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Abstract 
Background: Herbal medicines use has prevailed over the past decades in 
both low-middle-income and high-income countries over the years. The use 
among women has increased with increased risks of ill-health. There is exten-
sive literature on herbal medicine use among women in pre/pregnancy, la-
bour, and the postpartum periods. Therefore, this study aimed to understand 
women’s purposes, experiences, and motivation for using herbal medicines 
during pregnancy, childbirth and postpartum, and the experiences associated 
with the use. Methods: Four critical databases were predetermined and 
searched: CINAHL, Medline, Web of Science, and EMBASE. These databases 
were chosen for their comprehensiveness and relevance to the review aims. 
We considered peer-reviewed published articles from January 2000 to De-
cember 2018. We chose these databases because we found that they are do-
minant in the medical and healthcare-related literature. All references were 
pooled to Endnote reference management software for screening. Quality ap-
praisal of articles was conducted using the Mixed-Method Assessment Tool 
(MMAT). Content analysis approach was used to extra the data from the ar-
ticles. Globally, twenty-one articles met the inclusion criteria, and thus, formed 
the dataset for this review. Results: Most articles (n = 10, 47.6%) reported solely 
HM uses on only pregnancy whiles the rest evaluated HM uses in labour, 
pre-pregnancy, and the postpartum periods. The results have shown that the 
majority of women received information about HM from friends, family, the 
“black markets,” and drug outlets. Overall, the results were presented in seven 
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broad themes: 1) sociodemographic characteristics of HM users, 2) perceived 
threat of health problem, 3) sources and quality of the information received, 4) 
susceptibility to health complications, 5) potential limitations to the use of HM, 
6) the motivation for HM utilization, 7) concerns on the combined use of her-
bal and allopathic medicines. Conclusion: The study recommends the fur-
ther research into the toxicity of herbal products, to ensure that accurate in-
formation can be provided to women before use. 
 

Keywords 
Herbal Medicine, Pregnancy and Childbirth, Maternal Outcomes, Obstetric 
Complications, Women’s and Newborn Health 

 

1. Introduction 

Improving maternal health outcomes has faced substantial challenges across the 
globe. Research shows an estimated 99% of maternal deaths occur in low and 
middle-income countries [1]. The World Health Organization (WHO) to that 
effect identified; postpartum hemorrhage, pre/eclampsia, septic shocks, and sep-
sis, as the major contributors to maternal mortalities [1] [2]. Pharmaceutical 
(allopathic) medicines are known to be useful for treating maternal health com-
plications, managing labour induction, and for helping improve the overall 
health outcome of the mother and the foetus [3]. Also, WHO recognizes the 
importance of herbal medicines use in treating illnesses among member states 
and supports the use of medicinal plants and plant products. The 1978 Alma-Ata 
declaration reinforces this relevance [4] [5], and this is reflected in the increase 
in the use of herbal medicines globally [4] [6]. This is mainly because it has been 
perceived as natural and safe [7] [8]. According to the WHO, herbal medicine is 
described as “… herbs, herbal materials, herbal preparations, and finished herbal 
products that contain as active ingredients parts of plants, or other plant mate-
rials, or combinations” [5].  

Globally, herbal medicine (HM) or complementary and alternative medicine 
(CAM) or traditional medicine (TM) intake among women ranges from 45 to 
80% [9]. The World Medicines Situation report for 2011 estimated between 70 to 
95% of people in low and middle-income countries (LMICs) use HM [5]. In 
some developing countries, traditional medicine (TM) is much more available 
than allopathic medicine. In most low- and middle-income countries, HM users 
and herbal dealers outnumber allopathic or conventional medicine intake [7] 
[10] [11]. Moreover, allopathic practitioners are located primarily in cities or 
other urban areas. So, for many rural populations, HM is the only available 
source of health care. 

Herbal medicine (HM) in this review is a term for the use of seeds, berries, 
roots, leaves, bark, or flowers of a plant for medicinal purposes. Ginger, cran-
berry, valerian, raspberry, peppermint, thyme chamomile, sage, aniseeds, fenu-
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greek, green tea, and garlic were the most commonly used herbal products [4] 
[8] [10]; by women, especially during pregnancy and labour [4]. More signifi-
cant proportions of women in both advanced and less advanced countries admi-
nistered such medications during preconception, labour and the postpartum, 
and for self-termination of unwanted conceptions [12] [13]. For instance, in 
China, herbal medicine accounts for approximately 50% of total medicine con-
sumption [8]. The highest reported rate of herbal use medicines was in Russia, 
accounting for about 69% of medicine use among the population [4] [5]. 

Similarly, Kennedy and colleagues [4] found about 52% and 44% of herbal 
medicine use in pregnancy among women in Eastern Europe and Australia, re-
spectively. In a review of studies in nine countries in the Middle East, Hall et al. 
[10] posit that the prevalence of HM use during pregnancy ranged from about 
23% to 82%. In the advanced or high-income countries (HICs), prevalence esti-
mates of herbal medicine use in pregnancy vary considerably, ranging from 52% 
- 58% in Australia and the United Kingdom to 40% - 48% in Norway and Italy 
[4] [14]. However, herbal medicine in pregnancy and birth was less used in 
Canada and US, accounting for only about 6% - 9% in Canada and the US [14]. 

Although many herbs are considered safe during pregnancy, some are not [9]. 
Recent studies have found a significant association between herbal medicine 
consumption and maternal and neonatal outcomes, such as miscarriage, spon-
taneous abortion, complicated labour, stillbirths, and neonatal deaths. The low 
awareness about the possible side-effects of some herbs during pregnancy, com-
bined with the fact that natural herbs and vitamin supplements whose safety 
may not be authenticated by the appropriate country regulators could increase 
the risks of unwarranted sequelae [15] [16].  

1.1. The Objective of the Review 

The study explored women’s purposes, experiences, and motivation for using 
herbal medicine during pregnancy, childbirth, and postpartum and experiences 
associated with the use.  

1.2. Research Question  

Two specific questions motivated this study: 
1) What are the perceived benefits and adverse impacts associated with her-

bal medicine use in pregnancy, labour, and the postpartum stages of maternal 
health?  

2) What motivated women to utilise herbal uterotonics during pregnancy, 
childbirth, and the postpartum? 

2. Methods  
2.1. Search Criteria  

First, data was obtained from a search in four databases: CINAHL, Medline, 
Web of Science, and EMBASE from January 2000 to December 2018. These da-
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tabases were chosen for their comprehensiveness and relevance to the review 
objective. Maternal health and herbal medicine use discourses received more 
considerable attention within the search period, especially in less advanced 
countries. The references of included studies were also tracked for additional 
papers. Search words and terms were combined with the Boolean operators 
AND or OR, which narrowed and widened the search, respectively. Some were 
shortened to capture various relevant suffixes of a term for maximum coverage. 
Speech marks were used if it was necessary to keep multiple words together as a 
single search term to further ensure relevance. The search used the terms, “Her-
bal Medicine,” OR “traditional medicine” OR “herbal uterotonics” OR “Com-
plementary and Alternative Medicine” OR “herbal medicine” OR “experiences” 
OR “experience” OR “motivation” OR “adverse outcomes” OR “reasons” OR 
“benefits”. At the second stage, we searched for “pregnancy,” OR “childbirth,” 
OR “delivery” OR Pregnancy Complications*, AND “Maternal Health Out-
come*”. Overall, searches were conducted using both free texts and medical 
subject headings. All database search was conducted from September to Decem-
ber 2019.  

