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Abstract 

Background A barrier to achieving first trimester antenatal care (ANC) attendance in many countries has been the 
widespread cultural practice of not discussing pregnancies in the early stages. Motivations for concealing pregnancy 
bear further study, as the interventions necessary to encourage early ANC attendance may be more complicated than 
targeting infrastructural barriers to ANC attendance such as transportation, time, and cost.

Methods Five focus groups with a total of 30 married, pregnant women were conducted to assess the feasibility 
of conducting a randomised controlled trial to evaluate the effectiveness of early initiation of physical activity and/
or yoghurt consumption in reducing Gestational Diabetes Mellitus in pregnant women in The Gambia. Focus group 
transcripts were coded through a thematic analysis approach, assessing themes as they arose in relation to failure to 
attend early ANC.

Results Two reasons for the concealment of pregnancies in the first trimester or ahead of a pregnancy’s obvious 
visibility to others were given by focus group participants. These were ‘pregnancy outside of marriage’ and ‘evil spirits 
and miscarriage.’ Concealment on both grounds was motivated through specific worries and fears. In the case of a 
pregnancy outside of marriage, this was worry over social stigma and shame. Evil spirits were widely considered to 
be a cause of early miscarriage, and as such, women may choose to conceal their pregnancies in the early stages as a 
form of protection.

Conclusion Women’s lived experiences of evil spirits have been under‑explored in qualitative health research as they 
relate specifically to women’s access to early antenatal care. Better understanding of how such sprits are experienced 
and why some women perceive themselves as vulnerable to related spiritual attacks may help healthcare workers or 
community health workers to identify in a timely manner the women most likely to fear such situations and spirits 
and subsequently conceal their pregnancies.
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Background
Early antenatal care (ANC) attendance (within the 
first trimester) is associated with fewer complications 
during pregnancy and delivery, reduced maternal and 
infant mortality, and better life course outcomes for 
children [1, 2]. The World Health Organization recom-
mends that, for best outcomes, ANC be initiated before 
the  12th week of a pregnancy, and that pregnant women 
should have eight contacts with ANC healthcare work-
ers throughout the duration of their pregnancy [3]. The 
consequences of late ANC attendance is a global con-
cern not restricted only to lower- and middle-income 
countries [4, 5], although there have been many tar-
geted efforts to increase ANC attendance in sub-Saha-
ran Africa (SSA) and Asia in particular, due to the 
historically high rates of maternal and child mortality 
[6].

The Gambia is one nation in SSA which has made 
recent substantial progress in improving maternal and 
childhood survival rates, now sitting in the mid-range of 
maternal mortality rates for the region. Active interven-
tions in the nation are aimed at further encouraging ANC 
uptake and increasing total contacts between women and 
healthcare workers across the duration of a pregnancy 
[7–9]. One difficulty in encouraging early ANC uptake 
in The Gambia has been the widespread cultural practice 
of not disclosing pregnancies in the early stages, which 
extends to a reluctance to disclose to family, co-wives, 
friends, and healthcare workers [10, 11].

Previous analysis of Gambian women’s feeling toward 
ANC showed that women generally prefer to book for 
early ANC and understood benefits of doing so, although 
there are frequent practical barriers to doing so [12]. 
These barriers have been identified by Gambian women 
as including: limited support from husbands [13], finan-
cial and time barriers to travel [14], caretaking and 
domestic responsibilities [11], and concerns about side-
effects from medication [15]. Our participants echoed 
these concerns, but some women referred additionally to 
instances when women might not attend ANC because, 
although aware of their own pregnancy, they did not wish 
to disclose their pregnancies to others, including health-
care workers. Although recent work on concealed preg-
nancy in The Gambia has encouraged health workers 
and qualitative researchers to improve the detection of 
pregnancy in women who may outright state they are not 
pregnant for any reason [16], instances and motivations 
for concealed pregnancy themselves bear further analy-
sis and study, as the relevant interventions necessary to 
encourage early ANC attendance for concealing mothers 
may be more complicated than those targeting practical, 
infrastructural barriers to ANC attendance (e.g., reim-
bursement of bus fare for women travelling to clinics).

