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Abstract  
Background: Health practices are the decisions and actions pregnant women 
take to manage pregnancy and health issues, reflecting self-care behaviours that 
influence maternal and neonatal outcomes. 
Aim: To investigate the health practices of pregnant women attending antenatal 
clinics. 
Setting: Selected antenatal clinics in primary healthcare facilities in the Western 
Cape. 
Methods: A sample size of 267 pregnant women was drawn from three 
intentionally selected primary healthcare facilities in the Western Cape, chosen 
for their high antenatal attendance rates in the sub-district. The sample size was 
calculated using a sample size calculator, and respondents were selected using 
a systematic sampling method. A validated scale, Health Practices in Pregnancy 
Questionnaire-II, was used to collect data. Data were analysed per scale 
instructions using the Statistical Package for Social Sciences (SPSS) version 30 
for descriptive and inferential statistics. 
Results: The study achieved a response rate of 248 respondents. The 
respondents were on average 27.4 years old (sd=7.53), with 193 (77.8%) 
reporting that they attended secondary school. Just over half of the respondents 
(n=126, 50.8%) did not know the gestational age of their current pregnancy. 
Respondents had low health practices scores (108.11/170 (sd=9.17) [CI=95%: 
106.96-109.26, range 83.80 to 138.80]. Positive health practices were rated 
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higher than abstaining from harmful practices. No significant predictors of 
health practices were found. 
Conclusion: Health practices should receive specific focus in health education 
activities.  
Contribution: The authors recommend that nurses at antenatal clinics should 
educate pregnant women about the importance of health practices as part of self-
care promotion.  

Keywords: antenatal clinics; health practices; pregnant women; positive health 
practices; abstaining from negative health practices 

Introduction 
Despite the efforts of countries addressing Sustainable Development Goal (SDG) 3.1 to 
reduce maternal mortality to less than 70 maternal deaths per 100 000 live births by 
2030 (WHO 2025), maternal health has remained a key focus and will remain so for as 
long as maternal mortality remains at the current unacceptable level (Dayyabu and 
Magashi 2020). According to the World Health Organisation report, more than 700 
women died from preventable causes related to pregnancy and childbirth in 2023, with 
an average of one woman dying every two minutes (WHO 2025). Elsewhere, it is stated 
that almost 800 women die every day from preventable causes related to pregnancy and 
childbirth (Pratiwi et al. 2025). Furthermore, more than 60 million women who survive 
death suffer from pregnancy and delivery complications (Raisi et al. 2020). Self-care, 
through health practices, during pregnancy is a useful strategy for reducing pregnancy 
risks, promoting a healthy lifestyle among expectant mothers and promoting readiness 
for delivery (Iyawa, Dansharif, and Khan 2021). 

Healthcare practices are activities and decisions that an individual can take to cope with 
a health problem or to improve health (Petty and Trussell 2021). Maternal health 
practices reflect the self-care efforts of pregnant women to support both physical and 
emotional health through activities such as balanced nutrition, sufficient sleep, physical 
activity, and social engagement (Rezaei et al. 2025). A study conducted in China found 
that pregnant women experience changing information needs throughout their 
pregnancy, driven by physical, psychological, and social changes, and these needs shape 
their information-seeking behaviours (Hou and Hou 2022). Acquiring sufficient 
knowledge and coping skills enables pregnant women to improve their health 
behaviours, enhance maternal confidence, and foster stronger maternal-child attachment 
(Wu et al. 2024). Health practices encompass both positive behaviours that promote 
well-being and the avoidance of actions that may be harmful ( Mwakawanga et al. 
2022). 