Studies were screened through a two-stage process. First, the imported publi-
cations from the searched databases were assessed against; 1) primary research 
papers of either qualitative, quantitative and mixed methods; 2) must be expli-
citly on “herbal medicine”, “Complementary and Alternative Medicine” and for 
“pre/pregnancy”, “labour or birth or delivery”, “postpartum”; 3) written in Eng-
lish, 4) published in peer-reviewed journals’; 5) be written in English; and 6) 
have full text. Secondly, articles that met the first set of criteria were screened for 
quality (Table 2). 

2.2. Definition of Inclusion Criteria  

Studies were included if they reported findings in preparation for pregnancy, 
promoting fertility, treating pregnancy-related problems, used to induce or assist 
labour, to terminate a pregnancy (abortion), to maintain general wellbeing dur-
ing pregnancy or postnatal wellbeing. Studies were also included if they de-
scribed the views, attitudes, or beliefs of women towards TM. The search strate-
gy included primary research (quantitative, qualitative, randomised control stu-
dies, and mixed methods studies). Studies that reported combined use of TM 
and pharmaceuticals were included. We excluded grey literature, unpublished 
reports, commentary, and perspectives. Studies were excluded if they focused on 
CAM, HM, or general use of HM without recourse to maternal health. All ab-
stracts were reviewed to identify those articles that addressed HM use and ma-
ternal health or women’s health as a significant concept, and references of each 
article were hand-searched for additional eligible studies. Opinion pieces, re-
ports, editorials, seminal works, and systematic reviews were excluded in this re-
view. Articles examining HM use in pre-pregnancy, pregnancy, labour, and the 
postnatal seeking to improve maternal health outcomes but not peer-reviewed 
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were also excluded [Figure 1 & Table 1]. 
For example, studies that reported TM use for general maternal health com-

plaints and complications such as postmenopausal symptoms, breast cancer, 
herbal treatments for electroconvulsive shock (ECS) -induced memory deficits 
[17], Herbal Medicines for Gastrointestinal Disorders in Children and Adoles-
cents [18], and related research articles [19] [20] were excluded. The screening 
procedure is shown in the Preferred Reporting Items for Systematic Reviews and 
Meta-Analyses (PRISMA) chart [Table 1].  

2.3. Quality Assessment and Reporting of the Dataset  

All references were pooled to Endnote reference management software for screen-
ing. Quality appraisal of eligible studies was assessed the study design, study aim, 
 
Table 1. Full text screening criteria.  

Inclusion Exclusion 

1) Study conducted on herbal medicine,  
herbal uterotonics or complementary and 
alternative medicine use in pre/pregnancy, 
labour, postpartum. 
2) Qualitative, quantitative, and mixed  
methods and are explicitly primary studies. 
3) Must be published in a peer-reviewed 
journal. 
4) Must be explicitly on “herbal medicine”, 
“herbal uterotonics,” “traditional medicine” 
use in “pre/pregnancy,” “labour or birth or 
postpartum”. 
5) Must have full text accessible and free to 
download. 
6) All study designs. 

1) Not focused on “herbal medicine” or “herbal  
uterotonics” and “pregnancy, labour/birth, and the 
postpartum/postnatal”. 
2) Literature reviews, case reports, clinical trials, and 
unpublished works. 
3) Documents and articles on herbal medicine or 
complementary and alternative medicine in general. 
4) Commentaries, reviews, quantitative studies,  
articles in a non-peer reviewed journal, laboratory 
reports, thesis or dissertations, and reports of activity 
implementation were excluded. 
5) Excluded if the full text was inaccessible. 
6) Does not address pre-conception, pregnancy,  
labour, postpartum components of maternal health. 

 

 
Figure 1. PRISMA Flow chart. 
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sampling procedure of all included studies, role of confounding factors for po-
tential bias, and potential generalizability of findings. This process was con-
ducted using the Mixed Method Appraisal Tool (MMAT) [21], for all eligible 
qualitative, quantitative, and mixed methods studies [22]. The MMAT was used 
to assess the quality of the identified papers. This quality assessment tool was 
found to have a moderate to perfect inter-rater reliability score [23].  

The tool was designed to assess the quality of articles that were conducted 
with qualitative, quantitative, and mixed methods designs [21]. There are four 
quality assessment criteria for quantitative studies and three criteria for qualita-
tive, and the quality of each study was determined by counting the asterisks (*) 
assigned, according to the set criteria. For mixed methods studies, the premise 
was that the overall quality of a combination would not exceed the quality of its 
weakest component [22]. Two reviewers completed this process, and where 
there were discrepancies, a team of reviewers intervened to resolve it. To opti-
mise objectivity in the quality appraisal process, review articles of eligible studies 
were not included in the assessment. Using the MMAT appraisal approach, the 
overall quality score for mixed-methods designs was the lowest score of the 
study components [22] [23]. The findings of the quality appraisal of eligible stu-
dies were reported in Table 2.  

 
Table 2. Result of quality appraisal using mixed methods appraisal tool (MMAT). 

Quantitative 
non-randomized studies 

Quality assessment components using MMAT 

Are participants 
recruited in a 

way that  
minimizes  

selection bias? 

Are measurements appropriate 
regarding the exposure or  

intervention and outcomes? 

In the groups being  
compared, are the  

participants  
comparable, or do 

researchers consider? 

Are there complete outcome data 
(80% or above), an acceptable 

response rate (60% or above), or 
an acceptable follow-up rate for 

cohort studies? 

Total 

Al-Ghamdi et al., [2017] * * * * 4* 

Allaire et al., [2000] * * * * 4* 

Bercaw et al., [2010]  * * * 3* 

Charaf et al., [2015] * * * * 4* 

Chaudhry et al., [2011] * * * * 4* 

Fakeye et al., [2009] *  * * 3* 

Holst et al., [2009] * * * * 4* 

Hwang et al., [2016] * * * * 4* 

Kaadaga et al., [2014] * * * * 4* 

Kenedy et al., [2013] * * * * 4* 

Louik et al., [2010] * * * * 4* 

Mothupi et al., [2014] * * * * 4* 

Moussally et al., [2009] * * * * 4* 

Nordeng et al., [2011] * * * * 4* 

Nordeng et al., [2004] * * * * 4* 
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Continued 

Nordeng et al., [2005] * * * * 4* 

Onyiapat et al., [2017] * * * * 4* 

Orief et al., [2014] * * * * 4* 

Yeh et al., [2009] * * * * 4* 

Zamawe et al., [2018] * * * * 4* 

Total = 20      

Mixed method design/studies 

Is the mixed methods research 
design relevant to address the 
qualitative and quantitative  

research questions (or objectives), 
or the qualitative and quantitative 

aspects of the mixed methods 
question (or objective)? 