Methods
Design
The data analysed in this study emerged from focus 
groups which were collected in support of a Randomised 
Control Trial (RCT) evaluating the effectiveness of early 
initiation of physical activity and/or yoghurt consump-
tion in reducing Gestational Diabetes Mellitus (GDM) 
in pregnant women [17]. The focus group discussions 
(FGDs) analysed herein were conducted to understand 
Gambian women’s interest in booking early for ANC, 
lifestyle changes, and undergoing interventions and pro-
cedures required for participating in the wider study, 
along with barriers to recruitment and interventions. We 
believe that the outcomes from these FGDs will guide 
recruitment and retention for the wider RCT which is 
planned in the future.

Focus groups were chosen to obtain insights into moth-
ers’ perceptions and experiences of booking for ANC and 
potential participation in the RCT. Focus groups were 
preferred over in-depth interviews or nominal group 
technique because a range of divergent views and experi-
ences were sought, rather than individual views or a con-
sensus opinion on a single issue [18].

Study setting
The focus groups were conducted at the Kanifing Gen-
eral Hospital in The Gambia. Kanifing General Hospital 
is a tertiary referral facility, located in the urban Kanif-
ing Municipality, the most densely populated settlement 
in The Gambia [19]. Outside of the national capital, Ban-
jul, Kanifing Municipality has the highest proportion of 
births occurring in medical facilities [20]. The majority 
of the population in The Gambia are Muslim, although in 
practice this is often blended with local spiritual beliefs 
[9, 21].

Participant sampling and recruitment
The FGDs were covered under the wider RCT’s feasibility 
study ethical clearance. All methods were performed in 
accordance with the Declaration of Helsinki’s guidelines. 
The study was approved by The Gambia Government/
MRCG joint ethics committee (SCC 1620).

We used convenience sampling to recruit partici-
pants for the focus group discussions. Pregnant moth-
ers attending an antenatal clinic at Kanifing General 
Hospital were approached for their participation. Study 
staff (social scientist and research clinician) approached 
women and explained the objectives and details of the 
study before obtaining informed consent. An informed 
consent form was administered by the research clini-
cian or field worker facilitating the FGD sessions. The 
consent form was written in English and was verbally 
translated as required. The participants were allowed as 
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much time as wished to consider the information, and 
the opportunity to question the personnel administrat-
ing the ICF. Written informed consent was obtained by 
means of participant dated signature and dated signa-
ture of the person who administered the consent form. 
In cases of illiterate participants, her left thumb impres-
sion was obtained. Those women who consented when 
approached by researchers at the antenatal clinic were 
then invited to a room within the antenatal facility for the 
focus group discussions.

Study population
Five FGDs were conducted in February 2019 with 30 
married pregnant women aged 16–37  years old who 
reported between one and six pregnancies (including 
their current pregnancy) (see Table 1). The only informa-
tion recorded about women participating in FGDs were 
their ages and numbers of pregnancies (including cur-
rent), and therefore the sample may not be representative 
of the local population as a whole, though all three of the 
most commonly spoken languages in The Gambia were 
represented.

Data collection
A pre-written FGD guide was used to facilitate the dis-
cussions. The guide (Table 2) contained questions about 
willingness to participate in the proposed RCT from 
12–14  weeks of gestational age, routine antenatal care, 
proposed interventions, adherence to study protocol, 
retention, factors that may restrict adherence to study 
protocol and acceptability of the yoghurt as well as the 
procedures around physical exercise.

FGDs were facilitated by two Gambian researchers: an 
experienced female social scientist, who has successfully 
collected data on many similar studies with pregnant 
Gambian women, assisted by a male research clinician. 
Four were conducted in both the Mandinka and Wolof 
languages (as participants commonly spoke both lan-
guages), with one FGD conducted exclusively in Fula—
these are the most commonly spoken languages in The 
Gambia. Sessions were recorded with participants’ per-
mission, and the audio recordings were later transcribed 
by the trained field worker who led the interviews, and 
translated into English. The transcribed texts were inde-
pendently reviewed (together with the recordings) by two 
study staff who were fluent in the local languages of the 
recordings and English. The discussions lasted an average 
of two hours.