Health practices can enhance maternal health (Gülmezoglu et al. 2020) and provide 
pregnant women with greater awareness, autonomy, and control over their own health 
and pregnancy (Sedgh and Sorhaindo 2023). Health practices can thus have an impact 
on the mother’s and infant’s health (Kiross et al. 2021; Nguyen et al. 2022). A study 
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conducted in Tehran found that engagement in favourable health practices, such as 
maintaining a healthy diet and physical activities by pregnant women, decreases 
complications during pregnancy (Karimi et al. 2024). Unfavourable health practices can 
result in many physical and psychological consequences, as well as increase the risk of 
birth defects, miscarriage, or preterm birth (Brand et al. 2020). Another study conducted 
in Egypt revealed that pregnant women engaged in unfavourable healthcare practices, 
such as drinking alcohol and lacking physical activity during pregnancy (Khairy et al. 
2023). 

The existing literature on health practices among pregnant women is largely derived 
from international and African studies, many of which may not fully reflect the unique 
cultural, social, and healthcare dynamics of the South African context. Hence, this study 
aims to investigate the health practices of pregnant women attending antenatal clinics 
in the Western Cape, South Africa.  

Research Methods  
Study Design 

A descriptive survey research design was employed for this study. This design was 
deemed appropriate as it facilitates a comprehensive description of the health practices 
of pregnant women and allows for the examination of the relationship between their 
socio-demographic characteristics and health practices.  

Setting 
The study was conducted at three antenatal clinics in the Northern Tygerberg sub-
district of the Cape Metropole, Western Cape. These three antenatal clinics were 
purposively chosen as they offer various services that include maternal health services, 
such as antenatal care, delivery, and postnatal care. The clinics were chosen because 
they serve a diverse population of pregnant women and adhere to standardised antenatal 
care protocols recommended at the primary healthcare level. Pregnant women who use 
these clinics mostly present without pregnancy complications, and the services are their 
point of contact with the healthcare system. Basic antenatal care services are provided 
to low-risk pregnant women from early pregnancy (≤12 weeks of gestation) until 
delivery (≤40 weeks). In accordance with standard obstetric practice, pregnant women 
who surpass their expected date of delivery are referred to secondary-level healthcare 
facilities for comprehensive evaluation and continued management of the pregnancy. 
Pregnant women were included as the target population because they are the primary 
recipients of antenatal care services and can provide first-hand information regarding 
their health practices. Examining their health practices is essential for understanding 
maternal health-seeking behaviours and identifying potential gaps in service delivery 
that may influence pregnancy outcomes.  
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The antenatal care services of antenatal clinics operate from Monday to Friday between 
eight o’clock in the morning and four o’clock in the afternoon and offer services to 
pregnant women coming for new antenatal bookings and routine follow-up. Most 
midwives and pregnant women at the three antenatal clinics use IsiXhosa, reflecting that 
it is the predominant mother tongue where these clinics are located.  

Population and Sample 
The population was pregnant women who attended antenatal care during the data 
collection period. Each month, around 7 000 women seek antenatal services across the 
Northern Tygerberg District, with approximately 900 women attending each of the three 
antenatal clinics monthly. The study population comprised all pregnant women aged 18 
years and above who met the established inclusion criteria. The study population 
comprised approximately 900 patients, from which a sample of 267 was required. Using 
the systematic sampling method, every third patient was selected. The interval was 
derived by dividing the total population (900) by the sample size (267), yielding 
approximately three. The estimated required sample size calculated was 267 women, 
using a margin of error of 5% and confidence level of z=95% and population proportion 
of p=50% (Calculator.net 2025). The systematic sampling method was used by giving 
every second attendee a written number so that the researcher and assistant could easily 
identify whom to approach for participation until the sample size was reached for the 
study (Asare et al. 2025)  