Is the integration of 
qualitative and  

quantitative data (or 
results) relevant to 

address the research 
question (objective)? 

Is appropriate consideration given 
to the limitations associated with 

this integration, e.g., the  
divergence of qualitative and 
quantitative data (or results)? 

 

Bury et al., [2012] * * * 3* 

Total = 1     

2.4. Data Synthesis and Analysis 

A narrative synthesis approach was employed to present the findings [21]. In 
keeping with this framework (Figure 1 & Table 1), data were reported with an 
emphasis on highlighting the key and unique factors influencing women’s utili-
sation of herbal medicines during pregnancy, labour and the postpartum stages 
of maternal health.  

Themes were generated using inductive coding procedures concerning the 
study questions. Deductive codes were based on the research questions [24] [25]. 
Individual articles were thoroughly read, to identify common patterns and 
themes based on the predefined and emergent topics. Points of variations and 
convergence in the eligible studies were highlighted to derive key ideas using a 
constant comparison approach. Duplicate extraction was completed for 60% of 
the included articles, with differences checked by all authors. 

To understand the different findings, we adopted the narrative synthesis ap-
proach for primary qualitative, quantitative, and mixed methods research (Table 
3). 

2.5. Data Analysis and Reporting  

A narrative evidence synthesis of studies was undertaken using thematic analy-
sis. During the analysis, a data extraction form was created in Word document 
using tables. Data extraction was conducted on all 21 articles by authors, using a 
qualitative approach. Line by line coding and search for related concepts on HM 
use in pregnancy, childbirth, and the postpartum was conducted for each data 
set and comparisons made. Any inconsistencies in the data were discussed, and 
their management agreed upon. We adapted Gibbs framework for data analysis 
in the process. This began with familiarisation, code building, theme development, 
and data consolidation and interpretation [39]. Data was analysed independently  
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Table 3. Characteristics of included studies - participants, study design, and key findings. 

S/N Author/s Setting 
Study design;  

data collection  
techniques used 

Sample size,  
participants 

Study objective Types of TM used 
Timing of 
HM use 

1 
Al-Ghamdi 

et al., [8] 
Saudi Arabia, 
urban 

A descriptive 
cross-sectional; 
structured survey 

N = 612, Saudi 
pregnant women 

determine the prevalence of 
herbal medication use during 
pregnancy, during labour and 
after delivery. 

Not stated 
Pregnancy, 
labour, 
post-delivery 

2 
Allaire et al., 

[26] 
North Carolina, 
US 

Quantitative;  
Survey 

N = 120, 
nurse-midwives 

determine the prevalence and 
types of complementary and 
alternative medicine therapies 
used by certified 
nurse-midwives. 

Ginger, peppermint, 
raspberry leaf,  
chamomile, castor oil, 
blue cohosh, st john’s 
wort, valerian, black 
cohosh, motherwort, 
shepherd’s purse, dong 
quai, Arnica, comfrey, 
alfalfa, garlic 

Pregnancy, 
labour 

3 
Bercaw et 
al., [27] 

Houston- US, 
urban 

Quantitative 
cross-sectional; 
structured survey 

N = 485, Hispanic 
women in US 

investigate the use of herbs, 
vitamins, and over-the counter 
and prescription medications 
among pregnant Hispanic 
women and reasons for use 

chamomile, garlic, aloe 
vera, ginger, Marielito, 
Echinacea, blue cohosh, 
cod liver oil 

Pregnancy, 
labour 

4 
Bury et al., 

[28] 
Bolivia, both 
rural and urban 

Qualitative and 
quantitative  
methods; IDIs, 
FGDs, structured 
survey 

N = 1175, women 
explore women’s experience 
of unwanted pregnancy and 
induced abortion 

Not stated 
Pregnancy, 
induce  
abortion 

5 
Charaf et al., 

[13] 
Brisbane- 
Australia, urban 

Quantitative 
cross-sectional; 
structured survey 

N = 412, women 
who had made 
their first  
antenatal visit 

determine the factors  
associated with the use of 
CAMs by women for  
preconception care. 

milk thistle, dandelion, 
Chinese herbs, ginseng, 
Ganoderma (a medicinal 
mushroom extract), 
guarana, St John’s wort, 
spirulina, echinacea 

Pre-pregnancy 

6 
Chaudhry et 

al., [12] 
Ohio - US;  
urban 

Quantitative; 
structured survey 
questionnaire 

N = 201 women 

to identify how frequently 
women, attempt to induce 
labour through nonprescribed 
methods, and what factors are 
associated with the use of 
such methods 

Not stated 
Labour  
induction 

7 
Fakeye et al., 

[29] 
Nigeria; urban/ 
peri-urban, rural 

Quantitative; 
structured survey, 
face-to-face  
interviews 

N = 595 pregnant 
women 

the use of herbal medicines, 
safety on usage, knowledge of 
potential effects of herbal 
remedies on the foetus and 
potential benefits or harms 
that may be derived from 
combining herbal remedies 
with conventional therapies 

infusions of Camellia 
Sinensis (tea), 

Pregnancy 

8 
Louik et al., 

[30] 

Boston  
University, US; 
urban 

Quantitative’ 
structured surveys 

N = 4866 mothers 
of nonmalformed 
infant 

antenatal herbal and natural 
product use among mothers 
of nonmalformed infants in 5 
geographic centres. 

echinacea, arnica, ginger, 
raspberry, valerian,  
gingko biloba, Metabolife 
[Metabolife International, 
Inc., San Diego, CA], 
ginseng, chamomile, 
cranberry juice,  
acidophilus, fish oil, 
evening primrose oil 

Pregnancy, 
labour,  
postpartum 
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Continued 

9 
Holst et al., 

[31] 

Norfolk and 
Norwich  
University  
Hospital, UK; 
urban 

Quantitative; 
structured survey 

N = 578 pregnant 
women 

1) describe the use and the 
user of herbal remedies  
during pregnancy 
2) study the sources of  
information about herbs used 

ginger, cranberry, and 
raspberry leaf, valerian, 
St. John’s wort, horsetail 

Pregnancy, 
labour 

10 
Hwang et 
al., [32] 

Iraq; urban 

Quantitative 
cross-sectional; 
structured survey, 
face-to-face  
interviews 

N = 335 pregnant 
women 

to gain insights into the  
prevalence and factors leading 
to the use of CAM among 
pregnant women 

black seed chamomile, 
cinnamon, castor oil 
plant, ginger 

Pregnancy 

11 
Kaadaaga et 

al., [33] 
Uganda; rural 

Quantitative 
cross-sectional; 
structured survey 

N = 260 women 

to determine the prevalence 
and factors associated with 
herbal medicine use by 
women attending the  
infertility clinic. 

