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Abstract 

Background A patient-centered, human-rights based approach to maternal care moves past merely reducing mater-
nal mortality and morbidity, towards achieving a positive pregnancy experience. When evaluating an intervention, 
particularly in the context of the complex challenges facing maternal care in South Africa, it is therefore important 
to understand how intervention components are experienced by women. We aimed to qualitatively explore (i) fac-
tors influencing the pregnancy and postpartum experience amongst young women in Soweto, South Africa, and (ii) 
the influence of Bukhali, a preconception, pregnancy, and early childhood intervention delivered by community 
health workers (CHWs), on these experiences.

Methods Semi-structured, in-depth interviews were conducted with 15 purposively sampled participants. Partici-
pants were 18–28-year-old women who (i) were enrolled in the intervention arm of the Bukhali randomized con-
trolled trial; (ii) were pregnant and delivered a child while being enrolled in the trial; and (iii) had at least one previ-
ous pregnancy prior to participation in the trial. Thematic analysis, informed by the positive pregnancy experiences 
framework and drawing on a codebook analysis approach, was used.

Results The themes influencing participants’ pregnancy experiences (aim 1) were participants’ feelings about being 
pregnant, the responsibilities of motherhood, physical and mental health challenges, unstable social support 
and traumatic experiences, and the pressures of socioeconomic circumstances. In terms of how support, informa-
tion, and care practices influenced these factors (aim 2), four themes were generated: acceptance and mother/child 
bonding, growing and adapting in their role as mothers, receiving tools for their health, and having ways to cope 
in difficult circumstances. These processes were found to be complementary and closely linked to participant context 
and needs.

Conclusion Our findings suggest that, among women aged 18–28, a CHW-delivered intervention combining sup-
port, information, and care practices has the potential to positively influence women’s pregnancy experience in South 
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Africa. In particular, emotional support and relevant information were key to better meeting participant needs. These 
findings can help define critical elements of CHW roles in maternal care and highlight the importance of patient-
centred solutions to challenges within antenatal care.

Trial registration Pan African Clinical Trials Registry PACTR201903750173871, 27/03/2019.

Keywords Pregnancy experiences, Positive pregnancy experience, Postpartum, Community-health worker, 
Intervention, Process evaluation

Background
Maternal mortality is an important metric for determin-
ing progress in maternal care, as illustrated by Sustainable 
Development Goal target 3.1 which aims to reduce the 
global maternal mortality ratio to less than 70 per 100,000 
live births [1, 2]. In South Africa, maternal mortality has 
declined steadily since 2012, as exemplified by the mater-
nal mortality in-facility ratio, estimated at 144.9 versus 
88.0 per 100,000 live births in 2012 and 2020, respectively 
[3]. Despite this, rates remain high compared to high-
income countries, and evidence suggests that progress is 
hampered by socioeconomic inequalities and access to 
healthcare services [4, 5]. Against this background, the 
importance of moving beyond merely aiming for reduc-
tions in mortality and morbidity, towards a positive preg-
nancy experience, is increasingly acknowledged [6–8].

The 2016 World Health Organisation (WHO) “recom-
mendations on antenatal care for a positive pregnancy 
experience” suggests a more woman-centred, human-
rights based approach to maternal care, enabling popula-
tions to reach their full potential [6–8]. The concept of 
a positive pregnancy experience was defined based on 
a qualitative review [9] that aimed to determine what is 
of importance to women in pregnancy care. This review 
identified care practices, support, and information as 
three equally critical elements of antenatal care. The 
four main factors identified as defining a positive preg-
nancy experience were ‘maintaining physical and socio-
cultural normality’, ‘maintaining a healthy pregnancy for 
mother and baby – including preventing and treating 
risks, illness, and death’, ‘having an effective transition to 
positive labour and birth’, and ‘achieving positive mother-
hood – including maternal self-esteem, competence, and 
autonomy’ [9]. Similarly, 2021 WHO guidelines highlight 
the importance of a positive postpartum experience, by 
adapting to changes and maintaining or regaining health 
for themselves and their baby [10, 11]. In achieving these 
aims, and in the realm of maternal and child health more 
generally, the role of community health workers (CHWs) 
is promising, although it has been found to be dependent 
on context, resources, and training [12–14].

Centring pregnancy and postpartum experiences 
within maternal care highlights the need for data on 

and indicators of women’s experiences, that extend 
beyond, for example, the number of visits [15]. By 
extension, such insight is also needed when evaluat-
ing interventions. This is particularly valuable in the 
context of the challenges facing maternal care in South 
Africa, including the convergence of communicable 
and infectious diseases [16, 17], high rates of unin-
tended pregnancy [18], socioeconomic inequalities [4], 
and gender-based violence [19].

