infant, contraceptives, maternal hygiene and nutrition are 
recommended ingredients of postpartum care (WHO 1998; Warren et al. 
2006).  

Strategies aimed at strengthening the linkages along the continuum of care in 
maternal, newborn, and child health (MNCH), connecting communities and 
health facilities are effective in increasing coverage and utilization of health 
services throughout the lifecycle (de Graft-Johnson et al. 2006). Warren and 
colleagues (2006) propose four different models for MNCH care in the 
African region and emphasize the need for a continuum of care. All four 
models have their challenges and implementation of any model has to be 
context specific. In the facility-based model, the new mother and child visit a 
nearby health facility. In the outreach programs, skilled health attendants 
visit and provide health care at home. In the family and community based 
model, community health workers take care of the mother and newborn at 
home, and refer complicated cases to facility. The last model is a 
combination of facility, outreach and community care, where a skilled, 
mixed team approach is employed to care for the mother and newborn 
(Warren et al. 2006). 



  17

The United Republic of Tanzania 
The United Republic of Tanzania, located in the eastern zone of the African 
continent, was found in 1964 through the union of two independent 
countries, Tanganyika and Zanzibar. Tanzania has a total area of 945 000 
square kilometers and borders the Indian Ocean to the east, Rwanda, 
Burundi, and the Democratic Republic of Congo to the west, Kenya and 
Uganda to the north, and Zambia, Mozambique, and Malawi to the south. 
The country is divided into 26 administrative regions.  

The 2002 population census estimated the population to be 34 million (NBS 
2003): the 2011 population is estimated at 42 million, with a growth rate of 
2%, and comprising over 130 ethnic groups (World Factbook 2011). Life 
expectancy at birth is 51 years. Women of reproductive age (15-49 years) 
constitute 24% of the total population(NBS 2003), and the Tanzanian 
fertility rate, estimated at 5.4 births per woman (TDHS 2010). Neonatal 
mortality rate is 26 per 1 000 live births and infant mortality rate is 51 per 1 
000 live births: maternal mortality ratio is 454 per 100 000 live births 
(TDHS 2010).  

Postpartum care in Tanzania  
Postpartum care receives less attention in Tanzania and many developing 
countries (Warren et al. 2006; MoHSW 2008). In Tanzania, postpartum care 
is part of the Reproductive and Child Health (RCH) programs at different 
levels of care in the health care system. The goals of postpartum care in 
Tanzania are well stipulated in several policy documents (MoH 2000; 
MoHSW 2008) and follow WHO recommendations (WHO 1998). The 
policy recommendation is three visits at 7, 28 and 42 days after delivery. 
However, there are no established guidelines for postpartum care, as there 
are for antenatal care (ANC), intrapartum and child health care.  

Women’s attendance on health care programs during the different phases of 
childbearing differs considerably, postpartum care for women being the least 
utilized service. The majority of pregnant women (94%) attend ANC at least 
once and 62% attend at least 4 times. However, only 47% of the deliveries 
take place in health care facilities, from where women are usually discharged 
within 24 hours after childbirth if they do not have any complications. Only 
13% of those who deliver at home receive postpartum check up within 48 
hours after delivery (TDHS 2005). However, mothers typically bring their 
infants to RCH clinics 4-6 weeks after delivery for routine check up, 
immunization and monitoring of children’s health. The immunization 
coverage of infants is comparably high (71%) of children aged 12-23 months 
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(TDHS 2005). However, at the RCH clinics there is less attention given to 
the women after childbirth. Contraceptive services are provided at RCH 
clinics but the coverage is low, only 20% of married women use modern 
contraceptives and 22% of married women are estimated to have unmet 
needs for family planning (TDHS 2005). However, more women in urban 
(46%) than rural (31%) areas are reported using contraceptives (TDHS 
2010). Therefore, women generally attend RCH clinics for contraceptive 
services and bring their children for checkups, but their own health needs 
during postpartum are not met and important opportunities for postpartum 
health promotion are missed. 
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Rationale for the thesis 

New parents experience physical, emotional and social challenges that can 
imply health risks during the postpartum period (Warren et al. 2006). 
Maternal and infant mortality and morbidity are still high in many low-
income countries despite being targeted in MDG 4 and 5 (UN 2009) and 
postpartum care is the weakest of the reproductive health programs in 
Tanzania (MoH 2000; MoHSW 2008). Mothers and newborns spend most of 
the postpartum period at home, regardless of the place of birth (Warren et al. 
2006) and this suggests many families rely solely on informal support in 
health matters after childbirth.  

The migration of young rural populations to urban areas is a growing 
phenomenon worldwide (UN-HABITAT 2009). Having left their extended 
families behind, young parents are likely to be disconnected from their 
relatives’ support (Leshabari and Kaaya 2005; Obrist 2006; Sen et al. 2010). 
However, health care facilities do not provide quality, holistic care and 
support after childbirth. Therefore, it is reasonable to assume first-time 
parents in low-income, suburban population in Tanzania face a multitude of 
challenges and apply a variety of strategies for promoting family healthy 
after childbirth. Knowledge about their experiences, concerns and 
perceptions of postpartum and the health risks involved is limited in 
Tanzania. Such knowledge is required by health care providers, health 
training institutions and policy makers to be able to design context specific 
and appropriate care guidelines and interventions at individual, family, 
community, and health facility levels. 
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Aim and objectives 

The overall aim of this thesis was to gain a deeper understanding of family 
health and support after childbirth and from the perspective of first-time 
parents and informal support persons in low-income, multi-ethnic, suburban 
areas in Ilala, Dar es Salaam, Tanzania. 

The objectives were to explore: 
 

1. Postpartum experience and health concerns of first time mothers 
(Paper I) and fathers (Paper II).  

 
2. Discourses on postpartum sexuality in relation to family health after 

childbirth (Paper III).  
 
3. Discourses on health related informal support to first-time parents 

after childbirth (Paper IV).  
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Conceptual framework 

Social constructionist approach 
This thesis uses a social constructionist approach (Burr 2003). In this 
approach the key assumptions are that realities are socially constructed and 
multiple and knowledge is historical and culturally specific and is sustained 
by social processes: knowledge and social action are related. Different social 
understandings of the world lead to different social actions and from this, 
follows a critical stance towards taken-for-granted ways of understanding the 
social world and that knowledge should not be treated as objective truth 
(Burr 2003). Individuals and groups contribute to the creation of reality in a 
particular context (Lincoln and Guba 1985). Thus, the social constructionist 
approach was chosen as a base for exploring peoples’ understanding of 
realities after childbirth, and how they reproduced and maintained these 
realities as acceptable systems for norms and practices in relation to their 
social context.  