Instrument 

The researcher-administered questionnaire included the validated and reliable Health 
Practices in Pregnancy Questionnaire-II (HPQ-II) developed by Lindgren (2005), used 
with permission to measure healthcare practices. The scale has good reported internal 
consistency (α = .90) (Alhusen et al. 2016), (α = .81) (Lindgren 2005) and α = 0.79 in 
this study. This scale consists of 34 items, which require respondents to rate the 
frequency of participating in health practices since becoming pregnant. The scale 
includes 22 positive health practices, such as balance of rest and exercise, safety 
measures, nutrition, substance use, healthcare access, and access to pregnancy-related 
information and 12 statements on abstaining from negative (unfavourable or harmful 
health) practices, such as alcohol use, drug use, smoking, douching, and using non-
recommended herbs. Examples of engagement in positive health behaviours include 
attending prenatal care, exercising regularly, maintaining a balanced diet, and taking 
prescribed vitamins. Examples of avoidance of negative health behaviours include 
refraining from substance use, making healthy dietary and lifestyle choices, and 
avoiding risky physical activities. These statements were rated using a five-point Likert 
scale that ranges from never=one, rarely=two, sometimes=three, often=four and 
always=five. Reversing the negative practice statements, the total score for health 
practices is summed (ranging from 34 to 170), with a higher score indicating better 
health practices. Professional translators at the university translated the questionnaire 
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into isiXhosa using standard back-translation techniques to maintain accuracy and 
equivalence. The scale was pre-tested on 10 pregnant women to establish whether the 
respondents clearly understood the translated version of the questionnaire. Minor 
amendments were made, and the data from the pre-test were excluded. 

Data Collection Process 
The data were collected for a period of four months between August 2022 and 
November 2022 ethics approval from the university and permission from the 
Department of Health and managers of the antenatal clinics were obtained. Two trained 
multilingual research assistants collected the data between eight o’clock and four 
o’clock each working day during the five weeks. The respondents were presented with 
the study information and provided informed consent. Data collection was done after 
lunch, when the participants were not in consultation with nurses to avoid interrupting 
the maternal services. The questionnaire took approximately 25 minutes to complete.    

Data Analysis 
The data were checked for completeness and analysed using the Statistical Package for 
Social Sciences (SPSS) version 30 for analysis. Agreement ratings were recoded to 
agree and disagree categories. A high level of agreement with positive health practices 
and a high level of disagreement with unfavourable practices were both interpreted as 
indicators of good health practices. Rating on unfavourable practices was reversed, and 
a total score was calculated, with higher scores indicating better health practices. The 
descriptive (mean, standard deviation) statistics of the health practices scale items were 
calculated. Average scores with 95% confidence intervals (CI) were calculated for all 
the health literacy levels, with mean values scored out of five. Some inferential statistics 
(Mann-Whitney and Chi-square) were tested between the health practices and socio-
demographic characteristics of the respondents. The total of 34 items measured on a 
five-point Likert scale was aggregated to produce a maximum possible score of 170. 
The participants obtained a mean practice score 

Ethical Considerations 
The relevant ethics committee approved the study (BM21/02/05). The permission to 
conduct the study was sought from the Department of Health and the primary healthcare 
centres before data collection. All respondents signed informed consent forms after the 
information session conducted by the researcher. 
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Results 
Socio-Demographic Characteristics 

During data collection, 267 pregnant women were approached to complete the 
questionnaire. Three of these women initially agreed to take part but withdrew from the 
study, and 16 did not complete the questionnaire, giving a final sample of 248 (response 
rate 95%, n=248). The respondents’ ages ranged from 18 to 45 years with an average 
age of 27.4 years (sd=7.53), and most of the respondents were between the ages of 18 
and 35 years (n=204, 82.3%). More than three-quarters of the respondents (n=190, 76%) 
were single, and a similar proportion (n=193, 77.8%) had completed secondary school 
as their highest level of education. More than two-thirds of the respondents reported 
having had more than two pregnancies (n=150, 60.5%); however, over half of the 
respondents (n=126, 50.8%) did not know the gestational age of their current pregnancy. 
Just over half (n=127, 51.2%) of the respondents were employed (Table 1). 
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Table 1: Socio-demographic characteristics (n=248) 

 
 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Health Practices 
The overall healthcare practices score was 108.11/170 (SD=9.17) [CI=95%: 106.96-
109.26], with scores ranging from 83.8 to 138.8. Comparing the frequency of positive 
health practices with the frequency of abstaining from unfavourable or negative health 
practices, positive practices were rated as being done more frequently since becoming 
pregnant (3.36 (SD=0.50 vs 2.85, SD=0.60) compared to abstaining from unfavourable 
practices (Figure 1) (Table 2). 