Not stated Pre-pregnancy 

12 
Kennedy et 

al., [4] 

Europe, North 
and South 
America, and 
Australia; urban 

Quantitative,  
multinational 
study 

N = 9459 

to determine the prevalence 
of herbal medicine, use in 
pregnancy and factors related 
to such use across  
participating countries and 
regions. The secondary aim 
was to investigate who  
recommended the use of herbal 
medicines in pregnancy 

Motherwort, centaury, 
lovage cowberry, Uva 
ursi, 
ginger and cranberry 

Pregnancy 

13 
Mothupi 

[34] 
Kenya; urban 

Quantitative  
methods;  
structured and 
semi-structured 
interviews/survey 

N = 333 women 
receiving ANC 

to determine the pattern of 
use of herbal medicine in an 
urban setting, where women 
have relatively high access to 
public healthcare. 

Not stated Pregnancy 

14 
Moussally et 

al., [35] 
Canada; urban 

Quantitative; 
structured surveys 

N = 8505 women 
selected from the 
Quebec Pregnancy 
Registry 

1) measure the prevalence of 
herbal product (HP) use, 
alone, and concomitantly 
with prescribed medications 
during pregnancy, 2) identify 
the most frequently  
consumed HP during  
gestation and 3) determine 
predictors of HP use at the 
beginning of pregnancy, and 
during the third trimester 

Not stated Pregnancy 

15 
Nordeng 

and Havnen 
[36] 

Norway; urban 
Quantitative; 
structured survey 

N = 400 early 
postpartum 
women 

assess the use of herbal drugs 
by pregnant women. 

echinacea, iron-rich 
herbs, ginger, ginseng, 
parsley, chamomile, 
cranberry 

Pregnancy 

16 
Nordeng 

and Havnen 
[37] 

Norway; urban 
Quantitative; 
structured survey 

N = 400 early 
postpartum 
women 

investigate the impact of  
socio-demographic factors, 
knowledge, and attitude on 
the use of herbal drugs in 
pregnancy. 

valerian, ginkgo,  
horsetail, sage,  
dandelion, bearberry, 
hops, lemon balm  
echinacea, iron-rich 
herbs, and ginger 

Pregnancy 
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Continued 

17 
Nordeng et 

al., [14] 
Norway; Urban 

Quantitative; 
structured surveys 

N = 600 pregnant 
women 

to investigate the use of  
herbal drugs by pregnant 
women about concurrent use 
of conventional medications, 
delivery, and pregnancy  
outcome 

ginger, iron-rich herbs, 
echinacea, cranberry, 
raspberry leaves, and 
chamomile 

Pregnancy, 
labour 

18 
Onyiapat et 

al., [9] 
Enugu, Nigeria; 
Urban 

Descriptive study; 
structured survey 

N = 396 pregnant 
women 

to obtain information on the 
use of Complementary and 
Alternative Medicine among 
pregnant women. 

Herbal mixtures, herbal 
tea “mvuruinu,” olive 
oil, traditional external 
cephalic version, folk 
remedies, prayer/faith 
healing, vision and 
pregnancy ritual 

Pregnancy 

19 
Orief et al., 

[38] 
Alexandria, 
Egypt 

Quantitative 
N = 300 pregnant 
women 

to elucidate the use of herbal 
medicines in pregnant  
women and to explore  
patterns of herbal medication 
use including dietary  
supplements in pregnant 
women 

Ginger 
Peppermint Fenugreek 
Green tea Garlic 
Aniseed 

Pregnancy 

20 
Yeh et al., 

[7] 
Taiwan; urban, 
rural 

Quantitative;  
secondary analysis 
of National Health 
Insurance  
Research Database 

N = 196350 wom-
en 

evaluate the patterns of  
traditional Chinese medicine 
(TCM) use among pregnant 
women in the National 
Health Insurance program in 
Taiwan 

Not stated/not  
applicable 

Pregnancy 

21 
Zamawe et 

al., [15] 
Malawi, rural 

Quantitative 
(randomised  
control trial) 
cross-sectional of 
secondary  
household data 

N = 8219 births 

assess the associations  
between self-reported use of 
Mwanamphepo (a group of 
herbal medicines commonly 
used to induce or hasten  
labour) and adverse maternal 
and neonatal outcomes 

Mwanamphepo  
(cissus/vitaceae plants 
species) 

Labour  
induction 

 
and coded by four researchers. The process involved prolonged engagement 
with the data with regular checks. The codes and concepts were harmonised 
while unrelated concepts/codes that did not translate to the dominant factors 
identified, synthesis was then undertaken as an interpretive, inductive process. 

3. Results 

The search generated 2,638 articles. Seventy-nine (79) duplicates were removed, 
and the titles and abstracts of remaining papers were screened. A total of 873 full 
texts were screened, and 21 papers were included in the review (Figure 1). The 
reference list of included papers was checked for potentially eligible articles. The 
exclusion and inclusion criteria are listed in Table 1. Thirty-seven full-text pa-
pers could not be retrieved from online sources. However, given the quality of 
papers included, the likely effect of non-access to full texts, may only add num-
bers to the included papers because they were in high impact factor journals. 
Three articles were given a moderate rating under the MMAT quality assessment 
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criteria for inadequate reporting [13] [29] [37]. Three had no specific reporting 
format and explored other components of HM use in maternal health such as 
infertility [13], knowledge and attitudes towards HM use [29] [37], Thus, articles 
were downgraded if the content were not explicitly on the aims of the study. The 
majority of the studies provided content on the analysis framework, premised on 
the study objectives and thus covered the different reasons, benefits, and effects 
for HM use in pregnancy or labour or the postpartum components of maternal 
care [4] [7] [8] [9] [12] [14] [15] [28] [31] [32] [34] [35] [36] [38], and therefore 
received a strong rating.  

In terms of the geographical region of the studies reported in this study, four 
articles were conducted in sub-Saharan African, [9] [15] [29] [34], 2 in Australia 
[4] [13], 2 in Asia [7] [28], another four studies were conducted in Europe [14] 
[31] [36] [37], 3 in North Africa and the Middle East [8] [32] [38], while the re-
maining five studies were conducted in South and North America [12] [26] [27] 
[30] [35]. From the components of maternal health reported in the included ar-
ticles, the majority (n = 10/21, 47.6%) reported solely on pregnancy [4] [7] [9] 
[29] [32] [34] [35] [36] [37], 5/21 (23.8%) described HM use in both pregnancy 
and labour [14] [26] [27] [28] [31], 2/21 (9.5%) examined HM use in pregnancy, 
labour and the postpartum phases of the maternal cycle [8] [30], another two 
(9.5%) articles reported findings on pre-pregnancy [13] [33], whilst two (9.5%) 
articles evaluated HM use in only labour [12] [15] [Table 3].  

