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ABSTRACT

It has been publicized that pregnant women exhibit an increase in clinical signs and symptoms during the pregnancy period.
Nurses have an essential role to help pregnant women in handling their self-care as independently as possible. Health education is
a foundation of nursing interventions in prenatal care. The compliance of pregnant women to health instructions will facilitate the
nursing management in being systemic, holistic and creative for experiencing a positive pregnancy outcome. But, despite all
the best intentions and efforts on the part of the healthcare professionals, these products might not be achievable if the women
are non-compliant. Therefore, the aim of this study is to determine the factors that affect health education compliance among
pregnant women. A descriptive research design was undertaken. By convenient sampling, 238 pregnant women were selected
at out-patients units in El Shatiby University Hospital, Alexandria, Egypt. A Health Education Compliance Questionnaire
(HECQ) was developed and used to collect the necessary data of the study. Based on the analysis of the subjects’ responses, the
results revealed that there were promoting and inhibiting factors regarding health education compliance as perceived by pregnant
women. First, in relation to themselves, the enhancing factors were physical and psychological conditions, self-cooperation,
and relationship with the health staff, whereas, the inhibiting factors were concentration and understanding, acceptance, and
trust. Second, as regards social and economic factors, the promoting factors were friends and relatives, family relationships, and
marital age, while the hindering factors were monthly income, family size and transportation. Moreover, study subjects ranked
the satisfactory topics that they received and adhered pregnancy follow up took the first position and dangerous signs were the
next. In conclusion, compliance to health education among pregnant women is a major health concern affecting almost all women
in El Shatiby University Hospital. There are a lot of factors that may promote or inhibit health education compliance among these
women. The major recommendation is that nurses as health educators must facilitate the educational process for pregnant women,
family and society. Efforts and collaboration between all nursing disciplines in the field of health education should be established.
As this may be crucial to improve health education compliance within pregnancy or other maternal condition. Future studies need
to investigate on how to minimize the inhibiting factors and support the promoting ones.
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1. INTRODUCTION
Despite the fact that the greatest number of labor and preg-
nancies occur in a healthy manner, many pregnancies are
at risk. About 15% of all pregnant women have possibly
dangerous complications. Some need antenatal interference
and others require complicated obstetrical intervention to

survive. Nurses, midwives and doctors are the professionals
who are responsible for the care of women during pregnancy,
childbirth and in the postnatal period. To attain optimal sup-
port for safe maternal health, all health sectors in maternity
and women healthcare facilities, should focus on promot-
ing health education and instructional activities that expands
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knowledge, attitudes and practices of mothers, their families
and the community in relation to healthy pregnancies and
childbirth.[1, 2]

The ultimate goal of any nursing educational intervention is
to help pregnant women to be as self-dependent as possible
and to assess or manage the danger signs in the antenatal
stage. Health education is one of the most important ap-
proaches used in improving pregnancy literacy. It encourages
modifying behaviors voluntarily to promote healthy ones and
helps in dealing with a variety of situations in the pregnancy
trimesters. In Egypt, there is great effort from the Ministry
of Health and the World Health Organization in supporting
and promoting health education for women, particularly in
the prenatal period. However, many pregnant women are
noncompliant to this health education assistance. Health
education considers all care activities needed for pregnancy
management.[3–5]

Compliance means the actions of obeying and following
rules, instructions or requests. Moreover, in health fields, it
can be defined as the capability and readiness or willingness
to accept and follow a prescribed healthcare management.
Adherence is frequently used interchangeably with compli-
ance. Health compliance in clinical healthcare is determined
by the nature of teaching content in the related health edu-
cation. Compliance can be belonging to medications (dose,
name, and time), nutritional follow (composition and num-
ber of meals) self-care dependency, nutritional follow-up,
seeking healthcare, implementing an exercise regimen, and
so on. The satisfactory levels of compliance were different
in several trials. Thus, there was no specific standardized
or approved measurement to determine acceptable compli-
ance. Many references pointed to 80% of performance of the
desired task to be considered as accepted compliance.[2, 4, 6]

There are several studies on pregnant women and noncom-
pliance to health instruction, but the investigations on the
factors affecting pregnancy compliance to health education
are minimal. These factors can be positively or negatively
classified. There are a few reviews focused on the determina-
tion and description of these different factors.[4, 7] Therefore,
the aim of the current study is to determine the views of
pregnant women in relation to the factors that affect health
education compliance. Investigating their awareness and
opinions concerning this issue will be an important step for
improving and promoting positive factors and overcoming
negative ones. Compliance to health education can be the
only care management for pregnancy and can enhance the
overall pregnancy outcomes. This paper is considered an
important study regarding compliance in health education
and will be a great guide for nurses as health educators.