Therefore, we aimed to evaluate the impact of a pre-
conception, pregnancy, and early childhood inter-
vention, Bukhali, on participants’ pregnancy and 
postpartum experiences in Soweto, South Africa. 
Bukhali is a randomised controlled trial evaluating 
a CHW-delivered intervention aimed at improving 
young women’s physical and mental health, nutrition, 
and health behaviours [20, 21]. Taking a life-course 
approach, the intervention provides continuity of care 
through multiple phases, including from pregnancy 
to postpartum. Although the socioeconomic milieu 
is increasingly varied, young women living in Soweto 
are faced with several structural and social challenges. 
These include experiencing traumatic events, gender-
based violence, unemployment, food insecurity, mental 
health challenges, and limited health literacy [22–28]. 
There is also a high rate of unintended pregnancies 
in this setting, with the 2019 South African National 
Antenatal HIV Sentinel Survey finding that 56.5% of 
pregnancies amongst women aged 20–24 years old 
were unintended [18].Since participants are included 
regardless of parity, the trial provides an additional 
opportunity to reflect on previous pregnancies rela-
tive to the index pregnancy (during which the Bukhali 
intervention was received).

Evaluating the trial using qualitative methods helps 
to provide more in-depth, woman-centred under-
standing of participants’ perceptions of context and 
trial processes. Specifically, we qualitatively explored 
(i) factors influencing the pregnancy and postpartum 
experience amongst young South African women, and 
(ii) the influence of trial-based support, information, 
and care practices on these factors during a second 
pregnancy.
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Methods
Study design, setting, and population
This qualitative study used semi-structured interviews 
to explore young women’s pregnancy experiences. The 
included women were participants enrolled in the inter-
vention arm of the Bukhali trial in South Africa, which 
forms part of the global Healthy Life Trajectories Ini-
tiative (HeLTI) (Trial registration with the PAN African 
Clinical Trials Registry, PACTR201903750173871, Reg-
istered 27/03/2019) [21]. The trial is being conducted in 
the urban setting of Soweto, close to Johannesburg.

For Bukhali, community-based recruitment was con-
ducted. Eligible women were aged 18–28 and living in 
Soweto, and were enrolled after giving informed con-
sent. Participants were subsequently blinded and allo-
cated to the control or intervention arm of the trial [21]. 
Briefly, the Bukhali intervention, designed to improve 
nutrition, physical health, and mental health in young 
South African women, is delivered by CHWs, known 
as ‘Health Helpers’ (HHs). The intervention consists 
of four main components: individual sessions with the 
HH using Healthy Conversation Skills [29] and trauma-
informed care to support behaviour change; health 
literacy resource material; multi-micronutrient supple-
mentation; and care services including health screening 
(for conditions such as high blood pressure (BP), obesity, 
Human Immunodeficiency Virus (HIV), and, in the pre-
conception phase, pregnancy screening). During preg-
nancy, this component also includes an ultrasound scan 
performed by a trained radiographer. These components 
and the CHW-approach are outlined in Supplemen-
tary Fig. 1 ([20], reproduced with permission). Although 
the main outcome of the trial is offspring obesity at five 
years old, a phased approach is used to explore specified 
outcomes following each phase of the trial (preconcep-
tion, pregnancy, infancy, and early childhood). Bukhali 
was designed to align with current conditions in the 
South African public healthcare sector; the intervention 
components, including during pregnancy, are aimed at 
enhancing existing primary health care practices [20].

We used purposive sampling of intervention-arm par-
ticipants who had attended at least two sessions of the 
pregnancy phase, had completed the pregnancy phase 
(given birth), had given birth to a live child no more than 
12 months previously, and had carried a previous preg-
nancy to term prior to participation in the trial. These 
participants were invited to participate in an in-depth 
interview regarding their pregnancy experiences, and 
contact attempts for data collection continued until the 
study had produced enough data and insights to meet the 
objectives of the study (n = 15). To achieve these 15 inter-
views, contact was initially attempted with 22 partici-
pants; three were not available to attend the appointment 

due to lack of time or not currently being in Soweto, and 
four were not contactable.

Data collection
Individual in-depth interviews were conducted in-person 
at the Bukhali study site. Interviews were conducted by 
researchers trained in qualitative data collection (MM), 
with a qualitatively trained colleague taking notes (please 
also see the COREQ Checklist included as Supplemen-
tary File 2). Both researchers were female, familiar with 
the trial and the local context, and able to converse in the 
participants’ home languages in addition to English. The 
interview was conducted using a semi-structured inter-
view guide developed by the co-authors a priori. The top-
ics covered by the interview guide included the following: 
(i) information about the pregnancy and how old the 
baby is now; (ii) their overall experience of the pregnancy, 
their baby, and with Bukhali; (iii) how this pregnancy 
compared to their previous pregnancy, including com-
parison to standard care, their perceptions of pregnancy 
and motherhood, their knowledge, and health behav-
iours; and (v) their motivation to stay in the trial follow-
ing the pregnancy. Observations and reflections about 
the interview were recorded as complementary notes, 
and all interviews were audio-recorded and subsequently 
transcribed verbatim and translated into English where 
necessary, by a third-party provider.