From health literature, women’s health-seeking behaviour is influenced by a 
person’s perception of a threat posed by a health problem, the value associated 
with actions aimed at reducing the threat and the exposure to, source of and 
quality of the information received [40]. In all, seven interrelated themes 
emerged: 1) sociodemographic characteristics of HM users 2) perceived threat of 
health problem, 3) sources and quality of information received, 4) susceptibility 
to health complications, 5) potential limitations to the use of HM, 6) the motiva-
tion for HM utilisation, 7) concerns on the combined use of herbal and allo-
pathic medicines. 

3.1. Sociodemographic Characteristics of HM Users 

Several factors influenced women’s decisions for using HM. While herbal 
medicine use among mothers was not significantly associated with their soci-
odemographic characteristics in some countries, both obstetric histories and 
fundamental demographic factors influenced women’s decision-making and 
the action they took. For example, herbal product users, mostly among Hispanic 
mothers in the United States, were mostly among younger mothers than 
non-users [27] [32].  

Culturally, native-born mothers were less receptive to over-the-counter me-
dication than foreign-born Hispanic women in the United States [27]. In the 
same study, over-the-counter medications intake among mothers was more 
common among educated women than less educated ones [27]. In other re-
search in the US, Hispanic women reported more HM use, compared to Cauca-
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sian women, and the inclusion of a point to the confidence level did not suggest 
the use of herbal medicine and other natural products could increase over time 
[30]. The use of HM among pregnant women was found to increase as they grow 
older in a multistate study in the US [30]. In the same study, women who took 
decaffeinated coffee or tea were also slightly more likely to use herbal or other 
natural products in pregnancy and post-delivery [30]. 

In another study in the US [27], mothers’ demographic and obstetric charac-
teristics such as place of birth, education, timely care, history of medical prob-
lems, age, and parity (in univariate statistical analysis) found that prescription 
medication of herbal medicine was more than twice higher among women with 
a history of medical problems as opposed to those without such problems (aOR 
= 2.59, 95% CI: 1.59 - 4.25, p = 0.0001) [33]. In terms of age, older women of 
about 30 years or more were associated with HM use in Uganda [33].  

However, these findings were contrary to those from Australia [13], where re-
search showed that demographic characteristics such as education, employment 
status, income levels, or marital status were not significant determinants of HM 
use among women [13]. It was also found that women who sought Medical Spe-
cialist care during obstetric abnormality or complications, including fertility 
problems, were less likely to utilise HM than other women [13]. There was also 
no difference in maternal outcomes for users and non-users in the same study 
[13].  

3.2. Perceived Threat of Health Problem 

Most women used herbal medicine/remedies based on the given health condi-
tion/diagnosis and accompanying treatment plans [7] [8] [14] [15] [35] [37], and 
the desire to get over the pain, the complication or if infertility persisted over 
time [27] [28]. Women felt that using HM to treat the condition would have a 
substantial impact on their quality of life and birth outcomes, even when noti-
ceable potential side-effects of the medicine were known [10] [11] [12] [29]. For 
example, women who reported diabetes, weight increase, gastrointestinal com-
plications, bleeding, and urinary tract infections (UTIs) perceived using HM as a 
better alternative to prescription medication or allopathic medicine [27] [32]. 
Specifically, HM was a preferred choice and was common among pregnant 
women who perceived their health status as “average” or “unhealthy”. The evi-
dence shows that most pregnant women across the studies use HM to enhance 
their health status, strengthen their uterus and improve body immunity in the 
early stages of the pregnancy to avoid complications and reduced labour [30] 
[32] [33]. 

Conversely, from the findings from a randomized controlled trial in Malawi 
reported, HM use in pregnancy, labour, and the postpartum, showed substantial 
adverse implications on maternal outcomes. For example, mothers who used 
particular herbs, locally known as Mwanamphepo, a group of herbal medicines 
commonly used to induce or facilitate labour, had a significant association with 
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increased occurrence of maternal morbidity and neonatal mortality than non-users 
[15]. The chances that neonatal morbidities and mortalities could occur among 
users of the labour enhancing herbs were approximately 22% higher than moth-
ers who did not [15]. Another study that solicited women’s views on maternal 
illnesses and medications used from two months through to the end of preg-
nancy found that HM use was positively associated with increased maternal age 
[30]. 

3.3. The Source and Quality of the Information Received 

The choice of treatment for maternal illness was influenced partly by the source 
and quality of information on HM women received. However, all of those 
sources that were not duly authorised to vend and supply and circulate HM 
products and relevant information left significantly adverse implications on 
overall health outcomes of users [4] [33]. This means that women who utilised 
some HM products were most likely influenced by the source they originated 
and the quality of the information about the products. For studies that indicated 
the source and quality of information, first, some women decided in-person to 
use HM in pregnancy, labour, or postpartum [37] [38]. Second, some had in-
itially witnessed others use it or received recommendations from friends, family, 
healthcare workers (physicians and nurses), internet pharmacies, direct herbs 
from the bush, or traditional herbalists [29], gave the recommendation to moth-
ers before the decisions to use particular HM. Third, HM was readily available 
and accessible in HM shops, illegal dealers, herbal shops and clinics [8], and 
some women capitalised on that to remedy painful health diagnosis [13] [26] 
[31] [35]. For example, in Nigeria, more than two-thirds of pregnant women 
reportedly used herbal medicines that were self-prepared or already packaged 
[29]. Meanwhile, the majority obtained HM from the open markets, road hawk-
ers, herbal shops, pharmacies, direct herbs from the bush, or recommendations 
from herbalists [29], physicians, and nurses [26] [35]. Similar influence on 
women’s decisions to use HM was reported in a study in Egypt [38]. For in-
stance, a study involving 400 early postpartum women in an urban community 
in Norway, 39% (n = 156) who used herbs complained of varied harmful out-
comes; the most significant determinant for use was as a result of limited infor-
mation about the herbs used [36]. Additionally, it was found that a higher pro-
portion of women may have used harmful drugs in the first trimester (20.5% of 
83 women) than the second trimester (15.4% of 90) and 12.6% of women in the 
third trimester [36].  

However, in some geographical locations, women obtained expert informa-
tion on HM products, and their appropriate use before the acquisition. For ex-
ample, women who used HM in Norway and Nigeria (Enugu area), in pregnancy 
had high knowledge or were familiar with other people who had tremendous 
knowledge about the herbal products before deciding on the choices made [9] 
[37]. Overall, women’s exposure to the information on HM was found as a sig-
nificant, influential factor in HM uptake. It must be noted that the influence of 

https://doi.org/10.4236/health.2020.126044


J. Sumankuuro et al. 
 

 

DOI: 10.4236/health.2020.126044 585 Health 
 

location on HM use was, however, widespread among women in both rural and 
urban settings. In the Middle East, women in urban areas with high education 
and had ready access to maternal healthcare were reported using HM at substan-
tial levels than even rural areas in other countries [8] [34]. 

