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ABSTRACT
Background: The postpartum period is an important period of excitement with the arrival of the
newborn. The body then starts physiological adaptations to revert to the pregnancy states. These
physiological adaptations can be associated with some cultural practices like hot abdominal
compress (HAC) which may have harmful effects such as hot water burns, abdominal wrinkling
and darkening. This study assessed the practice of HAC among mothers seen at the postnatal clinic
of the University College Hospital (UCH), Ibadan, Nigeria.
Methods: This was a cross-sectional study among 290 postpartum women recruited consecutively
at the postnatal clinic in UCH between 1st December 2015 and 29th February 2016. Data collection
was by pretested self-administered questionnaire and was analyzed using SPSS version 22.0. p
value was set at < 0.05.
Results: The participants’ mean age was 31.88 (SD+ 5.1 years), 97.2% of the women had ANC in
formal setting and 53.8% had vaginal delivery. Of the 290 participants, 264 (91.0%) were aware of
HAC and 51.7% practiced HAC. The return of uterus to normal size (34.7%) and mothers’
encouragements (24.7%) were the commonest reason for practice of HAC. Mothers’ and mothersin-law’ assisted with HAC in 46.2% and 36.6% of cases, respectively. More vaginally-delivered
women practiced HAC (p < 0.001).
Conclusion: This study showed that practice of postpartum HAC is high and the reasons for the
practice are more of tradition and cultural beliefs. There is need for more studies to better
understand this culturally deep-rooted practice.
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INTRODUCTION
The postpartum period represents an
important period in the life of parturient
women with different feelings depending on
the outcome. It is a critical transitional time for
the woman, her newborn and her family on a
physiological, emotional and social level.1 It is
the period when delivered mothers are
recovering from their delivery and are
beginning to care for the newborn. 1-3 The
1

newly delivered mothers spend the first 2-5
days after delivery in the hospital depending
on whether it is vaginal or caesarean delivery.4
While still in the hospital, the mother is
monitored for blood loss, signs of infection,
abnormal blood pressure, contraction of the
uterus and ability to void. It is believed that
most of the changes of pregnancy, labour and
delivery would have resolved by the end of the
puerperium and the body would have
reverted to the non-pregnant state.3
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One of such physiological puerperal changes
is uterine involution. The uterus which
weighs over 1000g immediately after delivery
undergoes physiological process of involution
to return to pre-pregnancy size of about 50g by
the end of puerperium. This process is
physiologically facilitated in mothers by
oxytocin release in response to stimuli like
suckling by the babies in mothers that
breastfeed.5 The oxytocin, in addition to
promoting
milk
let-down,
enhances
myometrial contractions that help maintain
uterine muscle tones facilitating involution.
Uterine involution occurs in a decreasing
logarithmic scale with the greatest change
occurring during the first 30 days of delivery
and later, the involution decreases steadily till
the end of puerperum.5 The rate of involution
depends on several factors such as nutrition of
the mother and if the mother is breastfeeding
a baby or not.5 The process is completed in
about four weeks in mothers that breastfeed
and about six weeks in non-breastfeeding
mothers.4
However, the puerperal period can be one of
the most medically neglected periods that
receives relatively less attention than
pregnancy and delivery with resultants
increased
contributions
to
maternal
6,
7
morbidities and mortalities.
There can be a
mixture of care between traditional and
modern care, with some parturient women
operating at the traditional end, others at the
modern end, with the majority somewhere in
between. 8 Many studies have described
traditional beliefs and practices surrounding
childbearing. 9, 10 While some traditional
practices are beneficial to the mother and baby,
some other practices are not. Certain practices
that are considered beneficial and culturally
acceptable or with symbolic importance to
local people, but which may be harmful are
associated with the puerperal period.6 These
traditional practices and home remedies are
often promoted by grandmothers, village
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healers, midwives, community leaders and
medical quacks.6, 8
One of such practices is hot compress, a
practice in which a soft, absorbent cloth folded
into several layers, dipped in hot water, barely
wrung out is placed on the part to be treated.
11 It is aimed at promoting local pain relief and
muscular relaxation.6 It is otherwise referred
to as hot fomentation. A specific practice of
this procedure in obstetrics is Hot Abdominal
Compress (HAC) in which the hot compress is
on the abdomen or caesarean section site of
delivered mothers to encourage uterine
involution.10
This
widely
practiced
postpartum procedure has been described to
be associated with conditions like wrinkling of
the skin, burns injury to the skin, darkening of
the skin, and surgical site infection which
would cause wound break down thus,
increasing maternal morbidity and mortality.6
Hot abdominal compress has also been
associated with erythema and blisters of the
skin of the abdomen and unwanted masking
of pain which can delay diagnosis and
treatment of other puerperal problems like
pelvic infection which pain might be one of the
earliest symptoms.6
In Nigeria and other low and middle-income
countries (LMIC), illiteracy, poverty, native
customs and cultural beliefs with paucity of
health care facilities and personnel compound
the problems of the postpartum period in
women. These might promote cultural
practices that have no medical benefits in these
women.12 Antenatal care (ANC) period
represents one way of overcoming these
harmful practices by incorporating ways to
prevent these practices into counselling
sessions for expectant mothers. The antenatal
care is a holistic, systematic, and evidencebased approach to care during pregnancy with
the target of ensuring the well-being of the
woman and fetus in pregnancy, delivery and
puerperium by enhancing women’s positive
posture towards childbirth, postpartum care
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and safe starting point for the new born child.13
However, in most LMIC of the world,
antenatal clinics where a number of these
preventive practices with sound scientific
evidences are taught and demonstrated to
mothers are poorly attended by pregnant
women.14 This leaves many of the pregnant
women to be taught by their mothers,
mothers-in-law, and peers using culturally
handed-down practices with no scientific
evidence. The implication of this is the
negative effects on efforts at reducing the high
maternal morbidity associated with such
highly prevalent but poorly researched
unorthodox postpartum practices like HAC.
Thus, this study aimed to further study the
practice of this age-long, traditional and
culturally deep hot abdominal compress
(HAC) of postpartum women in a tertiary
health facility in Ibadan, a South West city in
Nigeria to add to the limited global data on the
subject that might improve the quality of
maternity care in our environment.
METHODOLOGY
This was a cross-sectional study conducted at
the postnatal clinic of University College
Hospital (UCH), Ibadan, Oyo state, Nigeria, a
tertiary and referral centre for other tertiary,
general, cottage, primary and private hospitals
in the state and other parts of Nigeria. The
study participants were women presenting for
postnatal care at the hospital six weeks postdelivery.
These participating mothers
included women who had deliveries in UCH
irrespective of where the antenatal care took
place. Such participants included women who
had their antenatal care in UCH and delivered
in UCH, women who delivered in UCH
following emergency presentation without
prior antenatal care in UCH and women
presenting for postnatal care in UCH with
prior antenatal care in UCH but delivered
outside UCH. Consecutive consenting
participants from these eligible parturient had
self-administered questionnaire until the precalculated sample size of 300, based on the
3