Gender  
From a social constructionist approach, ‘men and women think and act in 
ways they do (…) because of concepts about femininity and masculinity that 
they adopt from their culture’ (Courtenay 2000, p. 5). As gender is a social 
construct, both men and women actively engage in constructing and 
reconstructing the norms of femininity and masculinity (Courtenay 2000). 
The use of a gender framework highlights the taken-for-granted gender 
norms and how these influence health and health-related behaviors among 
men and women. The main assumption in this thesis was that motherhood 
and fatherhood are gendered social constructs and do change. This further 
implied possibilities for health institutions and other interested stakeholders 
to positively reinforce the good norms and intervene to discourage those 
adversely affecting the health of the people.  



  22

Health promotion  
From a midwifery perspective Bowden (2006) argues that for any health 
promotional activity to be effective, it should consider the reality in which 
women and their families live. Health promotion, as described by Green and 
Tones (2010), advocates a comprehensive approach in analyzing factors 
influencing health and wellbeing rather than focusing on individuals. This 
concept recognizes the fundamental importance of environmental factors 
that are physical, psycho-social and socio-economic in character and the 
complex interactions between these factors and health related behaviors 
(Bowden 2006; Green and Tones 2010). With this approach, the primary 
focus is on creating supportive conditions for health and healthy behaviors in 
individuals and among communities. The awareness of factors such as 
people’s values, attitudes and behaviors and their influence on health is 
necessary for effective health promotional activities. An important aspect of 
the concept is the emphasis on empowering individuals and communities to 
enable them to take control of their lives and making health promoting 
choices (Bowden 2006; Green and Tones 2010). Furthermore, the 
importance of social capital and social support is recognized (Bowden 2006; 
Green and Tones 2010). Coleman, define social capital by its function and 
state that ‘it is not a single entity but a variety of entities, with two elements 
in common: they all consist of actors, whether personal or corporate actors 
within the structure’ (Coleman 1988, p. S98). Further, Coleman argues that, 
social capital makes it possible to achieve certain ends that would not be 
possible in its absence.  Social support as described by Bogossian (2007, p. 
170) is considered as ‘any emotional, informational, tangible and/or 
comparison social resource provided to and perceived as effective by the 
recipient’. Bogossian argues social support concepts may be utilized by 
midwives to assist mothers in exploring the potential social resources 
available for helping them to cope with challenges. The health promotion 
concepts were valuable in interpreting new parents’ and support people’s 
understanding of family health after childbirth and how these were 
influenced by the interactions within their social networks when receiving 
support. 
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Research methods 

Study area 
The study was undertaken in Ilala district, Dar es Salaam, the largest city in 
Tanzania. The 2002 census (NBS 2003) estimated Ilala’s population to be 
638 000, with an average household size of 4.3 people. As part of the city, 
the area is characterized by high population density, mushrooming squatter 
settlements, traffic congestion, high unemployment, poverty, poor sanitation, 
housing, and poor health (Obrist 2006; UN-HABITAT 2009). An estimated 
18% live under the poverty line, which is less than 1 USD per day (MoH 
2006). Most of Ilala’s inhabitants are migrants from other regions within 
Tanzania and represent multiple cultures from different ethnic groups (Obrist 
2006). Despite the ethnic groups having different languages, Swahili is the 
official language and spoken by almost all people in the country. 

According to the district health service information website (MoH 2006), in 
Ilala, the under-five mortality rate is 130 per 1 000 live births and infant 
mortality is 82 per 1 000 live births. Ilala has one district public hospital 
functioning as a referral centre, two public health centers providing partial 
second level services, and 14 dispensaries providing first level health 
services. However, there are private and faith-based health facilities that 
contribute significantly in the provision of RCH care in the district. 
Reproductive and child health services are affiliated at all levels with 
different ranges of services including ANC, intrapartum and postpartum care 
(mainly for complicated cases), prevention of mother to child transmission 
(PMTCT) of HIV, integrated management of childhood illnesses (IMCI), 
and contraceptive services.  
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Figure 1. Map of Dar es Salaam indicating Ilala district. 

Study design  
This thesis used qualitative methods to gain a deeper understanding of 
family health and support after childbirth. Qualitative research departs from 
the informants’ perspectives and the basic assumption is that realities are 
subjective, multiple, socially constructed and context bound (Dahlgren et al. 
2007). An emergent design (Dahlgren et al. 2007) was used where initial 
results governed subsequent data collection.  
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Table 1. Overview of the papers comprising the thesis, methods, and participants  

Paper Data 
collection 
methods

Data 
analysis 
methods

Participants Number of 
participants

Title of 
paper 

I 
 

Individual 
qualitative 
interviews 
 

Qualitative 
content 
analysis 
(Graneheim 
and 
Lundman 
2004) 

Mothers 10 Joy, struggle and 
support. 
Postpartum 
experiences of 
first-time 
mothers in a 
Tanzanian suburb 

II 
 

Fathers 10 Postpartum 
experiences of 
first-time fathers 
in a Tanzanian 
suburb. A 
qualitative 
interview study 

III 
 

Focus 
group 
discussions

Discourse 
analysis 
(Parker 
1992) 

Mothers
Fathers 
Female 
support 
Male 
support 

24
16 
 

21 
 

21 

Sexuality after 
childbirth and 
perceived family 
health risks. 
Focus group 
discussions in a 
Tanzanian suburb 

IV Informal support 
to first-time 
parents after 
childbirth in  
low-income 
suburbs of Dar es 
Salaam, Tanzania 

Data collection  
Individual interviews (Papers I and II) 
In Papers I and II, the main focus was on describing the first-time mothers’ 
and fathers’ experiences and health concerns during the postpartum period. 
The individual interviews were suitable for exploration of specific 
experiences, leading to new ideas from the informants’ own understanding, 
preferred wording and order of content (Dahlgren et al. 2007).  

Recruitment and participants 
Purposive sampling (Dahlgren et al. 2007) was used to select first-time 
parents with recent experience of postpartum. For both mothers and fathers, 
the inclusion criteria were willingness to participate, perceived themselves 
and their infants to be healthy, and living with their partner. The mothers 
(Paper I) were recruited at two public RCH clinics in Ilala when they 
brought their children for routine examination and vaccination between 4-10 
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weeks after delivery. The fathers (Paper II) were recruited through their 
partners who attended the RCH clinics within the same specified period as 
the mothers.  

The two RCH clinics involved were located at a health centre and at a 
dispensary. The midwives working at the clinics helped to consecutively 
identify new mothers as they came to the clinic. The researcher (CKM) 
accompanied the women who fulfilled the inclusion criteria and agreed to 
contact their partners to their homes to recruit the fathers fulfilling the 
criteria. Further visits or contacts via telephone were made to follow-up 
fathers who were not home and for booking appointments. However, some 
fathers who accompanied their partners to the clinic were approached in the 
clinic. Before the interviews, oral and written informed consent was obtained 
from the participants and confidentiality and freedom to withdraw at any 
point during the study was ensured. From the 14 mothers and 13 fathers 
approached, 10 mothers (Paper I) and 10 fathers (Paper II) were interviewed. 
The mothers were age 20-27 years and had 7-11 years of education. All 
women had attended ANC and delivered in health facilities. The age range 
of the fathers was 24-34 and years of schooling ranged from 7-15 years.  