3.4. Susceptibility to Health Complications 

Some HM users documented in the study realised that they were at risks of de-
veloping worsening health complications and associated side-effects from using 
HM [8] [27] [32]. In some studies, it was observed that although some pregnant 
women had no intentions to use HM, nurses, and midwives recommended 
known HM products to them to help treat multiple obstetric complaints and 
discomforts including nausea and vomiting, labour stimulation, perineal dis-
comfort, lactation disorders, postpartum depression, preterm labour, postpar-
tum haemorrhage, labour analgesia, and malpresentation [26], cold, nausea, 
sleeping problems, constipation, treat chronic illness, to prepare for childbirth 
labour [4], and to solve bladder problems [30]. 

However, users prioritised using HM in the midst of the risks of obstetric 
complications associated with the use as more relevant [3] [8]. Four groups of 
women were observed: first, women who were seeking fertility treatment pre-
ferred to endure possible risks of HM than to endure the shame of childlessness 
from community members and spouse families [33]. Second, women who expe-
rienced common discomforts such as nausea and vomiting during pregnancy 
were prone to use alternative medicines, regardless of the effects. Third, those 
who sought HM, to augment on-going labour, or with postdate pregnancies and 
seeking to induce delivery, were likely to accept HM recommendations [14] [26]. 

The findings have shown that most women were bent on using HM to address 
multiple obstetric problems, yet, some treatment modalities and the herbal 
products used, were not adequately investigated for their safety in pregnancy in 
many countries [4] [14] [26] [30]-[35]. An example was reported in Bolivia, 
where government regulations disallowed the use of some HM products. How-
ever, women persisted in using them [28].  

3.5. Potential Barriers to the Use of HM 

HM products were concurrently used with allopathic or orthodox medicines. 
The concurrent use was found to have dire consequences on the health of preg-
nant women and the unborn. Countries where HM use was integrated in the 
mainstream health system such as the US, women had few limitations consulting 
their physicians on the best possible HM to use [4] [29]. Therefore, women in 
places like Nigeria, Uganda, and Kenya perceived the non-integration of HM 
product utilisation as a barrier to seeking education on the different kinds of 
HM available and receiving adequate information on the treatment modalities 
and correct dosages [12] [28] [29]. That aside, countries with weak enforcement 
of the regulatory frameworks on HM posed threats and barriers to the utilisa-
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tion, because of limited knowledge on the toxicity and plant constituents as well 
as the potential adverse effects on the use [28] [31]. Previous research in Ohio, 
the US, had some concerns about the non-publication of herbs and herbal medi-
cines via influential national dailies and magazines, although HM was integrated 
into their health system [12]. These had implications on consumers’ knowledge 
about the adverse effects of the medicines. For instance, limited exposure to 
herbal drugs was the cause of a lack of knowledge and non-use among pregnant 
women in Taiwan [7].  

However, in some places, HM was the most affordable choice, given the 
widespread health financing challenges women faced. For instance, in most low- 
and middle-income countries (LMICs), herbal medicines may not be only rela-
tively cheap, dependent on “how much the client has” and sometimes payable in 
kind [29]. HM was readily available and accessible than conventional medicines. 
However, a significant barrier was the claims on decisions made. Nevertheless, 
in the case of Bolivia, social norms were against the intake of contraception, al-
though their increased knowledge of the different methods, which motivated 
women’s use of alternative medical remedies [28]. Disgrace women could poten-
tially experience from community members for wanting family planning pills, 
coupled with the disapproval of spouses/husbands, were important reasons for 
using HM. 

3.6. Perceived Benefit and Efficacy of Herbal Medicine  

According to the World Health Organisation (WHO), the increased use of HM 
and herbal products is was found to have some correlation with the culture and 
historical norms within which such products first evolved [6]. The literature 
demonstrates that most herbal medicines that claim to provide effective cures for 
various diseases lack sufficient evidence for safety, efficacy, and quality require-
ments. This problem is compounded by the lack of information about appropri-
ate usage provided at the point of supply. This compromises the safe use of HM 
[6].  

In this evaluation, women’s confidence in the potency of HM to treat pains, 
misery, and trauma was an essential determinant in their choices. For instance, 
in one study, Fakeye and colleagues reported women (22.4%) believed HM had 
more significant potential to cure their health problems than conventional med-
icine. In contrast, 21.1% perceived HM to be harmful in pregnancy [29]. A few 
of the women used HM as part of their culture, while a significant number 
(19.7%) utilised HM when conventional medicines failed [29]. In many loca-
tions, mothers perceived that HM had the potential to treat multiple illnesses 
compared to conventional medicines [8] [31] [38]. In rural Uganda, addressing 
infertility in marriage was the primary motivation for using herbal medicine, 
and this occurred without sufficient knowledge on the safety and perceived effi-
cacy of the particular HM product [33].  

In the US, a study involving 485 Hispanic women found that one in five 
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pregnant women (20%) believed herbs were safer and better at treating ill-health 
conditions [27]. In the same study, herbs were used to improve general health 
and to increase energy. A few women (12%) used herbs for anaemia, allergies, 
hypertension, and gastrointestinal symptoms [27]. However, in Kenya, mothers 
used it to treat back pain, toothache, indigestion, and infectious diseases such as 
respiratory tract infections and malaria [34]. In places like Russia, Europe, and 
Australia, nausea and cold-related complaints in pregnancy were crucial drivers 
for the use of herbal medicine in a multi-country study [4]. Similar results to 
those of Kennedy et al. [4] were obtained in North Carolina [26]. They wished 
“to do everything they can” to decrease the potentially adverse maternal out-
comes.  

Relatedly, only about 29% of women in the survey in Bolivia reported that 
HM was easy to access to help with abortion care than prescription drugs [28]. 
Other women chose HM over modern medicines for abortion care due to a gen-
eral mistrust of the safety, fear of the adverse effects, and substantial doubts of 
the effectiveness of modern drugs [28]. Such findings were not reported only in 
Bolivia but in countries like Norway [37], Malawi [15], Taiwan [7], and Nigeria 
[9]. Also, in a study that explored herbal medicine use among pregnant women 
attending family health centers in Alexandria, Egypt, found that more than half 
of the women (about 65%) reported HM was more effective at relieving prob-
lems in pregnancy [38]. 

3.7. The Motivation for HM Utilisation  

The studies considered in this report have shown that the final decision about 
using HM to address specific health problems was influenced by the advice of 
over-counter-drug dealers, herbalists, physicians, and supportive others. How-
ever, the time is taken in deciding to use HM differed considerably depending 
on women’s health needs, information available, and preference. First, the po-
tential risks and benefits of the particular HM used were considered [4] [12] [13] 
[28] [29]. However, some studies discovered women’s personal preferences mo-
tivated the choices and decisions made. For example, a study in Australia dem-
onstrated that improving overall maternal outcomes, weight loss before preg-
nancy were the crucial determinants for using HM [13]. Relatedly, women who 
used HM in pregnancy and pre/pregnancy were more likely to use the same 
during labour and after delivery. For example, in Quebec area in Canada; Mou-
sally and colleagues reported that herbal product intake in the third trimester 
was motivated by prior experience using it in pre-pregnancy and pregnancy 
[35].  