Qualitative analysis
Thematic analysis was used, following the 6-phase 
approach outlined by Braun and Clarke for reflexive 
thematic analysis [30]. However, our methods drew 
on a codebook approach for thematic analysis, as this 
approach lends itself to the more applied, exploratory 
aims of this process evaluation-based study. Following 
familiarisation with the transcripts and field notes, LS 
led the development of the coding framework based on 
the first three transcripts, using MAXQDA version 2020 
(VERBI GmbH, Berlin). During next steps of the analy-
sis (coding, generating initial themes, developing and 
reviewing themes), this initial coding framework and the 
preliminary themes generated were discussed and modi-
fied, where required, using a ‘critical friend’ approach 
[31]. This included LS, KM, MM, and NN each coding 
the same transcript, followed by discussion, and, sub-
sequently, the remaining transcripts being split among 
these same co-authors, and then merged, incorporating 
any additional modifications, followed by refining of the 
themes and writing-up of the findings by LS.

For the first objective (identifying factors influenc-
ing the participants’ pregnancy experiences, described 
in "Aim 1: Factors influencing pregnancy experience" 
section of the results), the analysis approach was more 
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descriptive, or closer to the data [32]. An inductive 
approach was used to provide the flexibility to reflect 
these findings as participants described them and as they 
pertain specifically to our context. We therefore chose 
not to retrospectively fit these generated themes onto the 

four defined components of a positive pregnancy experi-
ence previously outlined by Downe et al. [9].

For the second objective (exploring in what way interven-
tion components influence participants’ pregnancy experi-
ences, described in "Aim 2: Trial components influencing 
pregnancy experiences" section of  the results), the more 
interpretive analysis approach was informed by the concept 
of a positive pregnancy experience and the three related 
pillars of care (support, information, and care practices), 
as described in the 2016 WHO guidance on antenatal care 
for a positive pregnancy experience [6]. The ability to inves-
tigate processes (or mechanisms [33]) in an in-depth way 
is considered one of the strengths of qualitative methods 
when  exploring potential causality [34]. The intervention 
components of ‘support’, ‘information’ and ‘care prac-
tices’ served as a conceptual framework for understanding 
the themes (processes through which these components 
influence pregnancy experiences), which were developed 
inductively.

Results
Table 1 provides a disaggregated overview of participant 
characteristics. The results section is divided into two 
sections, to address each of the two aims.

Figure 1 provides an overview of the factors influenc-
ing pregnancy experience (Aim 1: Factors influencing 
pregnancy experience) and how these relate conceptually 
to the three trial components. A more detailed descrip-
tion of the processes introduced in Fig. 1 can be found in 

Table 1 Participant characteristics

Variable N (%);

Participant age at interview
 22–23 4 (26.7)

 24–25 5 (33.3)

 26–27 2 (13.3)

 28–29 4 (26.7)

Number of previous live births
 1 15 (100)

Initiation of trial during
 Preconception 7 (46.7)

 Pregnancy 8 (53.3)

Gestational age at first trial pregnancy session
 1–3 months 5 (33.3)

 4–5 months 6 (40.0)

 6–7 months 4 (26.7)

Estimated time since delivery at time of interview
≤ 3 months 5 (33.3)

3–6 months 6 (40.0)

6–9 months 2 (13.3)

9–11 months 2 (13.3)

Fig. 1 Overview of themes around factors influencing pregnancy experiences, illustrating how these relate to the three trial components (support, 
information, and care practices)
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the results section "Aim 2: Trial components influencing 
pregnancy experiences".

Aim 1: Factors influencing pregnancy experience
Feelings about being pregnant
None of the participants described their pregnancies as 
being planned. Participants described feelings of shock, 
fear, and disappointment upon finding out about their 
second pregnancy. These feelings seemed to be attrib-
utable in part to participants and their families perceiv-
ing the pregnancy as negatively impacting their future 
prospects in terms of education and job opportunities. 
However, some described mixed feelings, feeling hap-
piness and acceptance about the pregnancy despite the 
initial shock. Such mixed feelings seemed in part related 
to the reaction from their social network. Participants 
described fear of telling their family members about the 
pregnancy. Some participants additionally expressed 
frustration and disappointment over the sense that this 
was their second pregnancy. During the current preg-
nancy, a few participants reported that they considered 
opting for a termination of pregnancy, but ultimately 
decided to proceed with the pregnancy.

