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ABSTRACT
The family is a key social context within which health is maintained, illness occurs and health-related 
decisions are made. The family is also a mirror of what happens at the macro-level of society. In the 
African context, the family concept goes beyond the small nuclear family composed of close relatives and 
includes extended family members sometimes with a very distant relationship. Tradition influences the 
organization, the functioning, the decision-making process regarding reproductive health and health-
care-seeking behaviours, ultimately influencing access and usage of healthcare. 
Based on a desk review and the author’s personal experience this paper explores family practices and 
their relation to women’s and adolescent’s reproductive health in Mozambique. It finds that this has been 
characterized by a high level of morbidity and mortality and at the same time very high fertility and low 
utilization of health care services and technologies including family planning. 
Traditional beliefs, cultural norms, gender imbalance, and myths related to reproductive health have 
a considerable impact on health-seeking behaviours and ultimately in the access and utilization of health 
services in Mozambique. Despite the role women play in fostering family health, some practices hinder 
their possibility to enjoy healthier reproductive life. 
In Mozambique, there is a mismatch between the health promotion, prevention and care interventions at 
the health facilities, and between the messages and practices at the community and family levels. There 
is a need for a better understanding of the cultural aspect of the community and family level in order to 
ensure changes in practices and bring about positive change to the the women’s and adolescent’s repro-
ductive health status.
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INTRODUCTION 
The family is a key social context within which health 

is maintained, illness occurs and health-related decisions 
are made [1]. In many countries the bulk of social and 
cultural practices, as well as heath behaviours, are inti-
mately connected with the notion of family. This has been 
recognised by the World Health Organization (WHO), 
which emphasises that it is within families that individu-
als are born, nurtured, learn to socialize, and it is where an 
individual’s behaviours and views take shape [2]. 

CHANGES IN THE CONTEMPORARY AFRICAN 
SOCIETY

In the African context, often the family is viewed as 
a wider concept than that of a nuclear family, and encom-
passes children, parents, grandparents, uncles, aunts, 
brothers and sisters who may have their own children and 
other immediate relatives [3]. Traditionally the members 
of such extended family could live together in a tradition-
al compound consisting of several houses close to one 
another or separated by some distance. In case of geo-
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graphic separation, they would gather together to make 
important decisions concerning the family. Usually the 
members of the wider family would belong exclusively 
either to a paternal or maternal descent [4]. The African 
society has been undergoing a process of profound chang-
es affecting all aspects of its traditional life [5]. Various 
factors contribute to these changes: the westernization of 
the African society with its stress on individual success, 
competitiveness and financial gain, modern education 
that often promotes personal values at the expense of 
communal values, modernization of the society with an 
increased pace of life demanding more time to be dedi-
cated to work, the process of globalization that increases 
the gap between the rich and the poor, and the process of 
urbanization that encourages many people to move to cit-
ies in search of work and better living conditions. Despite 
these changes, the impact of traditional belief systems, 
including health-related taboos and myths surrounding 
maternal and reproductive health, continues to be high 
especially within rural communities. 

In this paper we aim to explore the influence of fami-
ly-related practices and attitudes on maternal, reproduc-
tive and adolescent health in the Mozambican context.

THE ROLE OF FAMILY AND OF ITS INDIVIDUAL 
MEMBERS

Family health bridges the gap between individual 
health on one hand and community health/public health 
on the other. The family can act as a health-support system 
facilitating positive health outcomes [6]. It has been shown, 
for instance, that the presence of both biological parents in 
the family reduces the likelihood of occurrence of mental 
disorders in children and adolescents [2]. In addition, dif-
ferent components of the family system mutually interact 
with each other. Family-based attitudes to health influence 
the health of its individual members, while simultaneously 
the health of individual members impacts how the family 
functions as a social system and unit of health care [1].

Historically and traditionally, women play a key role in 
building family health. Their impact is affected by social sta-
tus, education, employment and cultural practices that per-
mit or inhibit them from family decision-making. Women’s 
roles are therefore both determinant in family health status, 
while also shaped by the functioning of the family. In many 
contexts, women have been socialized to provide care and 
maintenance to the family unit by procuring and prepar-
ing food, giving care to dependent family members, and 
by socializing children to become productive adults. Thus, 
women’s roles within families in developing countries have 
frequently positioned them as health managers or promot-
ers of overall family health, particularly for children [7].