Variables Number (%)                                                       
Age, Mean (sd) 27.4 (7.53) 
Age in years                                                                  
18–35 years                                                                      
36–45 years                                                                                                                                                                                  

                                                         
204 (82.3)                                         
44 (17.7)     

Home language                                                                                      
Xhosa                                                                          
Sotho 

                                                             
220 (88.7)                                 
28 (11.3) 

Marital status                                                                      
Single                                                                     
Married                                                                                  

                                                             
190 (76.6)                                  
58 (23.4) 

Maternal education level                                                
Primary school                                                                 
Secondary school                                                                         
Tertiary education 

                                                               
26 (10.5)                                         
193 (77.8)                                                                           
29 (11.7) 

Partner’s education level                                                        
Primary school                                                          
Secondary school                                                    
Tertiary education 

                                                                               
16 (6.5)                                                     
205 (82.6)                                          
27 (10.9) 

Number of pregnancies                                                          
First pregnancy                                                                      
Second pregnancy or more                      

                                                             
98 (39.5)                                 
150 (60.5) 

Duration of pregnancy (weeks)                            
I don’t know                                                                  
1–12 Weeks                                                                         
13–27 weeks                                                                         
28–40 weeks                                                    

                                                    
126 (50.8) 0 
0(0.0)                                                                                                                                                                                                                                                                                                                                                                                
22 (8.9)                                                                                           
100 (40.3) 

Employment status                                                              
Employed                                                                
Unemployed                                                          
Studying 

                                                                  
127 (51.2)                                             
94 (37.7)                                       
27 (10.9) 

Living arrangements                                       
Partner                                                                               
Family                                                                      
Mother 

                                                              
107 (43.1)                                
79 (31.9)                               
62 (25.0) 
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Figure 1: Positive health practices vs Abstaining from negative health practices  

Positive Health Practices 
The mean score for overall positive health practices was 3.36 (SD = 0.49), while the 
mean score for abstaining from negative health practices was 2.85 (SD = 0.58). All 
positive health practices were rated above three, indicating that these were done at least 
sometimes during the month, but no average positive health practice rating reached a 
frequency of four (often) or five (always) per month (Table 2). The most frequently 
reported health practice in the last month was the use of seat belts in a car/bus (3.66/5, 
SD=1.25), followed by exercise more than three times a week (3.56/5, SD=1.26). The 
least frequent positive practices were drinking adequate fluid (3.19/5, SD=1.33) and 
asking questions on pregnancy-related information (3.19/5, SD=1.38) (Table 2). No 
significant demographic or clinical predictors were associated with positive health 
practices.  
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Table 2: Health practices of pregnant women (n=248) 

No Statement Mean/5 (SD) 
Positive health practices  
 I have used seat belts in a car/bus  3.66 (1.25) 
 I have exercised more than three times a week  3.56 (1.26) 
 I have eaten adequate fiber  3.52 (1.32) 
 I have eaten more than five servings of fruit/vegetables daily  3.49 (1.32) 
 I have avoided exposure to dangerous substances  3.47 (1.23) 
 I have avoided having excessively hot baths  3.44 (1.36) 
 I have eaten adequate calcium  3.43 (1.32) 
 I have used other types of drugs  3.42 (1.36) 
 I have reported concerns  3.39 (1.35) 
 I have gotten more than eight hrs of sleep a night  3.36 (1.43) 
 I have drunk more than three beverages a day  3.35 (1.32) 
 I have engaged in relaxing activities once a week  3.34 (1.34) 
 I have a risk of toxoplasmosis  3.30 (1.27) 
 I have taken the recommended vitamins  3.30 (1.31) 
 I have received regular dental care  3.29 (1.31) 
 I have gained appropriate weight  3.28 (1.34) 
 I have practised a healthy lifestyle  3.27 (1.28) 
 I have discussed pregnancy/birth information with others  3.25 (1.35) 
 I have discussed medication/supplement use with others  3.23 (1.38) 
 I asked questions about pregnancy-related information to others 3.19 (1.38) 
 I have read food labels when buying from the shop  3.19 (1.43) 
 I have drunk adequate fluid  3.19 (1.33) 
Abstaining from negative health practices 
 I have (not) used non-recommended herbs  3.11 (1.36) 
 I have (not) missed prenatal visits  3.01 (1.24) 
 There are (no) activities for me to learn about pregnancy/birth  2.98 (1.37) 