“I started in the study while pregnant, but I didn’t 
know I was pregnant; like they recruited us from the 
street and brought us here and took blood tests and 
urine tests and they found that I was pregnant; so, I 
was shocked and all that and I didn’t want to keep 
the baby and I was telling [HH] that I can’t do it.” 
(in-depth interview [IDI] 2)

“I was disappointed you know; at first I was tempted 
to terminate because I was also not expecting it, it 
was still early, you know, but ja, I was happy.” (IDI 8)

“Yoh, I was so angry at myself because I wanted to 
do a lot for myself but when I got the baby, I had to 
put a lot of things on hold, ja, and the father of the 
baby was not there for me.” (IDI 10)

The responsibilities of motherhood
Participants described feeling differently about moth-
erhood with their first compared to their second child. 
The changes seemed to reflect an increase in maturity 
with older age, taking on more responsibilities with the 
second child, and, in some cases, feeling the burden of 
these formidable responsibilities more acutely. How-
ever, a number of participants also expressed feeling 
more bonded with their baby during the second com-
pared to the first pregnancy and postpartum period. 
Being able to transfer knowledge and experience to 

the second postpartum period helped participants feel 
more comfortable and confident to manage the respon-
sibilities of motherhood.

“I see myself as a mother now who can care for her chil-
dren properly, before I was a mother to one child right, 
but I didn’t feel like a mother because I still wanted 
to go out and party and all that stuff, but now I’m at 
home looking after my children and all that, ja.” (IDI 2)

“Like you’re not young anymore in your mind, you 
are no longer young, you became a mother again... 
and now there are two girls and like you have to be 
strict because I mean (sigh) it’s a lot of work raising 
girls these days, especially.” (IDI 1)

“I enjoyed the second pregnancy because I would 
enjoy the baby moving and would worry if they 
didn’t, with the second one. I didn’t care at all or 
notice such with the first one. I would speak to the 
second baby when I was pregnant and play with the 
baby, so it was different the first one didn’t get as 
much attention.” (IDI 4)

Physical and mental health challenges
Participants’ experiences of health during pregnancy and 
delivery tended to be one of the first things they described 
when asked to reflect on either of their pregnancy expe-
rience, often comparing between their two pregnancies. 
Some of the reported physical health experiences included 
common pregnancy symptoms such as nausea, com-
plications during pregnancy such as high BP, and birth 
complications. Participants described experiencing such 
complications as “tough”, in part due to the concern it 
raised about their child’s health. Some participants expe-
rienced more physical symptoms in their first pregnancy, 
but others experienced these more in their second preg-
nancy. In either case, this seemed to have a considerable 
impact on their experience of that pregnancy.

In terms of mental health, some participants described 
the impact of pre-existing challenges, sometimes in rela-
tion to traumatic experiences or socio-emotional situ-
ations, described in the next section, as well as those 
exacerbated by or arising during the pregnancy, often 
using the word “stress” or “distress” to describe their 
mental state. In reporting on how they felt during preg-
nancy, participants often combined their descriptions of 
physical and socioemotional or mental health challenges, 
indicating their inter-related nature. Some participants 
experiencing “stress” in their pregnancies felt additional 
worry and uncertainty over how this might impact their 
child’s health and development.
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“With the first pregnancy I never vomited but with 
the second one, I had nausea already in the first tri-
mester, which I never had with the first.” (IDI 3)

“It was hard, I was always crying, sad and always sick, 
it was horrible, I was always tired and lonely.” (IDI 15)

“My pregnancy was not an easy journey, and it was a 
short period of time because I delivered in 7 months so 
I was complicated, no support system you know, pains 
I suffered, sickness; it was not an easy pregnancy I can 
say, not easy... It [having a premature birth] was pain-
ful because you don’t know what to expect; whether 
you are going to get the baby or not, so it was that; you 
don’t know what to expect.” (IDI 14)

“This time it was tough because I was bleeding, I 
was bleeding too much and with the first one I didn’t 
experience that; I had foetal distress only; but this 
one eish, it was complicated.” (IDI 8)

Unstable social support and traumatic experiences
The main people providing social support to participants, 
including emotional and instrumental support, were the 
participants’ mother, the father of the child, other family 
members (such as the grandmother or siblings), and the 
father’s family. The degree of support, and from whom 
it came, tended to vary significantly between their first 
and second pregnancies, and even over the duration of 
the pregnancy. These variations could be attributed to 
changes in the participants’ circumstances, including the 
children having different fathers, experiencing loss and 
illness of family members, negative family response to 
the disclosure of either the first or second pregnancy, and 
frequent mobility between different households. There-
fore, some participants experienced more social support 
in the first pregnancy, while others experienced more 
support in the second pregnancy, for example because 
of a new partner who was more involved. These findings 
seem to indicate a degree of instability and changeability 
in the participants’ support system and circumstances.

The social support received seemed to impact how par-
ticipants experienced their pregnancies, with participants 
describing, for example, happiness and excitement if the 
baby’s father showed support during the pregnancy. On 
the other hand, some participants’ experiences were char-
acterised by relationship problems or a lack of support 
from family or the father of the child. Notably, a number of 
participants also mentioned that they had no friends, with 
some indicating that their pregnancies negatively impacted 
friendships. Lastly, participants described experiencing 
social stressors and traumatic experiences. These included 
domestic violence, being forced to leave their home, and 

the deaths of important people in their lives, including 
to suicide. One participant implied, rather than explicitly 
stating, experiencing gender-based violence, contributing 
to a suicide attempt during the pregnancy.