Research Question:

What are the factors affecting health education compliance
as perceived by pregnant women?

2. MATERIAL AND METHOD
A descriptive research design was employed in the present
study. A convenient sample was comprised of 238 preg-
nant women who accepted to participate. They were in
various pregnancy trimesters, could read and write, and were
free from any associated illnesses. They met the researcher
mostly in the morning during their pregnancy follow-up vis-
its. The sample size was determined based on the Epidemi-
ological Information Statistical Program, which estimated
that a minimal number should be 220. The Health Education
Compliance Questionnaire (HECQ) was developed and ap-
plied by the researcher based on a thorough review of related
literature[1, 3, 4, 8] to assess the factors that affected women’s
compliance to health education during the pregnancy period.
This tool involved multiple choice questions, with two to
seven alternatives. The correct answer took the highest score.
The questions were concerned with factors regarding the
pregnant women themselves, social and economic factors,
and staff and health setting factors.

This instrument approved the accepted reliability by Cron-
bach Alpha Coefficient test (0.71 to 0.75) and was revised
for validity by five experts in nursing education, obstetric
nursing and obstetric medicine fields.

Official permission and approvals were obtained from the
study setting and the Ethical Committee of the Faculty of
Nursing, University of Alexandria, Egypt. Written consents
were obtained from the study subjects. A pilot study was
done on 23 pregnancies that were separate from the study
sample. The study instrument was distributed to study partici-
pants in the attendance of the researcher for any clarifications.
Anonymity and complete confidentiality were ascertained.

Statistical analysis
Data was fed, coded, revised and analyzed using a PC with
Statistical Packages for Social Science (SPSS 20), Version
10.0, for Windows. The results were estimated using num-
bers and percentage.

3. RESULTS
Table 1 showed that nearly half (44.5%) of the subjects were
in their thirties and slightly less than this percent in their teens
(42.9%). Approximately half of the women (49.6%) came
from urban residences. More than one half of them (52.1%)
were with moderate education. Only less than one third
(30.2%) of the pregnant women were housewives. Moreover,
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more than one half of them (29.4% & 28.6% combined) had
follow-up visits 2 to 3 times/month during their pregnancies.
The majority (80.7%) of the participants were not smokers
and about half (45%) of them complained from gastric upset.
All of the subjects (100%) had attended previous antenatal
care health education.

Table 1. Distribution of the pregnant women according to
their personal characteristics

 

 

 
Personal characteristics 

Total (n = 238) 

No % 

Age   

 15 ≤ 20 102 42.9 

 20 ≤ 30 30 12.6 

 30 ≤ 40 106 44.5 

Residence   

 Upper Egypt 49 20.6 

 Urban 118 49.6 

 Rural 71 29.8 

Education level   

 Read & write 112 47.1 

 Moderate 124 52.1 

 High education 2 0.8 

Occupation     

 Worker 88 37.0 

 Employee 25 10.5 

 Farmer 53 22.3 

 Housewife 72 30.2 

Number of follow up visits/month      

 1 54 22.7 

 2 70 29.4 

 3 68 28.6 

 4    22 9.2 

 5 24 10.1 

Smoking   

 Yes 46 19.3 

 No 192 80.7 

Associated pregnancy dangerous signs 

 Headache 42 17.6 

 Gastric upset 107 45.0 

 Respiratory complain 32 13.4 

 None 57 23.9 

Received  previous health education about antenatal care 

 Yes 238 100 

 No 0.00 0.00 

Table 2 clarified the factors that were perceived by preg-
nant women related to themselves. The majority (88.2%,
93.3%, 88.6% & 94.5%) of the study subjects perceived that
physical and psychological conditions, self-cooperation, and
relationship with health staff, were the apparent promoting
factors for health education compliance. On the other hand,

great proportions (82.7%, 73.9%, 94.5% & 83.2%) of them,
viewed that concentration and understanding, acceptance,
trust, and health beliefs were the factors that most hindered
health education compliance.

Table 3 revealed the factors that were perceived by the study
participants related to social and economic aspects. High
proportions of them (79.4%, 87.8% and 70.6%) recognized
that friends and relatives, family relationship, and marital
age, were the obvious promoting factors for health education
compliance. However, the majority (94.9%, 90.7% & 70.6%)
of the pregnant women found that monthly income, family
size, and transportation were the most noticeable factors that
inhibit health education compliance.