Second, the varied complications women suffer were determinants in the de-
cision-making process. Among 4866 mothers of nonmalformed infants from 
1997 to 2005, 282 (5.8%) of those mothers to these infants reported the use of 
herbal or natural treatments in that research conducted in North America 
(Canada and US) [30].  
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Moreover, some women made decisions based on their health condition, and 
the information received about the effectiveness of the medicines [12] [28] [29] 
[31] [33].  

3.8. Concerns on the Combined Use of Herbal and Allopathic  
Medicines 

A particularly concerning aspect of HM use among women was about the com-
bined use of conventional medicine and HM, and often failed to inform or ob-
tain expert views about the medicine [32]. Such attitudes were reported in Nor-
way, Nigeria, and the Middle East [8] [14] [29] [32], meanwhile, women in a US 
study disclosed the combined use to their physician [13]. While guidelines for 
the use of most HM in pregnancy recommends that women obtain counsel from 
physicians and caregivers before using HM in the advanced countries [13] [14] 
[27] [36], and non-compliance was shown in some studies [5] [6] [10]. For ex-
ample, a study in Norway has revealed that about one-third of the women failed 
to comply with physician counsel on the grounds of lack of trust in their com-
petence [37].  

In Norway, the use of HM and conventional or modern medicines, concur-
rently, were reported among 600 pregnant women [14]. However, there were 
adverse implications on the combined use. For example, among these mothers 
[14], there was a significant association between women who used iron-rich 
herbs during pregnancy and high birth weights on the one hand and use of 
raspberry leaves and caesarean delivery (23.5% vs. 9.1%) on the other, among 
women who used both forms of medicines in that study [14] after controlling for 
gestational length and maternal age [14]. 

Some respondents were more concerned about the side effects/contraindications 
of Western medicine than HM [34]. About 30.4% of respondents in Nigeria 
thought that the side effects of some HM could be dangerous [29]. Meanwhile, 
among the 405 respondents in the same study who had used herbs before and 
during pregnancy, 18.0% had experienced some reactions including, dizziness, 
malaise, headache, and rashes, post-administration of HM [29]. Evidence 
showed decreased use of HM during pregnancy in Taiwan was partly associated 
with adverse concerns about previous exposure to HM [7]. 

4. Discussion 

Herbal medicine intake in pre/pregnancy, labour, and post-delivery was found 
to be a standard practice in many countries. There are extensive studies into dif-
ferent uses of HM and the potential health outcomes of use.  

Findings from twenty-one eligible studies were extracted and reported in this 
study [40] [41]. We found that women used herbal medicine in pre-pregnancy, 
labour and the postpartum. Herbal medicines were mostly used during preg-
nancy and labour, accounting for approximately 61.9% (n = 13/21) of the studies 
reported. We found that there was a strong interplay of sociodemographic and 
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obstetric characteristics of women and HM use. For example, the place women 
gave birth, residing in a rural area, their age, education, the nature of health care 
received during pregnancy, history of medical problems, and parity were found 
to be significantly associated with HM use for the studies from the United States, 
Iraq, Kenya, Norway, Nigeria, and Uganda [26] [29] [32] [33] [37].  

While there were discrepancies in the participants’ characteristics and HM 
use, the differences may partly be explained by socioeconomic levels of families. 
The rich may consult with their doctor before use or otherwise ensure adequate 
information about the benefits and side-effects of the product before using it. 
This was reported in studies in Norway and the United States [14] [27]. It was 
observed that some of those women perceived they had better knowledge about 
the HM than the physician/nurses and would persist in using it against medical 
advice [14] [27]. For this reason, education on the use of HM, including its neg-
ative side-effects, is critical for all categories of women, especially in low- and 
middle-income countries (LMICs). 

In terms of obstetric characteristics, both antenatal care (ANC) and non-ANC 
attendants used HM products. The ANC programme aims to educate, prevent 
exposure to adverse outcomes, and prepares them for birth [42], yet, HM use 
was very much associated with increased ANC visits and rampant [33]. It was 
found that HM use was independent of personal characteristics in only two stu-
dies in Saudi Arabia [8] and the United States [27]. In these studies, herbal med-
icine use was not related to the participants’ educational attainment, marital 
status, and parity [8] [27], which suggest that ANC education must be intensi-
fied, and all expectant and postnatal mothers should be given equal attention.  

From the results, quite a good variety of reasons were proffered for using HM. 
First, the perceived severity of the health problem was a strong driver towards 
HM use. For example, women who used HM to treat infertility, manage weight, 
anaemia, allergies, hypertension, respiratory tract infection (RTIs), malaria and 
gastrointestinal [27], among others were keen on getting through the pain and 
ill-health condition regardless of the adverse effects associated with the particu-
lar medicine. However, for most of them, HM was the ideal medicine for solving 
pregnancy problems and induction of labour as well as treating postpartum 
complications [29]-[34]. The intake of HM only to solve maternal health prob-
lems was associated with women who lived in rural areas [9] [33] [35] [38], and 
low-income earners [8]. The World Health Organization (WHO) have shown 
that about two-thirds of women in low-middle-income countries (LMICs) use 
HM as their primary source of healthcare, although, some of those products had 
adverse effects on maternal outcomes [10] [11]. Nevertheless, it was understood 
women’s decisions to use HM was influenced by a variety of factors such as the 
source and quality of information about the medicine, recommendation by pre-
vious users and healthcare workers, and lack of access to appropriate healthcare 
services.  

Therefore, advertisements and inappropriate therapeutic claims by manufac-
turers/sellers may expose women to HM use, thereby contributing to the mater-
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nal care decision-making process, which potentially created wrong impressions 
on the efficacy of their products in addressing obstetric problems. For the critical 
attractions for choosing certain HM products in this study, it was reported that 
manufacturers provide a broad range of maternal health problems that the said 
products could treat, which lured users into perceiving that those particular 
herbal drugs were more productive, cheaper, and safer to use than allopathic 
medicines. These findings were reported in other locations [2] [3] [43] [44] [45] 
[46] [47]. For example, in northern Ghana, herbal oxytocin used by traditional 
birth attendants and herbal healers were perceived to be effective in treating 
prenatal and delivery problems, which nevertheless led to birth asphyxia, hae-
morrhage, fistula and a host of maternal problems among users [2] [47]. How-
ever, efforts were often not made to consult and obtain the correct counsel from 
healthcare workers. 

Another source of motivation came from recommendation from previous us-
ers. It was found that mothers who had used particular HM and perceived it to 
be effective in addressing certain maternal complications were later discovered 
to be harmful. This was because the perceived benefits were as a result of undis-
closed facts about their efficacy [9] [29]. In all of these concerns about HM, 
women in less developed countries were more exposed to the potential harm of 
HM use in pregnancy, labour and the postpartum for a variety of reasons, not 
just different kinds of chemicals and metals, although undoubtedly important. It 
is crucial given the systemic maternal health service delivery challenges in less 
developed regions, to research the adverse outcomes that may be associated with 
certain products if improving the overall maternal healthcare delivery outcomes 
in LMICs is a top priority.  