Interviews 
Semi-structured individual qualitative interviews were conducted in 2006- 
2008 with first-time mothers (Paper I) and fathers (Paper II). The interviews 
were conducted in Swahili by the researcher (CKM), who is a native Swahili 
speaker. Interviews were audio-recorded and held in privacy at the clinics, 
participants’ homes or the interviewer’s office, depending on the choice of 
the participants. Field notes on emotional atmosphere and interaction during 
the interviews were taken and were taken into consideration when 
interpreting the transcripts. The interviews lasted between 45-90 minutes and 
began with a broad question “How would you describe your experience of 
being a mother/ father for the first time?” This was followed by probing 
questions to clarify and expand on what the participant was saying. A piloted 
interview guide was used to probe selected topics including mother and 
family support; childcare; breastfeeding and nutrition; sexuality, marital 
relationship and contraceptive; parenting; and, health system support.  

Focus group discussions (Papers III and IV) 
Sexuality and family health (Paper III) and health related informal support to 
first-time parents after childbirth (Paper IV) were explored through focus 
group discussions (FGD) (Dahlgren et al. 2007; Barbour 2008). These topics 
had emerged as central to postpartum first-time parents in the previous 
interviews (Papers I, II). The FGD were appropriate for accessing the way 
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first-time parents and informal support people in the same community talked 
about the topics. 

Recruitment and participants  
Purposive sampling approach (Dahlgren et al. 2007) was used to obtain 
participants for the FGD, which comprised of two sets of informants. The 
first set was the first-time mothers and fathers who cohabited with their 
partners and their infants of 6 months or less. The second set was adult 
women and men with experience of supporting first-time parents: these were 
grandmothers, grandfathers, aunts, parents, neighbors and friends.  

Local government authorities assisted in the identification of potential 
participants after being informed about the study aim and its procedures. To 
obtain subsequent participants, a snowball approach was used (Dahlgren et 
al. 2007): 82 participants, (45) women and (37) men were recruited with an 
age range of 18-90 years. Most participants had 2-11 years of education; 
however, 10 participants had not received any formal education. 
Characteristics of participants and the number of FGD for each category is 
given below (Table 2). 

Table 2. Participants and focus group discussions (Papers III, IV) 

Participants Age 
range 
(years) 

Average 
age 
(years) 

Number of 
participants

FGD  
conducted

FGD 
used 

Mothers 18-30 21 24 4 3 

Fathers 21-31 26 16 3 3 

Female support 38-70 54 21 4 4 

Male support 42-90 63 21 3 3 

TOTAL   82 14 13 

Group discussions 
Fourteen FGD, each with 4-8 participants, were conducted between August 
2009 and January 2010 by a group of researchers consisting of two nurses, 
one doctor and one social scientist. A female nurse researcher (CKM) 
conducted the FGD with women and a male doctor and researcher conducted 
the FGD with the men. A female social scientist took notes during the 
discussions in the female groups and a male nurse took notes in the male 
groups. The note takers recorded all events, including the sequence in which 
participants contributed during the discussions to enable identification of the 



  28

speakers during analysis. The FGD were held in local leaders’ offices or 
under trees, ensuring the discussions were not overheard by people in the 
neighborhood. Homogeneity within the groups was maintained to maximize 
interaction among group members (Barbour 2008) and first-time parents and 
support people were allocated into different female and male groups. The 
discussions were conducted in Swahili and audio recorded. Hypothetical 
scenarios (Barbour 2008) were constructed to present the focus of the study 
to the participants and stimulate discussion. The scenarios were piloted and 
based on the results from individual interviews with parents on postpartum 
experiences and concerns (Papers I, II). At the beginning of each FGD, the 
moderators read the scenarios aloud. This was followed by probing questions 
on the group’s perceptions of the situation i.e. what would have been their 
reactions to the situation, the reasons for their reaction, what could be done 
to support the family, and why and how the actions affected the health of the 
family. Initially, two hypothetical scenarios were used to stimulate and focus 
the discussions. However, these were later shortened and merged into one 
scenario (Box 1) because they interrupted the flow of the discussions. 

 

 

 

 

 

Qualitative content analysis (Papers I and II) 
 

 
 

  

Box 1. The scenario presented at the beginning of each FGD 
Neema is a young Chagga [ethnic origin] woman who is self-employed 
with a small hair salon in Buguruni. She is married to Peter and they 
were blessed with their first baby four months ago. Neema’s husband, the 
young father Peter, is Hehe [ethnic origin] and a self-employed 
shopkeeper. He is very excited about their baby and feels guilty for not 
spending enough time with his new baby and partner. However, he 
cannot manage as his family depends on his daily earnings from his small 
shop.  

As this was their first baby, they were not sure on how to take care of 
the cord and how Neema’s hygiene and nutritional status should be 
maintained. Neema was also worried because she had vaginal discharge a 
few days after delivery. Neema’s mother-in-law was applying hot water 
compressions but Neema complained that it was very hot and 
uncomfortable.  

Neema is breastfeeding exclusively, as advised by the midwives. 
However, the baby has been crying, especially at night. They do not sleep 
much and feel stressed. Neema and Peter suspect that the baby is not 
getting enough breast milk and they are wondering whether they should 
start her with light porridge. 

Peter wants them to resume sex, but Neema maintains they should 
abstain until the child has stopped breastfeeding i.e. one to two years. 
They had a big argument where Peter slapped her because she refused 
him sex. Neema worries that Peter might not abstain and hence become 
unfaithful. 
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Data analysis 
As the research team was composed of both Swahili and non-Swahili 
speaking researchers, the first step after data collection was to ensure the 
transcripts were transcribed verbatim and translated to English for everyone 
to be able to participate in the analysis process. The translated transcript 
were read and compared against the original text and against the audio 
recording to ensure coherence in content. No major discrepancies were 
found and minor mistakes were corrected. However, to maintain validity, the 
original transcripts were regularly consulted to ensure the interpretations 
were grounded in the data. In many transcripts, both the Swahili and English 
texts were kept together for easy crosschecking. 

Qualitative content analysis (Papers I and II) 
A qualitative content analysis approach (Graneheim and Lundman 2004) 
guided the analysis of Papers I and II. This method was chosen as the 
concrete analytical framework is easily followed. Furthermore, the method 
was appropriate for allowing the description of the new parents’ experiences 
and deriving codes and categories directly from the data (Hsieh and Shannon 
2005). The analysis focused on the new parents’ experiences in relation to 
family support, childcare, breastfeeding and nutrition, sexuality, marital 
relationships and contraception, parenting, and health care support. The 
transcripts were read several times to obtain a general understanding of the 
data. Thereafter, paragraphs or pieces of text referring to specific 
experiences were identified and formed into meaning units. These were 
further condensed to codes that were grouped into subcategories and 
categories according to the similarities and differences (Graneheim and 
Lundman 2004).  