anticipated number of parturient expected in
the postnatal clinic over 3 months reviewing
the previous year’s record, was reached
between 1st December 2015 and 29th February
2016. Trained research assistants aided where
necessary.
The questionnaire was pre-tested in the
maternity unit of a secondary level of health
care about 2km away from UCH. Information
collected included age, occupation, tribe,
educational status, religion, marital status,
parity, booking status, mode of delivery, place
of delivery, awareness and practice of hot
compress and reasons for/for not practicing
hot compress.
The data was entered and analyzed by
descriptive and inferential statistics using
statistical software (SPSS) version 22.0. The
chi-square test was applied for comparison of
proportions and for evaluating associations of
categorical variables in contingency tables.
Statistical significance was set at p-value <
0.05.
This study was approved by Oyo State
Research and Ethics committee as part of
study assessing covert contraceptive and
postpartum hot abdominal compress use and
written informed consent was obtained from
each
of
the
participants.
The
privacy/confidentiality of the patients was
maintained, as well as anonymity throughout
the study and even after concluding the study.
RESULTS
A total of 290 of the 300 questionnaires
administered were found suitable for analysis
(96.7% response rate). The mean age of the
respondents was 31.88+5.1 years with
majority, 211 (72.8%) between 26–35 years.
One hundred and three (35.5%) of the
respondents were first degree holders. The
educational distribution of the respondents is
as shown in Table 1. Two hundred and eightysix (98.6%) of the respondents were married
and 120 (41.4%) were civil servants. Other
occupations are as shown in Table1. The parity
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of the respondents ranged from 1 to 6 with a
mode of 2. One hundred and eighty (62.1%) of
the respondents had their antenatal care at a
general hospital but were referred to the
tertiary facility (UCH) for management of
pregnancy complications. Only 102 (35.2%) of
respondents primarily booked at UCH
(Tertiary hospital). Vaginal delivery was the
most common mode of delivery and occurred
in 156 (53.8%) of the respondents, emergency
caesarean section occurred in 79 (27.2%) while
elective caesarean section occurred in 55
(19.0%) of them.
Two hundred and sixty-four (91.0%) of
respondents were aware of hot abdominal
compression while 150 (51.7%) of the
respondents practiced HAC. This figure will
represent 56.8% of those aware of the practice
of HAC (150/264). Fifty- two (34.7%) of the
respondents that practiced HAC did so
because of the believe that it helps the uterus
to return to normal size, while 37 (24.7%) did
it because their mothers encouraged them to
do it, 19 (12.8%) did it as a family tradition, 18
(12.0%) because it is believed to help flattened
out the abdomen, 14 (9.2%) because it is
believed to help with the lochia flow and 8
(5.3%) believed it has some pain relief
advantage. Among the respondents that
practiced HAC, assistance was rendered by
their mothers 69 (46.2%), mother-in-law 55
(36.6%) while in 26 (17.2%) of them HAC was
self-performed (Table 2). For those who did
not practice HAC, the fear of abdominal
darkening was the commonest reason in 60
(52.6%), abdominal wrinkling in 42 (36.8%),
and fear of physical abdominal injuries like
burns in 6 (5.3%) while another 6 (5.3%) had no
reason.
Bivariate analysis to determine the association
between practice of HAC and sociodemographic and obstetric variables showed
that age (p=0.366) occupation (p=0.375),