Patient and public involvement
Patients or the public were not involved in the design, 
conduct, or reporting plans of this research but the pre-
liminary outcome of the findings were considered for the 
final draft of protocol of the RCT. A summary of the main 
trial results will be disseminated to the general public and 
study participants after the completion of the study.

Data analysis
The analysis in this paper focuses specifically on women’s 
answers relating to FGD theme number one, ‘willing-
ness to book for ANC in first trimester’, and the ways in 
which beliefs can be barriers to intervention and protocol 
adherence. Transcripts were uploaded into NVivo (v12) 
and, using Braun and Clarke’s thematic analysis approach 
[22], the first author coded the transcripts, deductively 
generating themes as they arose in relation to failure to 
attend early ANC, with women’s concealment of preg-
nancy emerging as a strong theme which had not previ-
ously been analysed in relation to this data set. This initial 
framework was presented to and verified by authors two 
through nine, with intercoding for verification performed 
by author eight, and showed that in addition to the infra-
structural and relational barriers associated with late 
ANC attendance previously identified, there were rea-
sons which would cause women to actively conceal their 

Table 1 Participant characteristics

FGD Participant 
ages (years)

Number of 
participants in 
FGD

Number of pregnancies 
per participant (including 
current)

1 19–37 6 1–5

2 23–29 6 1–5

3 16–32 6 1–4

4 19–35 6 1–5

5 19–30 6 1–6

Table 2 Focus group discussion guide

Willingness to book for ANC in the first trimester

Willingness to participate in a diet (yoghurt consumption) and physical activity intervention trial

Willingness to undergo study‑related procedures (laboratory test, ultrasound scan, using electronic arm band, walking during pregnancy and measure‑
ments of baby)

Barriers that limit participation of pregnant women to yoghurt consumption and physical activity

Barriers to protocol adherence
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pregnancy from others, with the result that they would 
not attend ANC for fear of disclosure.

Results
Two reasons for the concealment of pregnancies in the 
first trimester or ahead of a pregnancy’s obvious vis-
ibility to others, were given by FGD participants. These 
were ‘pregnancy outside of marriage’ and ‘evil spirits and 
miscarriage’. Concealment on both grounds was moti-
vated through specific worries and fears. In the case of a 
pregnancy outside of marriage, this was worry over social 
stigma and shame. Evil spirits are understood as a cause 
of miscarriage in early pregnancy, and as such, women 
may choose to conceal or not disclose their pregnancy as 
a protection mechanism.

Pregnancy outside of marriage
FGD participants reported that women who found them-
selves pregnant outside of marriage were understood 
to be less likely to attend early ANC for fear of running 
into acquaintances at the clinic and the pregnancy being 
revealed. This theme was spoken about in generalised 
terms with no specific examples presented.

Respondent: Some women get pregnant out of wed-
lock. These women feel shy to show up in the clinic 
and be in the same place with other pregnant 
women. They also avoid to be seen by their family 
members while attending ANC. They don’t want oth-
ers to say to their family members “I have seen Mrs 
X at the antenatal clinic. Is she pregnant?” —FGD5

FGD participants did not elaborate on what the social 
consequences of such a pregnancy out of marriage might 
be; these results will be considered in the Discussion in 
relation to extant literature on the social consequences 
of pregnancy outside marriage. Further, all FGD partici-
pants were married, and none indicated that they had 
concealed a pregnancy for this reason.

R: Am sorry to say this, there are pregnant women 
who feel ashamed of attending ANC because they 
got pregnant out of wedlock. They don’t want to be 
seen by people. Excuse me for my language. This 
could be one of the main reasons why they book late, 
but if you are married you are good to go. —FGD4

Evil spirits and miscarriage
The more prevalent discourse related to the conceal-
ment of pregnancy was linked to local cultural beliefs 
around the causes of miscarriage. Many of the women 
interviewed held the view that making one’s pregnancy 
known to others at an early stage places one at greater 
risk of miscarriage as pregnancy makes one vulnerable to 

attacks by evil spirits. The term ‘kunto jinno’ (‘evil spirit’; 
derived from the Arabic ‘jinn’, for ‘spirit’) was that which 
was commonly used in Mandinka. ‘Kunto fengo’ (‘evil 
thing’) was also employed by Mandinka speakers, as 
there is a belief among some individuals that one should 
avoid using the word ‘jinno’ so as to not draw a spirit’s 
attention to oneself. ‘Raab’ was the term employed by 
Wolof speakers. Each of these terms refers to a type of 
spirit who is neither divine nor an ancestor, but which 
occupies the same landscapes as and has complex rela-
tionships with humans.