Discourse analysis (Papers III and IV) 
According to Jorgensen and Phillips (2002, p. 1), a discourse is ‘a particular 
way of talking about or understanding the world or particular aspect of the 
world.’ The way people talk does not neutrally represent their reality, 
identities, and social relations, but actively plays a role in creating and 
changing them. Discourse analysis is a systematic analysis of the different 
ways of talking about reality, and how the language used reproduces and 
transforms the social world. There are many approaches to discourses 
analysis (Jorgensen and Phillips 2002). However, the approach proposed by 
Parker (1992) inspired the analysis in the present thesis. Initially, all 
transcripts were read to obtain a general understanding of the text and then 
statements related to sexuality (Paper III) and informal support (Paper IV) 
were identified. The different connotations from those statements were 
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explored. The analysis identified the discourses being employed, which 
people were being referred in the text, and the different subject positioning.  

Ethical issues 
Ethical approval was granted by the Senate Research and Publication 
committee of Muhimbili University of Health and Allied Sciences 
(MUHAS), Dar es Salaam, Tanzania. Permission to conduct the study in 
Ilala was granted by the office of the Municipal Director, Ilala Municipality, 
Dar es Salaam. Additional consultative review was conducted by the 
regional ethical review board of Uppsala University, Uppsala, Sweden. 
Individual written (Papers I, II) and verbal consents (Papers I, II, III, IV) 
were obtained after informing the participants about the aim and procedures 
for the specific studies. Participants were reassured of confidentiality and 
given freedom to decline to answer questions they did not want to or 
withdraw at any point during the study process. Participants in the FGD 
(Papers III, IV) were further cautioned about only revealing issues they were 
comfortable sharing with others, as confidentiality among participants could 
not be guaranteed.  
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Findings  

The main findings across the four papers presented in this thesis highlighted 
new parents’ struggle to promote family health in the context of mixed 
messages, economic constraints, cultural and gendered social norms on 
health that sometimes hampered their efforts. The main support to first-time 
parents after childbirth came from informal support networks. However, the 
support received from both informal and formal sources in relation to family 
health was perceived as insufficient.  

Postpartum health concerns  
Acquiring motherhood and fatherhood were strongly experienced as joyful 
and expressed with a sense of pride for achieving a respectful status in the 
community. Nevertheless, both new mothers (Paper I) and fathers (Paper II) 
expressed concerns over several issues, especially related to both maternal 
and child care after childbirth. A lack of information on basic aspects of care 
for the mother and infant were highlighted. Areas of shared concern included 
issues relating to newborn care and hygiene, infant feeding, handling a 
crying infant, and maternal nutrition and hygiene after childbirth. As one 
father expressed ‘I would have liked more advice on how to care for a 
newborn baby. To be told what to do at every stage of development. We are 
not informed (...). That is why the baby is affected. We need more advice’. 
There were increased household chores especially for the mothers, but 
couples also shared the responsibilities. This responsibility sharing was not 
reflected in the discourses (Papers III, IV). In the FGD, specific stereotypic 
gender role divisions were predominant. The fathers were mainly portrayed 
as financial providers and the mothers as family caretakers. Concerns over 
resuming sex during the breastfeeding period and distrust of modern 
contraceptives were expressed (Papers I, II, III).  

However, there were specific health concerns for both the mothers and the 
fathers. The mothers (Paper I) mainly experienced uncertainty over 
breastfeeding, how to provide care for the newborn or infant including 
bathing, cord care and feeding, and expressed a need for practical guidance. 
The mothers were more involved with childcare issues: this was also 
expressed in the discourses, where mothers were mainly described as family 
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caregivers (Paper IV) and responsible for child health protection (Paper III). 
Furthermore, the mothers were concerned about uncertainties relating to 
their own body changes such as vaginal flow, resumption of normal menses 
and personal hygiene after childbirth. As one mother described: ‘I thought 
after delivery the bleeding will end right away (...). But when I went home, I 
was wondering why bleeding is still going on (...). I thought bleeding was 
just for that one day, but after three days I decided to ask whether I was sick 
or not’. Some women were not happy about traditional practices such as hot 
water compressions around the body, including the perineum, and although 
they were appreciated, they felt the exercise was painful. 

The fathers (Paper II) felt neglected and excluded when they were temporary 
separated from their infants and partners after childbirth. They often 
experienced this period as lonely, as one of the fathers expressed: ‘To be 
honest, it hurts me, it hurts me a lot. I am deeply sad in my heart regarding 
that issue [living separate]. I am used to staying with her’. The fathers 
expressed a need to be part of the maternal and child health care, including 
attending RCH clinics and infant feeding, as a way of showing love for their 
babies. The feeling of neglect was described as being both within families 
and within the health care system. Within families, the couples were 
sometimes temporarily separated (Papers I, II, III, IV), as the mother would 
move to stay with parents or other extended family members to receive care 
and support. In the health care system, the fathers felt unwelcome in both the 
RCH clinics and the delivery and postpartum wards, where instructions on 
how to take care of the mothers and their newborns were given to female 
support people and they were made to wait outside. The new fathers 
complained about increased social responsibilities for providing family 
support in terms of finances, maternal and baby care, and continue working 
at the same time.  

Uncertainties about sexuality 
Feelings of uncertainty regarding sexuality after childbirth were described by 
both the first-time mothers (Paper I) and fathers (Paper II). In both studies, 
the uncertainties were mainly about the timing of sexual intercourse 
resumption in relation to breastfeeding and the use of modern contraceptives. 
The new parents expressed worries about resuming sexual intercourse during 
the breastfeeding period, as this was believed to affect child health and lead 
to poor development and ill health: known as kubemenda in informal 
Swahili. As a result, the new parents expressed intention to abstain from 
sexual intercourse, as voiced by one of the mothers: ‘We do not have sex (…) 
until the baby has grown up (…) about three to four years’. Within the 
kubemenda phenomenon, different mechanisms related to sexuality were 
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believed to affect child health (Paper III). To avoid kubemenda and promote 
child health, the social norms prescribed sexual abstinence for the couples 
until the child has stopped breastfeeding or attained the required 
developmental milestones (Papers I, II, III). Sometimes, there were cultural 
mechanisms that ensured abstinence including temporary separation of the 
couple by the informal support network (Papers I, II, III, IV).  

However, the different social expectations on sexual abstinence in relation to 
gender meant women were mainly in submissive positions to men (Paper 
III). Women were expected socially to strictly adhere to the abstinence norm 
to ensure child health protection, family integrity and avoid social shame and 
stigma (Paper III). A male participant in a FGD illustrated this: ‘The strict 
person there, who nurtures, is the mother (...) The father does not raise the 
child, man! How can he? The father does it [raise the child] from the outside 
[by having extramarital affairs] if he wants his child to be with him 
[survive]’. Women who chose to fulfill their sexual urge were considered 
abnormal and irresponsible mothers and wives (Paper III). However, men’s 
engagement with other sexual partners during this period was more 
acceptable (Paper III). There was a concern that multiple sexual partners 
would result in contracting HIV or other sexually transmitted infections 
(STI) (Papers I, II, III), a feared threat to family health after childbirth. 
Conversely, some women who wanted to adhere to the abstinence norm 
were punished by their men through battering or the withdrawal of financial 
support (Paper III), as described by one participant: ‘When you go to bed, 
you might be arguing and there will be no peace. You might ask for money 
and he tells you ‘I do not have’ while you see it [money] and he might not 
give you’. 