4

Table 1: Socio-demographic and obstetric
characteristics of parturient women
Variable
Frequency (n=290)
Percent
Age
≤25
17
5.9
26-35
211
72.8
36-45
60
20.7
≥ 46
2
0.7
(Mean Age = 31.88+ 5.1 years)
Occupation
Student
16
5.5
Housewife
25
8.6
Trader
76
26.2
Civil servant
120
41.4
Others
53
18.3
Religion
Christianity
226
77.9
Islam
64
22.1
Level of Education
Primary
6
2.1
Secondary
31
10.7
Tertiary
253
87.2
Marital status
Married
286
98.6
Not married
4
1.4
Tribe
Yoruba
254
87.6
Igbo
20
6.9
Bini
12
4.1
Hausa
4
1.4
Parity
1
66
22.8
2-4
217
74.8
≥5
7
2.4
Modal Parity = 2
Place of Antenatal Care
Non-formal
Mission Home
6
2.1
Traditional Birth Attendant
2
0.7
Formal
General Hospital
180
62.1
Tertiary Hospital
102
35.2
Mode of Delivery
Vaginal Delivery
156
53.8
Caesarean Delivery
Emergency Caesarean Section 79
27.2
Elective Caesarean Section
55
19.0

religion (p=0.412), education (p=0.087), tribe
(0.067), parity (p=0.296) and place of ANC
(p=0.335) of the parturient women were not
associated with practice of HAC. The mode of
delivery, however, showed statistically
significant influence on the practice of HAC as
women who had vaginal delivery 120 (76.9%)
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Table 2: Respondents’ practice of Hot Abdominal Compress
Variables
Awareness of HAC (n=290)
Aware
Not aware
Practice of HAC (n=290)
Yes
No
Reasons for Practicing HAC (n=150)
Helps womb to return to normal size
Mother encouraged me
It is a family tradition
Abdomen flattened out
Plenty blood got drained through the vagina
It helped relief abdominal pain after delivery
Other Benefits
Assistance with Practice of HAC (n=150)
Mother
Mother-in-law
Self
Reasons for not Practicing HAC (n=140)
Increased darkening of the skin
Abdominal Wrinkling
Not Aware of HAC
Physical Abdominal Injuries like burns
No reason

Frequency

significantly practiced HAC more than those
who emergency 20 (25.3%) or elective 10
(18.2%) Caesarean Section (p<0.001). (Table 3)
DISCUSSION
Postpartum practices are many and vary
geographically. Some can be beneficial, some
innocuous while some are harmful. While the
beneficial ones deserve continuation through
promotion by counselling, the harmful ones
should be discouraged. Understanding such
traditional beliefs and practices of individuals,
families, and society served by health care
professionals is important.15 Hot abdominal
compress (HAC) is an example of common
traditionally hinged postpartum practice in
Nigeria with, unfortunately, no clinical
benefits and should be discouraged. It is an old
tradition used to aid anterior abdominal
muscle tone and lochia drainage 5 though,
there is no evidence to support this.