THE CASE OF MOZAMBIQUE
Mozambique is a  sub-Saharan country with a pop-

ulation of around 30 million. After independence from 
Portugal in 1975 and a subsequent civil war which last-

ed until 1992, Mozambique has shown robust economic 
growth and declining poverty rates over the last 20 years. 
Nonetheless, 46% of the population still lives below pov-
erty line, with an unequal distribution across the coun-
try. The uneven availability of basic services, especially 
health and education, are amongst the key factors under-
lying this economic disparity [8].

The last population census conducted in 2017 
revealed a  high total fertility rate of 5.2 per woman at 
reproductive age. The population growth rate is estimat-
ed at 2.8%, which generates a young population struc-
ture where 45% of the total population is under 15 years 
old. Infant mortality is 147 per 1,000 live births. The life 
expectancy at birth is estimated at 49 years [9]. The bur-
den of disease is very high and dominated by preventable 
and curable diseases, most notably HIV/AIDS, malaria 
and respiratory diseases.

Data from a national survey on family budgets con-
ducted in 2015 indicate that there were around 5 mil-
lion households in Mozambique, out of which 1.5 mil-
lion were located in urban areas and 3.5 million living 
in rural areas. This distribution pattern results in a high 
proportion of rural families. Overall, the majority of 
households consisted of 3-4 or 5-6 members. The aver-
age number of people per household was 5.0. Monthly 
expenses on health per family amount to 20% of total 
expenses in urban areas, but just 0.5% in rural area. The 
rural population suffers from lack of availability of ser-
vices and lack of resources to access services at house-
hold level. Most of the family savings are spent on food 
and housing [10].

Maternal mortality in Mozambique remains high. 
The greatest contribution to maternal mortality comes 
from the poor and vulnerable communities, which fre-
quently reside in remote and rural areas with limited 
access to health care services. The 2015 United Nation 
interagency group estimation of maternal mortality 
showed a ratio of 489 maternal deaths per 100 thousand 
live births. Although this level of mortality represents an 
important reduction from the level of 1990, which was 
estimated at 1,390 maternal deaths [11], it continues to 
be unacceptably high. Data from the 2011 Demographic 
and Health Survey (DHS) indicate that around 14% of 
women aged 20-24 years were first married or in part-
nership before the age of 15, and 48% of women aged 
20-24 years were first married or in partnership before 
the age of 18 [12].

The access and utilization of facility-based health 
services for maternal, reproductive and adolescent 
health are weak and are affected by a number of limiting 
factors and taboos. The nationwide survey on HIV, Aids 
and Malaria indicators (IMASIDA) conducted in 2017 
revealed that only 55% of pregnant women accessed and 
attended at least 2 antenatal consultations, and only 15% 
of adolescents aged 15-19 declared to be using any mod-
ern contraception method [13]. In rural areas antenatal 
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care is sought at the heath facility for the purpose of 
opening the antenatal record. Women without antenatal 
cards feared mistreatment during labour [14].

The decision-making process to seek care at health 
facilities is challenging and can be delayed and particu-
larly complex if an emergency occurs. There are import-
ant factors that prevent timely care-seeking for obstetric 
emergencies and delivery. Unfamiliarity with warning 
signs, especially among partners, the practice of discour-
agement from revealing pregnancy early in gestation, 
complex and untimely decision-making processes, are 
the most commonly cited barriers [14].

THE ROLE OF SOCIETY AND CULTURE 
The gender relationship plays an important role 

at family and community level in shaping health in 
Mozambique mainly through two mechanisms: (a) gen-
der inequality in decision making and responsibility for 
pregnancy and (b) community beliefs that attendance at 
some sexual and reproductive health (SRH) services at 
a health facility, particularly if supported by a male part-
ner, is indicative of a woman’s HIV-positive status, which 
can ultimately lead to stigmatization in the community. 
In fact, research in Mozambique has shown that these 
factors have also resulted in the stigmatization of partner 
support in accessing maternal and reproductive health 
services. In effect, in some regions of the country it is 
socially unacceptable for men to provide visible support 
to their partners in such instances. Providing support to 
a  pregnant partner, including accompanying her to an 
antenatal care appointment, meant that men had to face 
disapproval of close friends and family members. Pro-
viding physical or emotional support to a pregnant part-
ner implied male weakness. This taboo is fundamentally 
linked to unequal gender roles and the importance of the 
man appearing superior to his partner [15].