The cultural discourses on sexuality, abstinence, and timing of resumption of 
sex after childbirth were sometimes contradicted by the prevailing medical 
discourses. Access to alternative health promotion messages and modern 
contraceptives provided alternatives for the new parents. However, these 
conflicting discourses created uncertainty on what was worth trusting.  

Tension within and between support systems  
During postpartum, families drew on support from both the informal and 
formal social support networks, and both sources were appreciated (Papers I, 
II, III, IV). The informal networks played a major role in providing support 
to first-time parents after childbirth. The informal support people were 
generally female and helped with household work while providing 
information, materials, guidance and supervision on issues related to 
maternal, child and family health promotion (Papers I, II, IV). As one father 
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expressed: ‘We have one old woman whom we can say that she has been a 
potential help for us in relation to her directions, when my wife was 
pregnant till when she delivered. We can regard her as an expert who has a 
specialty although she has never gone to school’. Furthermore, the informal 
supporters were portrayed as gatekeepers towards other support sources, 
such as health facilities, police, government and religious leaders, and 
regulated who was to be involved in family health matters, and generally had 
the final say (Paper IV). The new parents consulted or received health 
messages from the health care system on matters related to breastfeeding and 
child health, contraception, timing of sex resumption and HIV (Papers I, II, 
III, IV). Yet, despite mothers (Paper I) and fathers (Paper II) appreciation of 
health care services, they both expressed dissatisfaction with some aspects of 
care. The reasons for the dissatisfaction were mainly related to health 
workers demands for unofficial payments, provision of unclear messages, 
disrespect to clients, and not involving fathers in RCH care. However, the 
messages provided to the new parents from the two support systems were in 
many instances contradictory, and created tensions, worries and dilemmas 
that complicated their decision-making process on matters important to 
family health (Papers I, II, III, IV). This was illustrated by the following 
quote: ‘I always get confused because I love my baby. And so, when I am 
facing a problem, I get into a dilemma as to where to start with, hospital or 
to my elders. It is because our elders are the ones who raised us and so they 
know everything that is to be done to a baby suffering from fever’. Even so, 
the proximity and authoritative social positions in the families mostly 
favored the utilization of cultural and other discourses articulated by the 
informal supporters.  
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Discussion, conclusion and recommendations  

Discussion of findings 
The thesis highlighted the health concerns facing first-time parents and their 
social support in the period after childbirth. The findings suggested new 
parents needed guidance to be able to undertake their new roles of 
parenthood. Socio-cultural and gender norms subjectively shaped how the 
mothers and fathers experienced this period. Empowering and harmonizing 
the different available support networks could help reduce tension, and 
encourage family practices that promote health after childbirth.  

Need for guidance 
In the period after childbirth, new families experienced various health 
concerns. Maternal and child health were central for the mothers, fathers, 
and informal supporters, and efforts were made to ensure health promotion 
after childbirth (Papers I, II, III, IV). The postpartum period was commonly 
described as accompanied by rituals and practices believed to provide 
protection and promote health for the mother and baby, especially in the first 
days and weeks (Kaewsarn et al. 2003; Iliyasu et al. 2006). Commonly 
reported practices included hot baths, physical confinement, sexual 
abstinence, maternal resting and provision of a special diet, which were 
confirmed by the findings (Papers I, II). However, some unsafe practices are 
reported that may be associated with negative outcomes for the mother and 
the baby. Early supplementary feeding for the infants was described, as in 
previous studies in Tanzania (Omer-Salim et al. 2007; Mrisho et al. 2008). 
Furthermore, previous findings in Tanzania report traditional practices of 
discarding colostrums, which are important for child immunity is described, 
and applying cow dung or ash to the cord stump and cold baths for the 
newborn (Mrisho et al. 2008). However, health educational interventions 
providing additional counseling suggest women may give up some unhealthy 
traditional postpartum practices (Liu et al. 2009). Unsafe traditional practices 
need to be discouraged while upholding the beneficial practices, such as 
maternal resting and provision of nutritious food after childbirth. Further 
research on the prevalence of context specific practices is needed, as 
Tanzania is home to more than 130 ethnic groups, which may have different 
cultural practices during the postpartum period.  
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The new parents in these studies expressed concerns related to childcare, 
such as cord care and hygiene, bathing, crying, and infant feeding (Papers I 
and II): similar concerns are previously identified in a quantitative study 
among primiparas women in Tanzania (Lugina et al. 2001a). The explorative 
qualitative studies in this thesis provided some more explanation. The main 
problem appeared to be lack of information and knowledge on how the child 
was supposed to be handled. For the mother, this information was important 
as she was expected to take care of the baby. As in previous studies (Graffy 
and Taylor 2005; Barona-Vilar et al. 2009), the mothers wanted practical 
guidance on how to clean the cord stump, bathe the baby, breastfeeding, and 
when to start supplementing the child with other foods (Paper I). In the study 
context, there were no formal arrangements for postpartum care follow-up 
for the women who delivered without complications. Although it could be 
assumed health education provided during the ANC visits helped prepare the 
women for undertaking the mothering role after childbirth, the findings 
revealed information only is insufficient, as mothers needed practical 
guidance to feel sure of what they are doing. This could partly explain why 
the informal support was highly valued, as it provided practical and 
immediate solutions that meet the needs of the new parents. The 
conventional model of health education in health care has been criticized for 
failure to recognize other factors (Green and Tones 2010) such as traditional 
norms and lack of skills that may influence individual health behavior.  
There is a need for postpartum care intervention for addressing these aspects 
in order to meet the specific needs of new parents. 