The data in Table 4 represented the factors that were per-
ceived by study participants related to health staff and set-
ting. There was a high percent of study subjects (84.03%
& 88.6%) that chose staff cooperation and teaching materials
and content as the factors having the most positive effect
on health education compliance. While for inhibiting fac-
tors, the majority of pregnant women (83.2%, 85.7%, 79.4%,
& 78.15%) viewed that staff knowledge and training, health
communication skills, and health education time were the
obvious ones.

Figure 1 illustrated the ranking of the study subjects to the
health education topics according to their compliance. They
ranked the follow-up visits as the first educational content
that gained their compliance (42.4%). Their second rank
was the dangerous signs content (23.8%). The remaining
teaching contents ranked with minimal proportions.

4. DISCUSSION
Health education in pregnancy is one of the most impor-
tant concerns in the health care system. The majority of
ante-natal problems can be solved through health education.
Pregnancy can have risky physical, psychological or social
consequences. The risk can affect not only the mother, but
also the fetus. Maternal health education is a significant issue
of the nursing plan of interventions in the ante-natal phase.
Proper health teaching has a proven positive outcome for the
woman and her baby.[4, 9, 10] Health education in pregnancy
is important, but it is useless without compliance.

In relation to a subject’s personal data, the current study
illustrated that nearly half (44.5%) of the subjects were in
their thirties with slightly less than this in their teens (42.9%).
Early marriage was common in the Egyptian culture. This
was supported by Mersal et al., in 2013, who conducted
a study in Egypt which discussed that while the permitted
age for marriage in Egypt was 16 years for females, the ac-
tual observed mean age was 15.33 years. This proved that
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the Egyptian society still preferred early marriage for girls.
Furthermore, in the same line, in India, mothers indicated
parallel results as highlighted by Mukhopadhyay et al., in
2010.[4, 11] Egyptian women think that in order to be presti-

gious with high benefits in marriage, children must be gotten
early. This was a significant reason for early marriage among
Egyptian girls.

Table 2. Distribution of the study subjects according to perceiving factors that promote or inhibit their compliance to health
education (in themselves)

 

 

Total number n = 238 
* 
Factors that promote or inhibit compliance in clients Inhibiting factors  Promoting factors 

% No.  % No. 

82.7 197  15.1 36 Concentration and understanding 

73.9 176  28.9 69 Acceptance  

94.5 222  19.7 47 Trust in knowledge given 

23.9 57  88.2 210 Psychological condition 

28.6 68  93.3 222 Physical condition 

78.9 188  41.18  98    Learning readiness & motivation 

18.9 45  88.6 211 Cooperation  

83.2 198  18.9   45   Health beliefs 

22.7 54  94.5 225 Relationship with health staff 

Note. 
*
Subjects allowed to choose more than one answer 

Table 3. Distribution of the study subjects according to perceiving factors that promote or inhibit their compliance to health
education in social & economic aspects

 

 

Total number n = 238 
*
 Factors that promote or inhibit  compliance in social & 

economic aspect 
Inhibiting factors  Promoting factors 

% No.  % No. 

94.95 226  6.7 16 Monthly income 

23.1 55  79.4 189 Friends and relatives 

90.75 216  28.15 67 Family size 

23.9 57  87.8 209 Family relationship 

70.6 168  10.08 24 Transportation 

13.9 33  23.1 55 Family leader decision 

44.95 107  8.8 21 Work nature 

23.5 56  70.6 168 Marital age 

Note. 
*
Subjects allowed to choose more than one answer 

Table 4. Distribution of the study subjects according to perceiving factors that promote or inhibit their compliance to health
education in health staff & setting

 

 

Total number n = 238 
*
 Factors that promote or inhibit compliance in health 

staff and setting 
Inhibiting factors  Promoting factors 

% No.  % No. 

83.2 198  18.91 45 Staff knowledge and training 

85.7 204  13.8 33 Health communication skills  

28.15 67  84.03 200 Staff cooperation 

79.4 189  23.5 56 Health education time 

19.7 47  88.6 211 Teaching materials and content 

78.15 186  15.5 37 Health education venue  

Note. 
*
Subjects allowed to choose more than one answer 
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Figure 1. Distribution of pregnant women’s perception to
the rank of health education topics according to their
compliance, as presented by percentages

Moreover, a high percent of the subjects were from urban
areas, which particularly tended to seek health care more
than any other areas in Egypt. This was similar to Fathi et al.,
in 2016, who reported that the nature of life in urban areas
of Egypt encourages people to be more responsible, indepen-
dent and more likely to attain health advice. Dissimilar to
this point, Gaber and Mostafa in 2013, stated that urban life
in Egypt was very busy which hindered people to keep health
follow-up visits.[12, 13] The majority of current participants
came from urban areas and all of them attended previous
ante-natal care health education. This proved their initiation
to seek health information and health care services.