5

264
26

Percent
91.0
9.0

150
140

51. 7
48.3

52
37
19
18
14
8
2

34.7
24.7
12.8
12.0
9.2
5.3
1.3

69
55
26

46.2
36.6
17.2

60
42
26
6
6

42.9
30.0
18.6
4.3
4.3

In this study, majority of the women
interviewed were aware of HAC with half of
them practicing it. This proportion of
parturient practicing HAC in this study is
lower than the 80.2% postpartum women who
practiced HAC in a study on postpartum
practice of parturient women in Enugu, South
East Nigeria.6
This might be due to differences in the
educational attainments, especially tertiary
education of the respondents from the two
studies. In the Enugu study, 2.4% of the
respondents had no formal education and only
28.6% had tertiary education compared with
respondents with 100% formal education and
87.2% with tertiary education in our study.
Also, the temporal time difference between the
two studies can contribute to this difference.
This educational status might also be an
important factor responsible for most of the
respondents in this study seeking maternity
care at secondary and tertiary health
institutions.
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Table 3: Association between socio-demographic/obstetric characteristics and practice of HAC
Variable
Practice of HAC
Chi square
p-value
Yes (n=150)
No (n=140)
n (%)
n (%)
Age
≤25
11 (64.7)
6 (35.3)
26-35
107 (50.7)
104 (49.3)
36-45
30 (50.0)
30 (50.0)
≥46
2 (100.0)
0 (0.0)
3.172
0.366
Occupation
Student
6 (37.5)
10 (62.5)
Trader
46 (60.5)
30 (39.5)
Civil servant
60 (50.0)
60 (50.0)
Housewife
13 (52.0)
12 (48.0)
Others
25 (47.2)
28 (52.8)
4.238
0.375
Religion
Christianity
114 (50.4)
112 (49.6)
Islam
36 (56.3)
28 (43.8)
0.674
0.412
Level of Education
⩽ Secondary
24 (64.9)
13 (35.1)
Tertiary
126 (49.8)
127 (50.2)
2.933
0.087
Marital Status
Married
146 (51.0)
140 (49.0)
Not married
4 (100.0)
0 (0.0)
3.786
0.052
Tribe
Yoruba
130 (51.2)
124 (48.8)
Igbo
10 (50.0)
10 (50.0)
Hausa
2 (50.0)
2 (50.0)
Edo
8 (66.7)
4 (33.3)
1.132
0.067
Parity
1
39 (26.0)
27 (19.3)
2-4
109 (72.7)
108 (77.1)
≥5
2 (1.3)
5 (3.6)
11.800
0.296
Place of Antenatal Care
Non-formal
Mission Home
4 (66.7)
2 (33.3)
Traditional Birth Attendant
2 (100.0)
0 (0.0)
Formal
General Hospital
88 (48.9)
92 (51.1)
Tertiary Hospital
56 (54.9)
46 (45.1)
3.395
0.335
Mode of delivery
Vaginal Delivery
120 (76.9)
36 (23.1)
Elective Caesarean Section
10 (18.2)
45 (81.8)
Emergency Caesarean Section
20 (25.3)
59 (74.7)
85.854
<0.001

Educational attainment is an important
determinant of maternal health. Higher levels
of education have been associated with
improved family planning and other
reproductive health services uptake. Tarekegn
et al in the review of 2011 Ethiopian
demographic and health survey on
determinants of utilization of maternal health
services find that education of women, among
6

others, were significantly associated with the
use of maternal health services.16
Majority of the women who participated in
this study were between the ages of 26-35years
with a mean age of 31.88+5.1 years. These
represent the active reproductive years that
need counselling against this hazardous
practice to prevent its continuation. These
young mothers, especially when they are
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primigravidae, tend to have less freedom of
expression of issues surrounding pregnancy
and postpartum care in the presence of
considered more experience mother- in- laws
and mothers who are, usually, less
enthusiastic about subsequent deliveries. In a
study of delivery and postpartum practices
among new mothers in Laputta, Myanmar, the
investigators find that the despite adequate
knowledge of modern postpartum practices
by these new mothers mothers-in-laws' beliefs
in traditional practices were particularly
strong and influenced the young mothers
postpartum practices.17 Also, the eagerness of
this category of parturient women with less
motherhood experiences to quickly return to
their non-parous practices like resumption of
sexual intercourse may make them readily
accept HAC.
Iliyasu and his co-investigators find that early
resumption of sexual activities was commoner
among the younger and less parous women in
their study of correlates of postpartum sexual
activity and contraceptive use in Kano,
Northern
Nigeria.18
All
these
were
demonstrated in this study, albeit not to
statistically significant level. More of the
women with lower parities practiced HAC
comparatively with the grand-multiparous
women with either encouragement and/or
assistance from their mothers or mothers-inlaw. Also, the role of repeated counseling from
antenatal visits from subsequent pregnancies
might contribute to the observed less practice
of HAC by multiparous women. Quality
antenatal care (ANC) provides one of the most
effective ways of educating mothers on the
preventive, promotive and curative cares
relating to pregnancy, labour and puerperium.
Its under-usage as well as its poor qualities
have been associated with several practices
that have no scientific bases and, as such,
associated with adverse maternal outcomes. 19