Fear of early disclosure of pregnancy leading to miscar-
riage resulted in some women keeping their pregnancies 
secret and not attending ANC.

R: Such things do occur in our communities. There 
are women if they conceive, they have miscarriages 
once people notice that they are pregnant. Once peo-
ple notice that some women are pregnant, they will 
have a miscarriage. —FGD5

Divergent from the general, unspecified way in which 
pregnancy out of marriage was spoken about, these spir-
itually induced miscarriages were known to have hap-
pened to specific individuals:

R: There is a lady I know who is afflicted with such 
a problem. It is these types of evil spirits that always 
abort her pregnancies. Whenever she is pregnant, 
she becomes hopeful but only to lose it when her 
pregnancy is about three months. Whenever she 
goes to the toilet, the evil spirits flush out the whole 
conceptus into the toilet. […] it is the evil spirits she 
is possessed by who are the culprits. She tries very 
hard to hide her pregnancies but loses them once 
they reach three months. You know this is painful. 
[…] My sister-in-law is possessed by such spirits. She 
loses her pregnancies once they are three months old. 
—FGD4

Indeed, one FGD participant, in response to a general 
comment from another participant, reported suffering 
from miscarriages attributable to these spirits and early 
disclosure of pregnancy:

R1: Yes, they used to say that some women have 
spiritual forces and once people detect that they 
are pregnant during their first month, they can eas-
ily have a miscarriage or it will hunt them during 
labour. This is why others hide their pregnancy until 
their delivery is due.

R2: Yes, it happens because even I am a victim; I had 
a miscarriage in my first pregnancy when I was three 
months. This is why many women don’t like people 
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knowing that they are pregnant early. […] It is a nat-
ural thing in some women. Once people detect that 
they are pregnant, they easily experience a miscar-
riage. —FGD2

However, some women were aware of the belief that 
spirits were the cause of miscarriages but did not ascribe 
to it, although they were aware that it influenced the 
actions and choices of other women. In the following 
exchange, the second respondent notes how a miscar-
riage may occur because a woman has not attended early 
ANC, but then perceived as being caused by spirits.

R1: Yes, this [that women may lose their pregnancies 
on account of spirits] is true for some women once 
people start talking about their pregnancy while the 
pregnancy is in its early stage. […] In most cases they 
will wait until the pregnancy is obvious before they 
book for ANC.

R2: I don’t think this should prevent pregnant 
women from booking for ANC. It is better to book 
early when your pregnancy is about three months 
old, otherwise you might have a miscarriage and it 
will be attributed to evil spirits. –FGD3

Discussion
This qualitative analysis of FGD data considered the rea-
sons for which women in urban Gambia might choose 
to conceal a pregnancy. It identified ‘pregnancy outside 
of marriage’ and ‘evil spirits and miscarriage’ as two dis-
tinct reasons a woman may wish to conceal a pregnancy, 
including from healthcare workers by not attending early 
ANC.

Women were understood to conceal those pregnancies 
which occurred outside of marriage for as long as pos-
sible. Previous research in The Gambia has shown that 
not wanting to be the subject of gossip and avoiding the 
stigma of unwed motherhood drive this type of conceal-
ment among women of various ethnic groups [10, 23]. 
Women who become pregnant while not married will 
conceal until a marriage can be arranged, an abortion 
accessed, or until the pregnancy is visually obvious and 
no longer able to be hidden [24]. While FGD participants 
referenced gossip, they did not directly discuss the ques-
tion of shame. Pregnancy outside of marriage is under-
stood as in violation of appropriate codes of conduct, 
and such pregnancies may be seen as both shameful for 
the woman in question as well as her wider family, jeop-
ardising not only the marriage prospects of the pregnant 
woman but also any sisters she may have [25].