 
I have (not) started prenatal care within three months of 
pregnancy  2.95 (1.25) 

 I have (not) engaged in risky sexual practices  2.93 (1.42) 
 I have (not) used alcohol at some time in during pregnancy  2.92 (1.27) 
 I have (not) smoked illegal drugs  2.89 (1.37) 
 I have (not) used douches to wash my body 2.88 (1.34) 
 I have (not) smoked marijuana  2.77 (1.32) 
 I have (not) drunk more than two caffeinated drinks  2.76 (1.28) 
 I have (not) smoked cigarettes  2.50 (1.14) 
 I have (not) used more than three alcohol drinks per month  2.51 (1.24) 

 

Abstaining from Negative Health Practices  

Abstaining from negative health practices was rated on average as rarely (two) and 
sometimes (three) during the last month, with only two statements rated as “sometimes.” 
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The most frequently reported abstention from negative health practice was not using the 
non-recommended herbs (3.11/5, SD=1.36), followed by not missed prenatal visits 
(3.01/5, SD=1.24) and not using more than three alcohol drinks per month (2.51/5, 
SD=1.24). Not using more than three alcohol drinks per month (2.51/5, SD=1.24) 
[CI=95: 2.53-2.67] and not smoking cigarettes in the last months (2.50, SD=1.14) 
[CI=95%: 2.36-2.64] were rated less frequently than the rest. No significant 
demographic or clinical predictors were associated with abstaining from negative health 
practices. 

Discussion  
This is the first study to use the HPQ II questionnaire to measure health practices in a 
South African setting. Hence, the study provides insight into the health practices among 
pregnant women attending antenatal clinics in lower-income communities of the 
Western Cape, South Africa.  

Health practices are important for the successful prevention of pregnancy 
complications. Of note was that more than half of the respondents (n=126, 50.8%) did 
not know the gestational age of their current pregnancy, though this was not 
significantly associated with abstaining from negative practices. A consistent finding in 
a study conducted in Nigeria revealed that 64% of the respondents were unaware of the 
appropriate time to initiate prenatal care, while only 36% demonstrated awareness of 
the correct booking period (Onwuka et al. 2020). This finding is consistent with a 
previous study on health practices conducted in South Africa, which reported that 66.3% 
of the pregnant women were single (Okafor and Goon 2021). The observed finding may 
be linked to the proportion of pregnant women who missed antenatal visits, given that 
single women frequently experience economic constraints and social challenges that 
may impede their capacity to seek and utilise antenatal care services timely and 
adequately. In this study, none of the demographics and clinical predictors showed a 
statistically significant association with the health practices of pregnant women.  

In our study, women’s level of health practices during pregnancy was low (108.11/170, 
SD=9.17), especially compared to studies conducted in other countries. A study that 
included 224 volunteer pregnant women conducted in Turkey found higher ratings for 
health practices of pregnant women (130.97/170, SD=14.66) (Atilla et al. 2024), though 
another study in Turkey reported a more similar level of health practices (111.76/170, 
SD=18.53) (Montazeri et al. 2023). The respondents with higher levels of education 
generally demonstrate greater knowledge of pregnancy-related risks, nutrition, antenatal 
care (ANC), and safe delivery practices. While awareness of gestational age 
significantly influences the extent to which women adhere to recommended health 
behaviours. Cultural beliefs are a key variable in health practices research in South 
Africa, whereas structural and guideline adherence issues dominate in Turkey. Although 
demographic factors such as age, education, and residence often influence maternal 
health practices in different populations, our study did not find a significant association 
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between these variables and health behaviours. This suggests that awareness, health 
education, and antenatal counselling may play a more critical role in shaping practices 
than baseline demographics within our study population. 