Touching on the adverse effects of HM, thirteen articles reported the negative 
impacts of HM intake and that the use could potentially account for maternal 
and neonatal morbidity and mortalities. For example, in the trial study in Mala-
wi, it was reported that women who used Mwanamphepo to induce labour, ex-
perienced poor delivery outcomes than those who did not use it during labour 
[15]. The chances of exposure to sickness and death were 22% higher among 
HM users during pregnancy and labour than non-users [15]. Similarly, HM use 
in the first and second trimesters were more likely to cause complications in the 
pregnancy as it advances into the third trimester, during delivery and the post-
partum [36]. In the interim, it is already known that some herbal preparations, 
mainly those sold “over-the-counter” may contain potentially toxic amounts of 
heavy metals [6]. The consequences of heavy metals and broadside effects were 
clearly demonstrated in previous studies as contributing to birth asphyxia, hae-
morrhage, outright death, and stillbirths among women who used HM to induce 
labours in Ghana and other LMICs [2], therefore, as part of the campaigns to 
improve on maternal outcomes, it is necessary to regulate the polarisation and 
continuous intake of unauthenticated HM products among pregnant women. At 
best, ANC programme can be used as a window to correct the wrong informa-
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tion, as a way of reducing the uncontrolled consumption of unvalidated (in 
terms of products safety) HM products, especially in rural and less educated 
populations.  

Interestingly, some mothers combined the use of HM products and allopathic 
medicine in many of the studies. For example, there was a combined use of Ko-
rean HM was reported for women who sought help for previous poor pregnancy 
and birth outcomes [11]. A particular HM called Anjeonicheon-tang was used 
alongside essential medicines for women with recurrent miscarriage and signs of 
haemorrhage such as vaginal bleeding [11]. The finding is consistent with those 
of previous studies. Notably, ANC medicines were combined with an HM called 
“mansugo” in the literature in Ghana, and related medicines in the Middle East 
[10] [42] [48].  

Given the concurrent use and the perceived potential of HM products in 
solving maternal health problems, there is a need for integration into the main-
stream healthcare system in countries that have not considered this reality. The 
integration has enormous benefits as due diligence will be carried out before al-
lowing HM into the health facilities. HM integration has been accomplished in 
places like the US, which allows physicians and nurses to recommend useful HM 
to mothers [12] [27]. This is not the case in less advanced settings, and thus, the 
contraindications and teratogenic potentials of most herbal products are poorly 
understood [3] [10] [49]. It was further shown that the cumulative harm of the 
adverse effects of HM use was mostly found among women who combined HM 
use with conventional medicines. Such behaviours were broadly shown in the 
studies in Norway, Nigeria, and the Middle [14] [29] [32] [35]. The study found 
the interplay of multiple variables as contributing to increased and sometimes 
unhealthy use of HM. Therefore, a synthesis was needed to pin together these 
issues to support maternal healthcare policy decisions and related health inter-
ventions.  

4.1. Implications for Policy and Practice 

Given that primiparous women, younger mothers, and less educated mothers 
were the most users of HM in pregnancy and labour, the regulatory frameworks 
and law enforcement agencies need to intensify the monitoring of manufacturers 
of herbal products as well as traditional healers and traditional birth attendants, 
especially in LMICs. It was observed that specific Chinese HM was increasingly 
used by women. However, their perceived safety was not confirmed, and these 
resulted in avoidable maternal and neonatal morbidities and mortalities [11]. 
Also, the study has found that about 70% of pregnant women in a study in the 
United States, were given over-the-counter herbal medication during admission 
to treat diabetes and urinary tract infection, meanwhile, later interrogations on 
the said products revealed that there was insufficient evidence on the safety of 
those medicines before the sale [27]. Therefore, further research is needed to 
understand the safety of HM used pregnant women.  
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Stakeholders on maternal and neonatal health service delivery systems need to 
intensify public education and enforce regulations on the use of HM among 
pregnant women. Given that early mothers were less exposed to the adverse ef-
fects of HM use on in pregnancy and birth outcomes, ANC education could be 
re-tailored to eradicate inaccurate perceptions about the potency of HM in solv-
ing their pregnancy and birth complications. This study suggests the healthy in-
tegration of the HM clinics with the maternity/ANC departments in the health 
facilities in LMICs to help regulate mothers’ intake of toxic plant products. This 
is particularly required in LMICs. 

4.2. Limitations and Strengths of Included Studies, and the Review 

This article must be read against the following limitations. The paper was writ-
ten using references extracted from four central databases conducted in the Eng-
lish Language, which may not be representative of the overall content on HM 
product use in pre/pregnancy, delivery, and postpartum. Nevertheless, an addi-
tional search through the reference list of included studies [Figure 1], potentially 
minimised the potential for non-inclusion of relevant articles and thereby re-
duced biases in the dataset. The review captured a diverse group of articles that 
used different study methodologies, which made it challenging to conduct me-
ta-analysis or check for publication bias of those studies.  

Further, the qualitative content analysis approach was adapted to extract the 
data as contained in the results. This may be criticized due to its potential to bias 
the analysis and thus, the study findings. However, this was addressed by ensur-
ing a non-biased approach to coding, identification, and categorisation of all in-
stances and dimensions of women’s decision-making process on HM use. How-
ever, we are confident that the inductive coding process complemented to avoid 
potential biases. 

5. Conclusions 

The results of this review have presented HM use among women during 
pre/pregnancy, labour, and postpartum. HM use was observed to be polarised 
across all the countries, residences, and among the age cohorts of women. 
Therefore, we are proposing that: first, the health system of the respective coun-
tries should assess holistically, by the stakeholders in maternal health and feasi-
bly integrate HM into the mainstream healthcare delivery through broad con-
sultations. This will provide relevant sources and quality of information on HM 
products as well as give women access to specialist diagnosis of the health condi-
tion before HM uptake. Second, there should be due process in the integration 
and explicit research findings to educate pregnant women on the potential harm 
of any given herbal products in the market. Less developed countries need regu-
latory frameworks for HM products to control unauthorized products, from 
circulating among the population.  

We do acknowledge that most articles in this study were quantitative, which 
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limits the review from collecting emic perspectives of women who used HM. 
Given this, along with the methodological variability in existing studies, there is 
a need to explore HM use in pregnancy, labour, and postpartum using qualita-
tive or mixed-method designs. This will assist policymakers in understanding 
the contextual issues associated with HM use and maternal outcomes. 
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Highlights 

• herbal medicine was used at all age cohorts and geographical locations.  
• there is a need for due process to educate mothers using healthcare delivery 

outlets on the potential harm of any given herbal product in the public do-
main.  

• women’s exposure to the information on HM was a significant, influential 
factor in HM uptake. 

• integration of herbal medicine into the mainstream health system could po-
tentially reduce unregulated use and moderation of harm associated with use 
among women.  
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