7

More of the respondents, though not
statistically significant (p=0.335), who had
ANC in informal settings like traditional birth
attendant and mission homes practiced HAC
compared with those who had antenatal care
in formal settings. This finding emphasized
the negative roles competing traditional
believes and practices are having on the
important roles of antenatal care in promoting
the right prenatal and postnatal practices in
our settings.20 In a study to understand the
barriers to antenatal care utilization in a
district in Malawi, cultural beliefs were
mentioned as some of the important factors.21
It is, therefore, imperative that there is need to
address these deeply rooted culture and
traditions as we strive to upgrade
infrastructure
and
strengthen
the
competencies of health personnel to achieve
improved maternity outcomes. Vaginal
delivery was significantly associated with the
practice of HAC than caesarean delivery
(p<0.001). This can be explained by
postpartum recovery after vaginal delivery
being, usually, faster than for caesarean
delivery with associated earlier discharge
from the hospital. Vaginal delivery was an
important predictor of early and quality
discharge after birth in an adaptation to
transitions conceptual framework guided
descriptive correlational study of 185 Englishand Spanish-speaking postpartum mothers by
Malagon-Maldonado and colleagues in United
State of America.22 Also, there is a tendency to
practice abdominal care, including HAC,
because there is less fear of interference arising
from perceived safety of the procedure.23
The respondents practiced HAC for varied
reasons which include personal reasons like
the belief that it helps with uterine involutions
and flattening of the abdomen, help with
lochia flow and provides some pain relief.
These reasons are similar to those given for
such postpartum practices in other studies.6, 17,
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The influential roles of the mothers and
mothers-in-law in maintaining some of these
practices that have no scientific basis were
obvious from this study. Their encouragement
and assistance in the practice of HAC were
clearly shown in this this study. In about onequarter of our respondents, their mother was
responsible for encouraging them to practice
HAC and more than three-quarters of the
mothers and mothers-in-law assisted with the
practice of HAC. These culturally embedded
attitudes and beliefs, passed down by these
mothers and grandmothers who are
considered more experienced, affect people's
lifestyle and health practices like the practice
of HAC.
24

It is important for husbands, parents, in-laws,
health care workers, policy makers and all
stakeholders responsible for obstetric services
to gain an understanding of these potentially
harmful customs and cultural beliefs so that
health education programmes that dissuade
women from resorting to these practices can be
incorporated in maternal and child health care
services.25 These influential roles of mothers
and mothers-in-laws on postpartum practices
of parturient were further confirmed in that
majority of the parturient that practiced HAC
were assisted by their mothers or mother-inlaw and 12.8% practiced HAC as a family
tradition. The level of education, the
occupation of the mothers and mothers-inlaw, though not specifically evaluated in this
study, may play significant role on their
availability and attitude towards the practice
of HAC. Maternal mortality is a global public
health problem and reflects issues of
inequality and injustice. Some of its causes
resulting from patients' cultural health beliefs
and practices are preventable. 26 These usually
conflict with evidence-supported biomedical
healthcare values and practices. The public
health implications of these is persistence of
high burden of maternal morbidities and
8

mortalities and failure to achieve the targets of
Sustainable Development Goal 3 as
anticipated by the year 2030.
Though this study has shown that practice of
postpartum hot abdominal compression is
high, it is not without some limitations
especially being a single institution
experience. While this practice with no
scientific basis and clinical benefit is still going
on in our environment, the reasons as shown
in this study and other similar studies need
further evaluation especially using qualitative
studies and involving identified stakeholders
in its practice like the mothers and mothers-inlaw of the respondents because of the
identified deep cultural association. Also,
there is need to involve participants across the
secondary and primary public health facilities
and, possibly, private health facilities to better
understand this culturally deep-rooted
practice at all levels of health care services.
This will also allow the understanding of the
interplay of rural and urban geographical,
socio-cultural and infrastructural differences
in the practice of HAC and other postpartum
practices.
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