“Me and baby daddy we fought a lot, a lot of 
things went down there when I was pregnant and 
today sometimes I sit and cry and be like why 
weren’t things different,… because at the end of 
the day not all pregnancies are fairy tales as my 
first pregnancy was a fairy tale to me because I 
had everyone around me, but then the second one 
it was literally really different because it’s like eve-
ryone shifted away from me, like no sis you’re on 
your own.” (IDI 1)

“Yes, they have different fathers, but the first baby 
daddy is not in the picture at all, I raised my first 
one alone but this one the baby daddy is in the 
picture…It makes me really happy; I am happy.” 
(IDI 8)

“With the baby daddy, we had a lot of drama that 
made us end up at the police station so that dam-
aged me a lot…I tried, I can give you a little then, 
I did try to kill myself in December, I was going 
through a lot, I don’t want to talk about it.” (IDI 4)

The pressures of socioeconomic circumstances
Many participants described being financially insecure 
during the pregnancy and postpartum period. Aspects 
of this included being unemployed (and difficulty finding 
employment), being financially dependent on others, and 
not having their own place to live. For some participants, 
this resulted in not being the primary caregiver for (one 
of ) their children. At the same time, as mentioned in the 
section "Unstable social support and traumatic experi-
ences", becoming pregnant and having children was also 
felt to impact educational and employment opportuni-
ties. These circumstances during pregnancy were experi-
enced as being “tough” and “difficult.”

“No, I’m not working but I’m looking for a job and it’s 
so difficult, especially now raising two children, it’s 
very difficult because the income that he gets is not 
enough and you know families can refuse to help you 
sometimes and be like we don’t have go and work… 
I need a job, that is it, that’s all that I want; other 
than that everything is okay.” (IDI 1)

“With the first one I was not working but got work 
after 3 months and with the second one I was not 
working but things do get hard sometimes because 
asking for things is not nice.” (IDI 6)
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“Well at the moment the place we are staying in is 
kind of small; so, there is not enough space so my 
first born is with my mother, ja.” (IDI 7)

“After I found out that I was pregnant they termi-
nated the [work] contract…Yoh it was tough, it wasn’t 
nice cause I had my first born who had to go to crèche, 
buy her clothes, just make sure that everything is fine 
with her and then there’s this one on the way... at 
home there’s no one that works so I need to try and 
find food and toiletries somewhere, ja.” (IDI 11)

Aim 2: Trial components influencing pregnancy 
experiences
The components of support, information, and care prac-
tices are described separately in this section, in order to 
explore the specific processes by which they influence 
pregnancy experiences. However, there was a notable 
overlap between the components and the themes to which 
they were relevant. The processes by which these pillars 
impact the pregnancy experience can be categorised into 
four main themes, namely: acceptance and mother/child 
bonding; growing and adapting in their role as a mother; 
receiving tools for their health; and having ways to cope in 
difficult situations, as described in more detail below.

Support
Participants described a number of ways in which trial-
based support impacted their pregnancy experiences. 
Firstly, participants indicated that receiving support, 
in the form of emotional support (having someone to 
talk to), advice, and providing guidance on coping skills 
seemed to help them to come to terms with their unin-
tended pregnancies (see also Table 2 for overview).

“I wasn’t ready for it, and it was so hard for me to 
accept that there’s a baby growing inside of me, but 
what made me excited was the support that I got 
from the dad and the support that [HH] was giving 
me, she just was like we will take it step by step and 
as time will go by you will understand.” (IDI 1)

“I did not know I was pregnant until I reached 2 
months, so I was facing a lot of things … the talking, 
the counselling, all those things they have helped me 
to be cool.” (IDI 14)

In addition, some participants felt that HH support, 
mostly in the form of mentoring, advice, and encour-
agement, helped them grow as mothers. A few par-
ticipants, on the other hand, did not report feeling a 
change in how they felt about motherhood.

“As [HH] was saying the other day you’re not doing 
it for anybody you’re doing it for the children; and 
if it’s somehow going to be that you’re going to be 
a single parent so then okay, ja, we are there for 
you to advise you throughout this whole thing but 
somehow you as a mother you have to step up and 
lift yourself up and be like I’m the mom, I’m the 
mom here and you guys are the kids here; that was 
like from my understanding.” (IDI 1).

“Even before Bukhali I was a mother, maybe it 
changed a little bit, but I can’t say it has changed 
because of Bukhali” (IDI 4)

In terms of social stressors, mental health challenges, 
and socioeconomic circumstances, participants seemed 
to receive help from HHs to find ways to cope in difficult 
situations. This was largely through having someone to 
talk to, receiving guidance and appraisal of participant 
circumstances, and learning new coping skills. In addi-
tion to HHs, contact with fellow trial participants was 
cited as another source of support in the context of chal-
lenging circumstances for some participants.