A significant percent of the women had moderate education,
which proved their abilities in providing clear views about
their compliance in health education. Harmonious to this
idea, Ibrahim & Ibrahim in 1998 mentioned that educated
women could manage their reproductive health appropriately
and seek right health advice. Likewise, Gharaibeh et al., in
2005 recommended that education has a greater effect on
women’s choices and adherence.[14, 15] Fortunately, educated
pregnancies had better health and childbirth outcomes.

More than half of the subjects received maternal follow up
two to three times a month, which reflected their commit-
ment to obtain guidance and health support. Inconsistent to
this aspect, the demographic data about females in Indonesia
highlighted that there were still misconceptions regarding
the value of healthcare visits.[16] Furthermore, the majority
of pregnant women, in the current study, were experiencing
gastric upset as a pregnancy minor discomfort, which was
common among pregnancies in Arabian countries.[14]

Concerning the research question and according to the follow-
ing result section, nurses can determine some of the factors
that promote or hinder compliance of pregnant women to
health education. As regards the factors that are perceived

by pregnant women related to themselves, the majority of
them reported that physical and psychological conditions,
self-cooperation, and relationship with health staff, were the
apparent promoting factors for health education compliance.
These factors were clearly linked with women health aspects
and their self-efficacy and self-dependency during prenatal
care. These findings were in accordance with Gharaibeh et
al., in 2005 who explained that physical and psychological
health variations among pregnant women encourages them
to seek and follow counseling support. Besides, Root and
Browner in 2001, clarified that client cooperation with health
professionals had an excellent effect in use of health educa-
tion given. Harmoniously, Fathi and Abdel Azize in 2015
illustrated that noncooperation from clients and their fami-
lies regarding health communication might result in health
problems and poor teaching obedience. Dissimilar with the
previous result of Fathi et al., in 2015, which mentioned that
physical and psychological conditions were obvious obsta-
cles in seeking health services and applying health teaching.
Also, there was notable noncooperation between the clients
and health staff that led to avoidance of utilization of health
messages.[3, 15, 17, 18] Of course, health education should be
followed and adhered by energetic contributions from the
pregnant women, but the perceived promoting factors may
be perceived as hindering ones for some of women. So, the
recognition of the factors can vary greatly in comprehension.
Women’s cooperation in health education obedience should
be linked to the relation with health professionals and their
level of self-care dependency.

On the other hand, great proportions of the subjects offered
their views that concentration and understanding, acceptance,
trust, and health beliefs were the most factors in hindering
health education compliance. Learning readiness in pregnant
women and trust in health education were the basis of the
health education process and the lack of both may negatively
affect health learning compliance. Congruent with this result,
Awasthi and Bhandariin, 2006, stressed that any health care
client has a unique learning capability, with different under-
standing and retention or cognitive readiness. Clients have
multiple influences on their health education goals. Also,
Volandes et al., in 2008, discussed that trustful health commu-
nication shapes client-nurse relationships. It is the duty of the
health professional to confirm the credibility of the delivered
health teaching which should be congruent to clients’ values
and beliefs.[19, 20] According to pregnant women values and
health beliefs, the nurse as a health educator should tailor
the health information to be attractive, trustworthy, clear and
matched to the audience’s comprehension. The nurse should
be a credible source of information.

Pertaining to the factors that were perceived by the study
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participants related to social and economic aspects, high pro-
portions of them mentioned that friends and relatives, family
relationships, and marital age were the obvious promoting
factors for health education compliance. In the Egyptian
community, the family and social relations have an impact
on health beliefs and health care attainment. In the same
line with this result, Russell et al., in 2003, emphasized
that there are minimal studies that discuss the relationship
between social and economic context and therapeutic non-
compliance. Social support has an observed influence on con-
suming health care services. Likewise, health care choices
were strongly linked within a social and economic frame-
work, which was also tied to the length of marriage. Parallel
to this view, Jin et al., in 2008, concluded that social provi-
sion and economic maintenance aided clients in increasing
desirable attitudes toward obeying treatment, care manage-
ment and therapeutic health education. Social aspects and
years of marriage can activate motivation and remembrance
in applying treatment and health advice as well. Contradic-
tory, in Egypt, Abd El Mohsen in 2009, found that social
relations and family authority were great barriers for health
education compliance.[2, 8, 21] In general, regarding Egyptian
society, the family and particularly the mother of the hus-
band, is considered to have the power of decision making and
health care advice. Thus, social and economic influences as
perceived by pregnant women can be promoting or hindering
factors on health education compliance.