Overall, the positive health practices were rated higher (3.36/5, SD=0.50) compared to 
abstaining from unfavourable or harmful practices, though none of the ratings reflected 
high frequency (often or always per month). These health practices could reduce the 
risk of complications during pregnancy and are consistent with findings from a study 
conducted in Turkey, which reported that pregnant women often aim to improve their 
health practices to ensure the health of their pregnancy and children (Deniz and 
Bayraktar 2023). We also found that the most frequently rated positive health practice 
was the use of seat belts in a car or bus (3.66/5, SD=1.25) during pregnancy, required 
by legislation in South Africa. This finding corresponds with a study finding in Turkey 
that reported that 81.9% of pregnant women travelling by bus, train, taxi, 
bicycle/scooter, and motorcycle always wore a seat belt (Erciyas et al. 2024).   

Our study also reported an average rating (reflecting low to moderate health practices) 
for asking questions on pregnancy-related information during pregnancy (3.19/5, 
SD=1.38). Contrary to this finding, a study conducted in the Netherlands found that 
70.6% of pregnant women often sought pregnancy information from other pregnant 
women (Vogels-Broeke et al. 2022).  The aforementioned study found no statistically 
significant associations between demographic variables and health practices. A positive 
significant association between age, education, and employment status was established 
in other related studies (Montazeri et al. 2023; Atilla et al. 2024; Randriamboarison et 
al. 2024). 

Scores for abstaining from negative health practices were significantly lower than those 
for engaging in positive health practices, indicating that harmful behaviours were 
practised more frequently. Our findings indicate that some respondents reported using 
non-recommended herbs during pregnancy (mean=3.11, SD=1.36), suggesting that 
abstention from this potentially harmful practice occurred only occasionally. A similar 
finding was recorded in a study conducted in Nigeria, which established that more than 
a quarter (31.9%) of pregnant women frequently used different types of unprescribed 
and herbal medicines for gastrointestinal problems, fever, and chronic illnesses (Adeoye 
and Etuk 2023). This might be influenced by advice that pregnant women received from 
friends, family, and available media sources that do not yield credible information.  

A second practice of concern was the low rating for never missing prenatal visits 
(3.01/5, SD=1.24) during pregnancy. This is a common concern in low-resource 
settings, with a previous study conducted in Malawi indicating that only about half 
(52%) of the pregnant women adequately utilised the antenatal services (Chatata and 
Chirwa 2025). This indicates that many respondents did not consistently attend all 
scheduled appointments during pregnancy. The barriers, such as limited access to 
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healthcare facilities, transportation difficulties, competing work or family demands, and 
financial constraints, may have contributed to missed visits. 

Lastly, of concern was that our study found the lowest rating for not using more than 
three alcohol drinks per month (2.51/5, SD=1.24), indicating that respondents rarely 
engaged in this behaviour. This finding suggests that strict limitation of alcohol intake 
is uncommon in this population, potentially reflecting prevailing social norms that 
regard moderate drinking as acceptable or socially desirable. This is supported by a 
study in Nigeria, where one in eight pregnancies was exposed to alcohol regardless of 
demographics, suggesting that awareness and cultural norms may play a more decisive 
role than demographic characteristics (Adeoye 2022).  

Conclusion 
These findings can add insight to the health practices of pregnant women in the Western 
Cape, South Africa. This study found that overall, pregnant women engaged in average 
to poor health practices. The authors recommend that nurses at antenatal clinics should 
educate pregnant women about the importance of health practices as part of self-care 
promotion.  
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