Furthermore, the concern over infant crying is particularly important in the 
study context, as it is associated with early supplementary feeding (Omer-
Salim et al. 2007). Perceptions that the mothers had insufficient breast milk 
were another reason for early supplementation, and this is supported by other 
studies in Tanzania (Omer-Salim et al. 2007; Mrisho et al. 2008). Early 
supplementation, especially in low income countries, is associated with 
increased risk of diarrhea and other infections (WHO 2000). To maximize 
the benefits for the child, the WHO recommends exclusive breastfeeding for 
the first six months (WHO 2003). However, the national median duration for 
exclusive breastfeeding in Tanzania is only 1.8 months (TDHS 2005). The 
provision of extra professional support is effective for prolonging the 
duration of breastfeeding and lay support is effective in prolonging exclusive 
breastfeeding (Sikorski et al. 2003; Britton et al. 2007). Furthermore, 
postpartum anxiety is associated with reduced breastfeeding confidence and 
lactation performance (Britton 2007). Health workers need to be aware of 
this perceived link between infant crying and insufficient breast milk (which 
may not always be true) resulting into early supplementation. Counseling 
parents on infant behavior, mechanisms and benefits of breastfeeding would 
help reduce parent’s anxiety over infant crying. 
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Uncertainty about their own body was another concern for mothers (Paper I). 
The mothers had many questions and were unaware of what to expect in 
relation to their menses and hygiene after childbirth, which corroborated 
previous findings in Tanzania (Lugina et al. 2001a). Reported practices such 
as perineal massage may expose the mothers to infections, as here is a higher 
risk of infection during this period (WHO 1998). Though commonly 
reported (Kaewsarn et al. 2003; Iliyasu et al. 2006), some mothers 
experienced the hot water baths as painful and unpleasant because the used 
water was too hot. Although the exercise itself may not have a direct health 
risk, it may cause distress for the mothers who experienced it as unpleasant. 
Conversely, not receiving hot water baths may become a source of worry, as 
there was a strong belief this helps speed up the healing process after 
delivery. These findings have important implications for educational 
programs in postpartum care. Raising awareness of body physiological 
changes and hygiene for both the mothers and the community would clarify 
uncertainties and promote healthy practices after childbirth.  
 
Similar to some Western fathers’ experiences (Goodman 2005; Christie et al. 
2008), the postpartum period was full of uncertainties, as they were not sure 
of what was expected of them in relation to care of the mother and baby 
(Paper II). However, the fathers were clear of their role as family providers 
for ensuring good quality and quantity of food for the mothers. This 
concurred with WHO (1998) recommendations that the mothers’ dietary 
intake be increased to compensate for the energy consumption during 
lactation. For some fathers, poor economic conditions challenged their 
ability to meet dietary and other family financial requirements. The food 
restriction norms, also reported in other studies (Kaewsarn et al. 2003; 
Iliyasu et al. 2006), required fathers to buy expensive food such as meat and 
fish, despite availability of other low cost options. However, this was 
contrary to WHO (1998) recommendations of discouraging dietary 
restrictions. First-time parents and their families need to be made aware of 
the food choices available in a particular context to avoid unnecessary 
expenditures, especially in low-income situations.  
 
The fathers (Paper II) wanted more involvement in issues related to child 
and maternal care. However, the trend in most RCH interventions is to focus 
on women’s health and neglect the men’s needs (Sternberg and Hubley 
2004; Ritcher and Morrell 2008). A father’s need for early interactions with 
their newborn and partner (Barclay and Lupton 1999) is associated with 
better child development (Ritcher and Morrell 2008). The fathers in these 
studies felt excluded not only in health facilities but also at home, which 
demonstrated well-intended support was not perceived helpful by the 
recipient. Due to limited time, fathers found it challenging to combine 
household work and childcare at home with employment outside the home: 
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this concurred with findings in Western settings (Gjerdingen and Center 
2003; Christie et al. 2008). These findings were important in terms of how 
fathers could be best involved in the postpartum and RCH programs and 
family support, and implied postpartum care interventions need to consider 
the specific needs of new parents that may differ from the social 
expectations of the fathers and the mothers in a particular context. For 
promoting health, a holistic approach focusing on both the woman and her 
family would enhance health workers in the consideration of the specific 
needs of each family member. Labor policies advocate the provision of paid 
paternity leave (ILO 2009) that would allow fathers the opportunity to be 
involved and provide support to their families in the period after childbirth. 
However, paternity leave policy is not yet implemented in Tanzania (WABA 
2008). Yet, mainstreaming this policy will increase the pressure on the 
already overstretched economy and may not benefit the majority who might 
be unemployed or employed in the informal sector in low-income countries.  

The parents’ uncertainty on the timing of sexual intercourse resumption and 
modern contraceptives use (Papers I, II, III) were based on conflicting 
messages, some of which may have roots in traditional practices (Ntukula 
2004; Mabilia 2005). However, some health workers were described 
encouraging prolonged sexual abstinence and had negative attitudes towards 
the use of modern contraceptives (Paper III). One explanation could be 
health workers are not well prepared in the field of sexuality after childbirth. 
Furthermore, in most African countries, sexuality is acknowledged as a 
taboo and treated with secrecy (Tamale 2003) and could explain why health 
workers are reluctant to discuss sex related issues after childbirth. Negative 
attitudes may be part of personal beliefs as health workers are part of other 
discourses besides medical discourses. Nevertheless, midwives and other 
health care professions are in a good position for providing health promoting 
messages, if provided with expert knowledge, skills and guidelines on 
sexuality after childbirth. Thus, special emphasis should be on health 
workers to acknowledge and be able to separate their own preconceived 
ideas from their professionalism. The best means of creating awareness is 
through informing people and letting them decide what is best for them. The 
need for creating a forum for discussion between health workers and first-
time parents about sex related issues after childbirth cannot be underscored.  

Gender relations 
Several gender aspects were highlighted in the findings presented in this 
thesis ranging from general aspects of postpartum care practices to relational 
dynamics between couples. The fathers (Paper II) experiences of being 
neglected by both the families and the health care system consolidated the 
gender role divisions. The fathers’ willingness to participate in RCH care at 
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the clinics was not met, as it only attended women. Furthermore, the 
temporary separation of the couple immediately after childbirth created 
distance between the father and his partner and newborn, and this 
emotionally affected the fathers (Paper II). This was contrary to the popular 
masculinity norms, where men are supposed to be strong and emotionless 
(Emslie et al. 2006). Although the informal support paid more attention to 
the mother and baby as a unit, health care after childbirth focused on just the 
infant: both forgot the father. Fathers’ involvement in RCH is important for 
both family health (WHO 2007) and as a fulfillment of the fathers’ own 
rights to reproductive health services, including information. More 
importantly, engaging men in health programs has positive effects on 
women’s and children’s health (WHO 2007; Ritcher and Morrell 2008). The 
involvement of men in antenatal health educational classes increases 
women’s utilization of postpartum care services (Mullany et al. 2007). Men 
are further considered to hold economic and decision-making power that 
may affect the health of women and children (WHO 2007; Pembe et al. 
2008). Therefore, it is important to integrate men in all aspects of maternity 
care for increasing their knowledge and participation in family health 
promotion after childbirth. Furthermore, the use of mass media campaigns to 
reach large populations with health messages has lead to positive changes in 
health-related behaviors (Vidanapathirana et al. 2005; Wakefield et al. 
2010). Same approaches could be used to reach more men in communities to 
enhance their participation towards promoting family health after childbirth. 
The health messages should focus on discouraging the perceptions that RCH 
clinics are there only to provide services for women. 