However, the majority of the pregnant women found that
monthly income, family size and transportation were the
most noticeable factors that inhibit education compliance.
Transportation and income aspects were considered as eco-
nomic factors as mentioned above. Harmonious with this
finding, Bier et al., in 2008, reported that there was a gap
among compliance and feasibility of doing, which was en-
countered by the healthcare client. A collection of cultural,
societal, and family size influences have a clear impact on
individual behaviors regarding adherence to health counsel-
ing. Also, supporting this point, Poter in 1996, explored
the social tie of family members and provided challenging
insights for pregnant women, and offered different author-
itative knowledge that negatively affects women’s health
choices and compliance to antenatal education.[3, 22, 23]

According to the factors that were perceived by study partici-
pants related to the health staff and setting, a high percentage
of them mentioned that the most factors that affected pos-
itive health education compliance were staff cooperation
and teaching materials and content. Thus, space and the
environment of teaching, showed a great impact on learning
compliance in health education. In conformity to this finding,
Bergströmin 2014, explained that some researches described

that the health setting and learning environment, with ap-
propriate organization of instructional location and content,
were considered to be important indicators for learners in
construction of own learning and implementation. Addition-
ally, in Egypt, Rashdan in 2007 found that there are a lot
of reforms that can activate the development of professional
nursing in health education.[24, 25] Appropriate educational
settings for pregnant women, health education materials and
staff initiations in the improvement of working conditions
in hospitals, will improve women’s compliance to health
instructions.

Regarding inhibiting factors for health education compli-
ance, for the health setting and staff, the majority of pregnant
women viewed that staff knowledge and training, health
communication skills, and health education time were the
obvious factors. Without doubt, the nurse as a health edu-
cator should have enough knowledge, skills and abilities to
carry out the responsibility of health education. If the nurse
were incompetent, it would hamper client comprehension
resulting in noncompliance. Congruent to this result, Fathi
and Abdel Azize in 2015, described that nurses in Egypt have
very limited knowledge and skills in the assessment, plan-
ning, implementation and evaluation of the health education
process. They are overwhelmed by tasks and have no time
for preparation of that valuable process. However, Abd El
Mohsen in 2009 stressed that the nurse, as a health educator,
must be equipped with recent and accurate knowledge and
skills in teaching and also ought to be familiarized with the
education, communication, and social skills needed to create
appropriate health education interventions. As well, nurses
must find suitable time for health education.[8, 17] Hence,
from both positive and negative perspectives in health edu-
cation, the negative effects on health education compliance
need to be reduced. At the same time, effective strategies to
enhance positive factors must be used as much as possible.

Finally, the study subjects ranked the satisfactory topics that
they received and adhered to be implemented. These top-
ics were about pregnancy follow up, which took the first
rank and dangerous signs which came next. This ranking
reflected that both topics seemed to be the most important
issues to the pregnant women. As a result, they understood
and applied instructions with satisfaction and in a compliant
manner. In agreement with this finding, Root and Browner
in 2001, reported that the most important subjective issues
for the pregnant women were the appointments, awareness
of nutrition, and pregnancy danger signs. But incongruent
to these, Mersal et al., in 2013, documented that the most
important parameters and knowledge needed by pregnant
women were antenatal measurements and hygiene.[2, 4] Most
of all, health education topics for pregnant women, should
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be prepared and implemented in an organized, scientific and
credible process. It should be offered by trained and knowl-
edgeable nurses as health educators. This would contribute
great benefits to health education compliance and the health
education paradigm in pregnancy.

5. CONCLUSIONS
Compliance to health education among pregnant women is
a major health concern affecting almost all women, particu-
larly in pregnancy period. There are a lot of factors that may
promote or inhibit health education compliance among preg-
nant women, such as factors in women themselves, social
and economic factors, and health staff and setting factors.
Moreover, follow up and dangerous signs are the satisfactory
topics in health education compliance as mentioned by study
subjects.

Recommendations and further studies
Nurses, as health educators, must facilitate the educational
process for pregnant women, family and society. Efforts and
collaboration between all nursing disciplines in the field of

health education are needed. The present study suggests the
following further studies:

• Repetition of the current study with a qualitative
methodology.

• Development and implementation of health education
programs for nurses and pregnant women to help them
in managing obstacles that may face them during preg-
nancy.

• Application of health education models as a guide for
training nurses in the health education process.

• Determination of the resources and facilities for health
education in obstetric and reproductive hospitals in
Egypt.

• Collaboration, guidance and support for pregnant
women in managing common health education bar-
riers.
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