“Now I know how to deal with my problems, whereas 
before, I used to think killing myself was the only 
option, now I know how to deal with the problems 
I have. I don’t stress as much…Being with [HH] and 
spending the time that I did with her, helped a lot… 
They taught us a lot about stress, that if you are 
stressed, you mustn’t bottle things up inside, that 
you should find someone you’re comfortable talking 
to and not keep things inside. Because the more you 
keep things inside, the more you hurt yourself, when 
you talk to someone you feel free and you can heal 
faster with the advice they give you. (IDI 13)”

“I can say they helped me with my feelings, I think I 
was falling more on the depression side of life, but I 
got better once I started coming here regularly, I saw 
things in brighter way, they taught me to love myself, 
to accept the situation that I am in, is as is.” (IDI 15)

“I was crying a lot with the first and second one; I was 
always stressed and all that… It [stress] was less when 
I spoke to people, yes it was less because I met another 
girl here at the study and we talked and all that, so it 
got better because I had someone to talk to.” (IDI 2)

In addition, in the case of physical health issues, HHs 
provided both emotional support and instrumental sup-
port in the form of guidance through the health care sys-
tem. For example, participants reported that HHs would 
help transport them to the clinic or attend certain visits 
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with them. In another example of tangible support, some 
participants reported their HH going above and beyond 
in helping them with socioeconomic circumstances, 
including by bringing them food or other supplies.

“You know, I was panicking for the first time I broke 
the water and then the blood came out, so I didn’t 
know what to do, because normally I don’t know that 
stuff I only know the pain, so I called [HH] on that 
day. It was midnight, so [HH] picked up the phone 
and she cooled me down, she talked to me, you know, 
she was there until I came to the hospital she stood 
and she was supportive for me.” (IDI 14)

“I actually came to my senses and even having to 
speak to [HH] and her supporting me you know, 
those kind of things like especially when I had no 
food I don’t know there is this church that she goes to 
or that her friend goes to but they would come and 
bring food, you know.” (IDI 12).

Lastly, one participant reported feeling inspired by the 
HH to reach her goals, particularly since the HH were 
“peers” as young women from Soweto.

“You get inspiration to say your peers are doing this, 
you know, you learn a lot about the study… so you 
learn to say okay you need to pick up your socks, you 
have to fight, you have to go to school, you have to 

do what you wanna do cause most of them they are 
my peers; I’m not comparing and I’m not jealous but 
they give you that thing and that hope to say you can 
do it, you will reach where you wanna reach, yes.” 
(IDI 14)

Information
Participants indicated that receiving information about 
their pregnancy, such as the stages of pregnancy and the 
baby’s development, helped them to look forward to and 
bond with their (unborn) baby. In addition, information 
on how to care for the baby helped participants feel more 
confident and informed about the postpartum period. 
This finding also seems to imply that, by comparison, the 
knowledge or information available prior to the trial was 
limited for a number of participants. This was further 
highlighted by the reported lack of information partici-
pants felt they received during their routine ANC visits 
(also see Table 3 for gaps in ANC care).

“It was mostly like when I was reading [the resource 
books], it was more like the excitement of a baby, 
once the baby arrives and then how much love you 
will give them once they are here; because remem-
ber as a person who is pregnant and doesn’t want 
the baby at first literally I love this baby throughout 
when like the baby was born. [Interviewer: so it was 
about bonding?] Yes.” (IDI 1)

Table 3 Identified gaps experienced in routine ANC care per support, information, and care practices

Component Overview of gaps with illustrative quotations

Support Reported poor treatment at these clinic visits, including rude and rushed treatment (“they always shout at you (IDI 1)”), lack of indi-
vidual care, and lack of provider continuity.
“I could say that at the clinic sometimes the service that they give us is not good because they don’t know how to talk to people; like even if you 
have a problem there you can’t even talk to the person you’re supposed to talk to, ja, like they can’t give you the right service.” (IDI 9)
“I can say the doctor that I got at the clinic was fine although sometimes you wouldn’t find the same doctor that was not nice, but the treat-
ment was okay” (IDI 6)
I’d say patient care, they don’t know how to deal with people, they are rude, they don’t care what they’re doing they just do it to get it done as 
long as you’re finished and gone. (IDI 2)

Information Not receiving sufficient information or explanation about pregnancy, child development, breastfeeding, or the care practices they 
underwent. In describing this lack of information, participants seemed to link it, not only to feeling uninformed, but also to feeling 
uncared for.
“At the clinic they check minor things, they don’t explain much…because at the clinic you don’t get taught much, especially about the child 
[growth] chart, they don’t explain the red line is for the child being overweight, the orange meaning underweight, they just wrote the informa-
tion and that was that.” (IDI 3)
“Even when you have to go to the clinic, they don’t actually tell you what is right or wrong they just give you supplements and then they just 
check how the baby is and that is it you know; they don’t actually check you or your mind-set and how it is, you know?” (IDI 12)
“At Bukhali they give you a lot of information at the clinic they just do their job and that is that… They really don’t care at the clinic hey, if you 
bought in your child because they are sick, they just give the baby an injection and that is that they don’t give you all the extra information 
about anything.” (IDI 15)