Individually, mothers (Paper I) and fathers (Paper II) challenged the 
traditional gender role divisions where the fathers helped with household 
chores; however, the prevalent discourses (Papers III, IV) maintained these 
traditional gender role divisions. These contradictory findings could reflect 
socio-cultural and economic changes, especially in the urban context, where 
family systems and exposure to mass media may influence people’s 
perceptions and lifestyle. Nevertheless, the phenomenon of urban young men 
contributing to household work is reported (Morrell 2001). However, the 
contradictions in the findings could also be due to the different methods 
used, i.e. individual interviews (Papers I, II) and FGD (Papers III, IV). In a 
group discussion, the expression of views was likely to adhere to socially 
acceptable norms of masculinity, as opposed to individual viewpoints. In 
individual interviews, a perceived desirable response could have been given, 
as the interviewer was a health worker, and some interviews were held at 
health facilities. However, the congruent findings in Papers I and II implied 
some validity, although this could reflect selection bias, with more engaged 
fathers agreeing to participate in the study as they were recruited through the 
mothers. Due to socio-economic challenges, women may be forced to work 
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at home or outside home to support their families (Mzinga 2002) and this 
was also described in the findings (Papers I, II, IV). In situations where 
families do not have access to informal support, mothers are likely to take 
more household responsibilities even during the early vulnerable times 
(Gjerdingen and Center 2004) after childbirth, as was described in the 
discourses on informal support (Paper IV). Therefore, the fathers could be 
the only available source of support in this kind of situation. Additionally, 
the fathers’ masculinity ideals were challenged when they failed to meet 
social expectations as financial providers (Papers II, IV). This phenomenon 
is described in East African cities, including Dar es Salaam, where men with 
poor economic power resort to extramarital sexual relations just to prove 
their masculinity or manhood (Silberschmidt 2004). The recognition of 
multiple masculinities (Ouzgane and Morrell 2005) by men and communities 
may help to reduce the pressure of fulfilling the requirements of a socially 
idealized ‘perfect’ man. Nevertheless, social expectations and other socio-
economic challenges places young families under extreme pressure and 
might affect their health. However, these young parents appeared to be open 
for change and this openness could be used for dialogue on gender relations 
that promote family health after childbirth. Health workers are in good 
position to take this role. 

The discourses on sexuality after childbirth were another vehicle in 
maintaining traditional gender ideals (Paper III). Family health and integrity, 
and especially child health protection, was a woman’s responsibility directly 
linked to sexual abstinence. The abstinence norm affected both men and 
women as individuals and as a couple. However, the idea that women have 
less, or should be able to contain their sexual urge were prevalent in the 
discourses and conformed to the dominant ideals in sexuality literature 
(Diallo 2004; Haram 2004). However, men who were portrayed as ‘weak’ in 
relation to controlling sexual desire were inherently accorded the freedom to 
have extramarital sexual relations. These gender ideals not only encouraged 
and perpetuated unsafe behavior, but also served to maintain the status quo 
of women’s submissiveness. The women’s social positions and economic 
dependence contributed to their submissiveness in relation to sexuality and 
general family health matters (Papers III, IV). There is a need to challenge 
the negative constructions of sexuality discourses in the community and 
particularly among people in reproductive age in order to be able to consider 
the sexual agency of women in sexual relationships. Economic 
empowerment of women would be another step towards enhancing women’s 
decision-making power and taking control of their own reproductive health 
matters.  
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Empowering and linking informal and formal support 
Informal support was present and highly influential for first-time parents’ 
experiences and perceptions of the postpartum period (Papers I, II, III, IV) 
and corroborated previous findings in Tanzania (Omer-Salim et al. 2007) 
and elsewhere (McInnes and Chambers 2008). However, these findings 
contradicted the ideas about urbanization and that migration leads to social 
disruption (Leshabari and Kaaya 2005; Sen et al. 2010). Although migration 
might lead to social disruption, the findings demonstrated an alternative 
dimension where in the absence of close and extended family members, 
young parents reconstructed their social support networks through neighbors, 
friends and even hired people. The new parents’ utilization of informal 
networks for acquiring the support needed and exhibiting trust was within 
the concept of social capital (Campbell 2001) and important for effective 
health promotion (Green and Tones 2010). Nevertheless, social capital is 
associated with both positive and negative health effects (Campbell and 
Mzaidume 2001). An ethnographic study conducted in Tanzania, Nigeria 
and Uganda attributed the unexpected high antiretroviral therapy (ART) 
adherence in HIV patients to high social capital among the communities 
studied (Ware et al. 2009). High social capital may have negative effects, 
where adherence to social cultural norms may lead to unsafe practices and 
behaviors (Campbell and Mzaidume 2001). Trust, an important component 
of social capital (Campbell and Mzaidume 2001), played a great role in the 
manner in which new parents made decisions when confronted with 
conflicting messages. More importantly, the reciprocity norms (Campbell 
and Mzaidume 2001) forced the new parents to adhere to social norms in 
order to warrant support for future needs. Informal support provided not only 
information, guidance and supervision, but also economic support, which is 
important in poverty circumstances. The need to adhere to social norms may 
be even more important for poor families with greater socio-economic 
dependence. Therefore, these findings draw attention to the potential impact 
of informal networks on health behaviors and practices within communities. 
Community interventions on maternal and child health have been conducted 
in Nepal (Manandhar et al. 2004) and Bangladesh (Baqui et al. 2008) with 
promising results. An investment in these potentials, such as raising 
awareness through mass media campaigns and involving communities in 
RCH and particularly maternity care would help promote health where 
young families would receive evidence-based and consistent messages. 

In addition, support was also drawn from the health care system (Papers I, II, 
III, IV). Despite first-time parents’ profound reliance on informal support, 
the informal support also regulated the type of other support that promoted 
family health and displayed trust in the health care system (Paper IV). Health 
interventions could capitalize on this potential mediating role through 
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targeting informal networks within communities for improving the 
utilization of RCH care services, especially during the postpartum period. 
Creating good links between communities and health care facilities is an 
important step towards ensuring continuity of maternal, newborn and child 
health care promotion (Kerber et al. 2007; WHO 2010b).  

There were concerns about insufficient support and a wish for more active 
involvement by the health care system during the postpartum period (Papers 
I, II, III, IV). As there were uncertainties about the expectations of first-time 
parents, any contradicting messages necessitated turning to the health care 
system for providing guidance and clarify confusion. However, there is no 
emphasis on follow-up care for women after childbirth in Tanzania 
(MoHSW 2008), even though a majority of children are taken to health 
facilities to receive immunization at least three times between birth and 
twelve weeks (TDHS 2005). Furthermore, midwives in Tanzania report lack 
of guidelines and supervision for becoming good support sources for 
postpartum care (Lugina et al. 2001b). The provision of quality care after 
childbirth creates long lasting healthy lifestyles in families (Kerber et al. 
2007). Therefore, there are missed opportunities for utilizing the potential of 
postpartum care to contributing to the promotion of maternal, child and 
family health.  

Methodological considerations 
Different proponents of qualitative research have established criteria for 
evaluating trustworthiness such as credibility, transferability, dependability 
and confirmability (Lincoln and Guba 1985; Graneheim and Lundman 2004; 
Dahlgren et al. 2007). 