Given these and other cultural specificities, is increas-
ingly being recognized that the existing interventions in 
the area of SRH in Sub-Saharan Africa are not having 
the desired effects. New approaches, which take into 
account the local lifestyles, attitudes, beliefs and tradi-
tional practices forming the basis of community percep-
tions of health and illness, life and death, and sexuality, 
have come to be recognized as a potentially more effec-
tive way to intervene in matters related to SRH. At the 
community level, recognizing this socio-cultural aspect 
means being aware of the norms, beliefs and practices of 
the community and the role that religious and tradition-
al leaders, traditional health practitioners, family mem-
bers, schools and health units all play in transferring and 
disseminating knowledge. 

THE ROLE OF COMMUNICATION
Effective communication can play a vital role for the 

family to realise its function as a driver of good health. 
Within the family communication serves as the medium 

through which shared beliefs, feelings, and emotions are 
transmitted and family functioning is maintained [16].

Some recurring issues related to maternal and repro-
ductive health in Mozambique can be traced to poor 
communication and the resulting lack of knowledge on 
the aetiology of HIV/AIDS, prevention of sexually trans-
mitted diseases, and family planning. It is common for 
males to resist family planning, which is underpinned 
by the prohibition of condom use in some religions, the 
belief that more children represent increased potential 
for wealth and income for the family, and early tradition-
al marriage, viewed in some communities as a source of 
wealth for the girl’s family. Unfortunately, early marriage is 
often associated with complications in adolescent health. 

The inconsistency of the messages being transmit-
ted in the Mozambican context mean that there is often 
a weak relationship between the main actors responsible 
for the dissemination of SRH, in particular the formal 
health system, the school and the community. At the 
community level, the teachings focus on initiation rites, 
religion, taboos and traditional medicine. Meanwhile, 
in schools and health units the approach encourages 
preventative measures such as family planning, con-
dom use, gender equality and sexual and reproductive 
rights. One example of the conflicting messages between 
traditional and formal education is the fact that in the 
community girls are considered ready to get married and 
have children after the first menstruation, while schools 
and health facilities advocate delaying sexual activi-
ty. Studies reveal that a variety of factors interfere with 
effective communication of messages related to sexuality 
between parents and adolescents as result of gender dif-
ferences, level of education, religion, traditional norms 
which establish who can and cannot provide such infor-
mation to young women, and the fear of the parents to 
make young women curious and push them to premar-
ital sex [17]. For SRH interventions to succeed at com-
munity level they need to align to both modern and tra-
ditional practices. One of the Mozambican community 
leaders once captured the root cause behind barriers for 
good health in the following way: “Sometimes we look 
at things without understanding the risks they bring…
we think of things as normal because they happen often, 
for example now the problem of HIV and AIDS kills 
many people, but as we are all so used to hearing about 
it, the disease has become something normal to us. We 
need to go back to thinking that HIV and AIDS is not 
normal or inevitable and we need to know how to pro-
tect ourselves from it” [16]. For the maternal and repro-
ductive health interventions to succeed at community 
level, key stakeholders in these communities need to be 
actively engaged from the outset, acting as advocates for 
change at the grass-roots level, and using their cultural 
foundation to form more appropriate plans. In this way, 
knowledge-sharing partnerships can be developed and 
common objectives and approaches established [18].
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A new strategy aiming to engage families in promo-
tion and adoption of healthy lifestyles at community level 
is currently being promoted in Mozambique, mainly in 
rural areas. The strategy called Model Family was first 
introduced in 2015 within the Ministry of Health’s Strat-
egy of Health Promotion [19]. According to the strategy, 
a family is given ‘model family’ status if it adopts a set of 
hygiene and sanitation practices (availability and proper 
use of latrines, use of tippy tap, employment of household 
water treatment and water storage, a corner set aside for 
washing and drying utensils) together with other health 
aspects such as use of mosquito nets and whether the 
family has children under five years of age. The status of 
a child’s health card is checked periodically, and a preg-
nant woman’s health card will be checked to assess wheth-
er she has had regular prenatal checks [20]. The model 
family strategy is still new in Mozambique and therefore 
results of its impact are yet to be documented. 

CONCLUSIONS
In the context of present-day Mozambique, the fam-

ily appears to be a crucial setting within which to act on 
the determinants of women’s and adolescent’s health. 
This is especially the case of determinants related to cul-
tural and social believes, norms, myths and taboos. At 
the same time, it is important to understand and appre-
ciate that families are different in their structure and 
functioning, and this has an impact in the health-related 
decision making process. 
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