Care practices Lack of provision of (multiple) ultrasounds; lack of personalised care and provider continuity.
And then the sonar, the different is that there you go to the sonar once; and then here you go every time you come visit, ja. (IDI 2)
At the clinic they don’t do sonars …; like here [at Bukhali] they do thorough checks man; at the clinic they checked our blood because of 
maybe they want to push and finish with us (IDI 10)
At the clinic I still didn’t get help even though they had the information that I got from here with my urinary infection, they couldn’t help me… I 
was actually quite stressed after I discovered that the doctor didn’t want to help me at the clinic; because they weren’t also sure about how bad 
the infection was. (IDI 7)
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“Sometimes I would read the book with my mother, 
like I said I had a difficult pregnancy because I kind 
of regretted falling pregnant. But they helped in 
terms of reading about how everything will be okay 
and it will work out.” (IDI 15)

“I am not nervous anymore, since I joined Bukhali, I 
have learnt a lot about raising a baby.” (IDI 5)

For some participants, information about healthy 
behaviours and care practices during pregnancy and post-
partum served as a “wake-up call” about the importance 
of their health. This allowed them to make more informed 
decisions around health behaviours such as diet, exercise, 
and breastfeeding. Meanwhile, information about the 
baby’s health helped put participants’ minds at ease.

“The one thing that I learnt about was about health 
and how a woman should look after herself ” (IDI 6)

“Like with my first born I didn’t breastfeed her but 
through the books I learnt that a baby grows stronger 
if you breastfeed, so those are the things that I didn’t 
know, ja…. My feelings have changed through this very 
issue that they taught me the benefits of breastfeeding, 
ja, my feelings have changed a lot because I now know 
the importance of that for the baby.” (IDI 10)

Lastly, one participant mentioned that having the 
resource books to read served as a welcome distraction 
for social stressors.

“Like, after reading the books I would think on it and 
say, oh this is how it’s supposed to be, ja. And there 
were some that helped me relax my mind, you find 
that maybe I fought with someone at home, then 
when I read the books I feel better.” (IDI 9)

Care practices
The main care practices that participants mentioned in 
the interviews were the ultrasounds, supplements, and 
health screening/measurements (such as for BMI or BP). 
One of the ways in which these care practices impacted 
the pregnancy experience was by helping participants 
feel reassured and aware of their own and their baby’s 
health during pregnancy and postpartum.

“They did a scan just to check if there aren’t any 
problems with the baby and making sure they were 
fine and they also making sure they check your low 
blood pressure if it wasn’t okay they would then 
refer you to a local clinic… I did appreciate the 
scans and see how the baby is and I like that they 

can even check the baby and make sure the baby is 
fine so I appreciate that.” (IDI 4)

In addition, receiving ultrasounds, and specifi-
cally hearing the foetal heartbeat and learning their 
sex, helped participants come to terms with their 
pregnancy.

“[Interviewer: Did you have the ultrasound services 
with the first baby?] No...[And with the second one?] 
Yes…That’s when I was like okay it’s not a joke this 
[the pregnancy] is real; when like the baby uh even 
the heart…she first said no this is a boy and then we 
did the second one and it’s like no this is a girl” (IDI 1)
“It helped me because of I was able to see the 
baby’s gender; usually they don’t tell us, they only 
tell us that the baby is fine, growing up fine, she’s 
not a preemie; but here I was able to see the gender 
which is she is a girl indeed, ja.” (IDI 8)

For some participants, the trial care practices helped 
identify health problems, such as high BP, anaemia, and 
infections, for the first time. As a result, participants 
could be referred to public healthcare services for care. 
Participants reported facing barriers within this refer-
ral system, such as not receiving treatment or explana-
tion following referral by the Bukhali team, leading to 
confusion and worry. Nevertheless, most participants 
seemed to appreciate having the health issue identified.

“So far it has been good, it has really helped me 
because Bukhali was the one that discovered that 
my high blood is not okay… then they gave me a 
referral letter to go to the clinic” (IDI 6)
“They are quite helpful cause they have helped me 
with my iron in my blood was low so they have 
helped me a lot.” (IDI 14)

Lastly, although a few participants reported not taking 
the trial supplements during pregnancy, others reported 
experiencing beneficial effects of the supplements in 
terms of feeling better or healthier in their pregnancy.

“The supplements really helped me at that time 
because they boosted my appetite” (IDI 4)
“They [the pills] also helped me with my iron, lots 
of things.” (IDI 14)

Discussion
This study identifies ways in which young Sowetan women 
experience the impact of a CHW-delivered intervention 
during their pregnancy and postpartum period. The main 
factors identified as contributing to participants’ preg-
nancy experience were their feelings about being pregnant, 
the responsibilities of motherhood, physical and mental 
health challenges, unstable social support and traumatic 
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experiences, and the pressures of socioeconomic circum-
stances. The study also highlights that trial components 
(support, information, and care practices) mitigated these 
factors through processes that facilitated ‘acceptance and 
mother/child bonding’, ‘growing and adapting in their role 
as mothers’, ‘receiving tools for their health’, and ‘having 
ways to cope in difficult circumstances’.