In this study, credibility, that is, how well the data addresses the intended 
focus was covered in several ways. The use of purposive sampling method 
enabled selection of informants who fulfilled criteria for participation and 
increased the credibility of the information produced. The systematic and 
detailed analysis of the transcripts and the involvement of more than one 
researcher in the process enhanced credibility by ensuring the interpretations 
were grounded in data. Further, the peer review of data by co-authors and in 
presentations of preliminary findings to colleagues allowed critique from an 
outsiders’ perspective, especially alternative interpretations.  

Transferability relates to how applicable findings are to other settings or 
contexts. The detailed descriptions of the study context, selection criteria, 
and the data collection and analysis process were complemented by quotes to 
allow readers to judge the transferability of the findings.  
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Dependability refers to possible change over time in data collection and 
analysis, and the ability of the researcher to account for the changes. In both 
individual interviews and FGD, the use of an interview guide and a scenario 
ensured consistency in terms of the research question and provided openness 
to new insights through open-ended questions. The insights gained were 
considered in subsequent data collection and the analysis process. Through 
this process, the two original FGD scenarios were combined into one after 
observing the reading of the second scenario interrupted the flow and 
momentum of the discussions. Further, the open dialogue among researchers 
ensured any decisions made during the research process were reliable.  

Confirmability refers to how much the findings represent or are grounded in 
data. The use of Swahili in data collection ensured participants could freely 
express themselves and comfortably interact with the researchers in 
representing their social reality: this is reflected in the quotes presented with 
the findings. As nurses or midwives and obstetricians, the researchers had 
extensive expert knowledge on postpartum care in Tanzania or other low-
income countries and in Sweden. However, multiple investigators fostered 
diversity on understanding and interpretation of data and required a deeper 
reflection on our own preconceptions, beliefs and values. A combination of 
both Swedish and Tanzanian researchers strengthened the study through 
constructive discussions when an outsiders’ perspective met the insiders’ 
deeper understanding of the context. 

The use of different qualitative methods increased credibility of the study by 
providing a better understanding of the results. The use of discourse as an 
analytical framework (Papers III, IV) provided insight to the basis for the 
mothers and fathers experiences described in Papers I and II. The discourses 
were consistent with described sexual abstinence norms and informal 
support experiences of the new parents. However, there were differences 
between the images of the fathers in the discourses and the descriptions in 
individual interviews. The gender framework provided an explanation for 
these differences and the subjective positioning between men and women. 
Even so, the differences and possible bias resulting from the methods of data 
collection have been considered. The use of the health promotion framework 
provided a comprehensive understanding and explanation of the complex 
connections among the different factors and their influence on how new 
parents experienced the period after childbirth.  

Qualitative research requires the researcher to acknowledge and reflect on 
own pre-understanding that might have influenced the choice of the research 
question, data collection and interpretation (Dahlgren et al. 2007). Being a 
graduate nurse, I had prior knowledge on postpartum care from the nursing 
and medical perspectives and always had interest in maternal and child 
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health matters. Being a mother of two children, I had myself experienced 
first-time motherhood ten years ago, and could in some aspects recognize 
myself in the participants’ expressions. As a married woman and mother, I 
am also engaged in different social and gender relations, and have own ideas 
on how things should be. Though I had background connections in the study 
context, I see my personal background as an advantage to the research 
process. My professional background helped in the conceptualization of the 
project. However, being a junior researcher, I had a lot more to learn and this 
required an open mind throughout the research process. The ethnic diversity 
of the participants presented new perspectives which elicited great curiosity 
to better understand them. The whole process has equipped me with a third 
eye, an eye that can see things that have been there, some I have lived as a 
person, but now I can see them in a different perspective. 

Conclusion and recommendations 
This thesis highlighted postpartum experiences and health concerns of first-
time parents’ and how these were influenced by broader contextual factors 
including cultural norms, gender dynamics and economic conditions, and 
contradicting messages from informal and formal support sources. The role 
of informal support networks was elucidated especially in the study context 
where formal health care support systems after childbirth are inadequately 
developed. 

The knowledge deficiencies existing among first-time parents suggested the 
need for health interventions for reaching new mothers and informal support 
networks during the postpartum period. Provision of evidence-based health 
promotional messages on infant and maternal care, maternal nutrition, infant 
feeding and sexuality would clarify many prevailing misconceptions and 
promote safe practices during this period. Health workers need to be aware 
of cultural beliefs, attitudes and practices and be sensitive and respectful 
during encounters with the mothers and their families. Dialogues between 
new parents and health workers would provide an opportunity for reflection 
on postpartum related medical and socio-cultural discourses and their 
implications for family health.  

The new parents highlighted health concerns and the related risks warrant 
additional attention to mothers, infants and their families after childbirth. 
This raises the question as to how this can be best provided. A decade ago, 
the Tanzanian government outlined the minimum intervention needed for 
implementing postpartum care programs (MoH 2000). Yet, the challenge 
today is developing the guidelines needed to translate this into practice. 
Health workers, especially midwives and nurses are in good position for 
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providing care if they are equipped with the required knowledge, skills and 
guidelines. Building on existing programs such as child health and family 
planning clinics, where women regularly encounter health workers 
particularly nurses and midwives, would be one alternative. However, 
human resource in health care is already overstretched. Thus, any plans for 
additional roles need to consider strengthening the human resource capacity.  

The gender-power relations and poor socio-economic conditions implied 
health risks for the families and illustrated the complexity of the situation 
and raise questions on how best can postpartum care programs be organized 
to address the contextual factors that influence health. Programs advocating 
positive constructions of masculine and feminine aspects help create gender 
relations that could promote health, as would the integration of men in RCH 
programs both in the health care systems and at community level. Economic 
and educational empowerment of women, families and communities is 
needed to increase control over their own reproductive and child health 
matters.  

The influence of the informal support on new parents’ experiences suggests 
a need for community-based intervention for capitalizing on their potential 
position. Community-based awareness and advocacy provide a forum for 
sharing concerns and evidence-based health messages for promoting healthy 
practices after childbirth. Creating good links between the health care system 
and informal support networks would further increase access to and 
utilization of health services after childbirth. Hence, the two support systems 
would harmoniously complement each other in attaining sufficient support 
for promoting maternal, child and family health.  

Recommendations for further research 
This thesis focused on married first-time mothers and fathers. The 
experiences of single mothers and couples with more than one child could 
present different perspectives of their experiences after childbirth. 
Furthermore, most participants were from low-income families and not 
formally employed. Studies involving formally employed, moderate-income 
families would provide knowledge on the challenges faced by this particular 
group after childbirth. Additionally, the thesis highlighted cultural norms 
such as prolonged sexual abstinence during the breastfeeding period and its 
associated worries. With the high prevalence and risk of HIV in the study 
context, studies are needed to explore the prevalence of these attitudes or 
beliefs and include people from different socio-economic conditions and 
differing ethnic origins.  
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