Regarding the question of miscarriage attribut-
able to evil spirits, participant familiarity with both the 

phenomenon and individuals who have suffered such 
miscarriages indicates that far from an isolated or fringe 
cultural belief, the presence of spirits continues to inform 
lived pregnancy experiences for many women in The 
Gambia as it does other aspects of daily living. Indeed, as 
anthropologist Susannah Chapman has described for The 
Gambia, ‘it is not uncommon for jinn to intercede, assist, 
or even interfere with the affairs of humans’, be they preg-
nant women or otherwise [26]. Our participants invoked 
the presence of jinn in relation to other discussion top-
ics, suggesting that the proposed physical activity inter-
ventions of the RCT must take into account the times 
of day when jinn are most active and therefore when it 
is not appropriate for an individual to be outdoors; for 
these urban women jinns were not outdated folk beliefs, 
but rather, had an active presence in their experiences of 
daily life. That traditional beliefs and practices continue 
to exist together with awareness and utilisation of bio-
medical services—even in highly urbanized areas of The 
Gambia [11]—suggest that more robust understandings 
of the cultural contexts in which pregnancy concealment 
occurs would aid in interventions which are both effec-
tive and locally-sensitive. 

If public disclosure of a pregnancy is understood to be 
extremely dangerous to the life of the foetus on account 
of harm from spirits, active concealment and reluctance 
to speak about a pregnancy may be read not as negli-
gence born of ignorance of biomedical treatments and 
interventions, but rather, a considered act of care prac-
ticed by the woman for the benefit of her motherhood. 
Study participants were aware that early ANC attend-
ance would have certain beneficial health outcomes. Yet 
some women continued to conceal pregnancies for the 
threat of evil spirits, revealing that this fear of spiritu-
ally-induced miscarriage can outweigh the recognized 
benefits of attending ANC early. In other words, though 
traditional beliefs and biomedical knowledge around cau-
sality may exist together in The Gambia, that does not 
mean they are weighted equally in all situations.

While several studies have identified concerns about 
evil spirits as a driver for women to conceal pregnancies 
in Gambia and elsewhere across SSA [27], the context of 
evil spirits have been under-explored in in-depth qualita-
tive terms as they relate specifically to ANC access. Bet-
ter understanding of how such spirits are held to operate, 
drawn from anthropological literature and ethnographic 
studies, may help healthcare practitioners identify the 
women most likely to fear such situations and who 
accordingly choose to conceal their pregnancies. An 
example of concealment as a deliberate and considered 
act of care in a similar context is given by anthropologist 
Rachel Chapman, who has explored the intersection of 
evil spirits and pregnancy in Mozambique [28, 29]. She 
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shows how pregnant women are vulnerable to the threat 
of spirits—caused most frequently by jealous individuals, 
such as co-wives or other relatives—precisely because 
pregnancy is a period of heightened social risk for women 
[30, 31]. The Mozambican case parallels what we find in 
The Gambia, with women fearful of being the target of 
evil spirits and refusing early ANC seeing this as a ‘pre-
ventive and protective health activity’ which mitigates 
the more immediate, acute threats of pregnancy loss [32]. 
With motherhood a key social role for adult women in 
The Gambia, recurrent miscarriage and failure to bring 
pregnancies to term can destabilise women’s standings 
within families, leaving them socially, psychologically and 
economically vulnerable; protecting against pregnancy 
loss is an essential activity to ensure a woman’s long-
term stability [33, 34]. There is ethnographic evidence of 
supernatural afflictions causing neonatal death in rural 
Gambia [35] and authors note that pregnant women 
are particularly vulnerable to spiritual attacks causing a 
range of illnesses [36] yet the exact reasons behind why 
pregnant women’s vulnerability remain absent in the lit-
erature and call for further study.

Both the fear of social stigma associated with unwed 
motherhood and fear of miscarriage caused by evil spirits 
can lead to late ANC attendance on account of non-dis-
closure of pregnancy in the early months. The invocation 
of such terms and beliefs as ‘spirits’ may appear to some 
biomedical practitioners as irrational or without basis. 
However, we can consider evil spirits as a motivation for 
concealment to exist, like social stigma related to being 
an unmarried mother, as a reflection of the multiple 
considerations, both medically and culturally informed, 
mothers must entertain in the name of caring for and 
protecting their unborn children. Further, there have 
been some noted links between gossip about a pregnancy 
(as was discussed by participants in relation to unmar-
ried mothers) and miscarriage: gossip can alert evil spir-
its to the pregnancy in the first place, thereby making the 
mother a target [10]; this bears further scrutiny, as it sug-
gests the motivations for concealment we have described 
may, in some instances, be linked rather than discrete 
concerns.

We call attention to the ways in which Gambian wom-
en’s concealment of pregnancy shares  characteristics 
with other pregnancy (non) disclosure strategies already 
substantially accounted for in academic and clinical liter-
ature in relation to the Global North, and which all share 
the characteristic of being a way to manage uncertainties 
and fears [37]. While the rare and dramatic cases of preg-
nancy hidden until birth draw greatest attention [38], 
most concealment in Global North parallels that of The 
Gambia, in that it is typically confined to the first trimes-
ter: while women generally share pregnancy status with 

both their partners and healthcare practitioners, cultural 
norms nevertheless dictate that wider family and society 
should not normally be informed of the pregnancy until 
the second trimester. Whatever their motivation, women 
not disclosing pregnancies in the early months evade 
drawing attention to themselves and invent alternate 
explanations of symptoms [39], as is described of Gam-
bian women [10]. While early disclosure to healthcare 
practitioners is key for maternal and child health out-
comes and enrolling women in early ANC, social (non) 
disclosure and the presence or absence of support net-
works also has bearings on health outcomes.

Limitations
The limitations of this analysis are chiefly related to the 
targeted questions of FGDs not being focussed on con-
cealment and with this theme arising naturally. Notably 
absent in FGD participants’ reasons for concealing are 
prohibitions on postpartum sexual relations, which are 
well-documented in Gambia and SSA more broadly, with 
mothers who become pregnant during the breastfeeding 
period may seek to conceal their new pregnancies while 
they rapidly wean the breastfeeding child [40]. A further 
known reason for concealment which did not appear in 
our FGDs is among older mothers, who fear social stigma 
if they are pregnant at the same time as their daughters 
[11, 15]. That neither motivation for concealing appeared 
in our FGDs further confirms the need for additional 
in-depth qualitative research with a larger group of par-
ticipants as the absence of these reasons may have been 
due to the specific urban makeup of the FGD partici-
pants, that women known to conceal on these grounds 
were simply not captured in this round of data collection 
related to the design of a RCT, or the recognised short-
ening of postpartum abstinence timelines in recent years 
[41]. Finally, the overall RCT is focused on behavioural 
interventions, yet this present paper focuses on beliefs; 
without more detailed demographic data on FGD par-
ticipants, particularly as relates to religion, it is difficult 
to approach a representative sample or offer a more fine-
grained and culturally-situated analysis.

Conclusion
Understanding the context and motivations behind 
concealing pregnancy during the first trimester can help 
direct women to early ANC. In the case of The Gambia 
and other countries in SSA, one part of this process of 
understanding should involve identifying women who 
perceive themselves to be vulnerable to spiritual attacks 
and associated miscarriages, and who therefore seek 
to conceal pregnancy. We suggest that providing bio-
medical healthcare practitioners in The Gambia with 
the ethnographic information to understand the local 
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specificities of how women encounter evil spirits and 
these spirits’ influence on health behaviours, combined 
with training to identify potentially pregnant women 
who do not wish to disclose, can help close the early 
ANC access gap. Concealed pregnancy in the Gam-
bian context may often be a considered act of care, 
believed to protect against acute threats to a foetus in 
a pregnancy’s early stage—either the threats of spirit-
induced miscarriage or social ostracization associated 
with a pregnancy outside of marriage. Demonstrat-
ing cultural sensitivity around the rationales for con-
cealment by recognising and respecting the actions of 
care demonstrated by the mother can also contribute 
to positive ANC experience for women; such positive 
experiences are identified by the WHO as an essential 
component of ensuring women’s continued enrolment 
in ANC throughout their pregnancy, even when ANC 
has begun late [3].
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