Relevant and timely information, psychosocial and emo-
tional support, and effective care practices have been iden-
tified as key components of antenatal care [9]. Our results 
support their importance as three equal and complemen-
tary pillars of care, from the participants’ perspective. In 
fact, our results highlight that, from the participants’ per-
spective, the care provided by CHWs seems to be most 
effective when it is holistic rather than purely clinical, as has 
been previously suggested in ethnographic work [35]. This is 
highlighted by CHW’s reported ability to help participants 
through processes involving psychosocial wellbeing (theme: 
‘having ways to cope with difficult situations’) and parent-
hood (theme: ‘grow and adapt in their role as a mother’). 
The particular emphasis on the importance of information 
in our study likely reflects a previously identified knowl-
edge gap around pregnancy and reproductive health among 
young South African women [24, 36]. However, partici-
pants’ emphasis on HH/CHW emotional support, trust, 
and mentorship, which aligns with other qualitative work 
around participants’ experiences of Bukhali [29, 37], indi-
cates that these support elements may be key for effective 
receipt and use of information by participants.

Participant and local context are central to the identi-
fied ways in which the intervention influenced women’s 
pregnancy experiences, as is in line with the UK Medi-
cal Research Council (UKMRC) process evaluation 
framework’s emphasis on context [20, 33]. As such, the 
theme ‘acceptance and mother/child bonding’ was par-
ticularly relevant due to the unplanned nature of par-
ticipants’ pregnancies, fear of telling their families about 
their pregnancy, and their often-unstable socioeconomic 
circumstances [37]. A better and more dynamic under-
standing of women’s attitudes towards their pregnancies, 
as opposed to simply labelling them as ‘unintended’ or 
unplanned, would help identify what role CHWs can play 
in supporting women within their social and structural 
realities [38]. This could include delivering preconcep-
tion care information for future pregnancies to ultimately 
help improve participants’ autonomy in their reproduc-
tive decisions.

As part of their antenatal experience, participants 
also raised a number of unmet needs and gaps within 
current antenatal care. These included, for exam-
ple, feeling rushed and judged during visits, lack of 
health provider continuity, long waiting times, and not 

receiving explanation or information. This aligns with 
previously identified challenges within antenatal care in 
South Africa that continue to form a barrier to maternal 
health, despite the provision of free public antenatal care 
[39–42]. Although the multidimensionality and com-
plexity of these challenges will not be solved through 
any single approach, our results suggest that a CHW-
delivered intervention such as Bukhali has potential 
to complement ANC services to better meet women’s 
needs. These findings, amidst an ongoing trial, require 
further research, including into the interventions’ inte-
gration and sustainability within existing care [43]. The 
outcomes of the randomised controlled trial [21] will 
additionally provide insights into the extent to which it 
impacts maternal and child health outcomes.

Our results also brought the limits of the scope of the 
Bukhali intervention, and indeed most public health initia-
tives, into focus. For instance, while socioeconomic circum-
stances, such as unemployment and financial dependence, 
were identified as impacting pregnancy experiences, 
addressing these directly falls outside the scope of the inter-
vention. While CHW support could help women navigate 
such circumstances, this raises the importance of defining 
the (scope of the) CHW role in different settings. Similarly, 
intervention aspects such as the medical management of 
identified health issues, rely heavily on the existing health 
system. These considerations highlight the need for cross-
disciplinary, structural support for pregnant women, along-
side health interventions, which could perhaps be seen as an 
additional, non-clinical pillar of care that is important to the 
pregnancy experience in contexts such as Soweto.

This study had a number of limitations. The timing of the 
interviews, between 2–11 months postpartum, allowed for 
participants to reflect upon the entirety of the pregnancy 
and immediate postpartum experiences, but participants 
recalled their pregnancy experiences through a postpartum 
lens, which may have impacted their responses. Exploration 
of participant experiences at different stages of pregnancy 
could provide additional insights. In addition, the impact 
of the intervention on participants’ most recent pregnancy 
would have been difficult to tease out from changes attrib-
utable to it being their second as opposed to first pregnancy 
[44]. Lastly, the study formed part of a directed and applied 
process evaluation of the Bukhali trial, employing both 
descriptive (e.g. identified factors impacting pregnancy, 
which remain close to the data) as well as more explana-
tory, interpretive but still directed analysis [32, 45, 46]. 
While this is not necessarily a limitation, since the method 
provides insights relevant for the questions posed, it does 
result in less room for entirely open, interpretive qualitative 
analysis, which might complement our methods in explor-
ing the complexity of pregnancy experiences [47].
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Conclusions
In conclusion, our results suggest that a CHW-delivered 
intervention combining support, information, and care 
practices has the potential to positively influence wom-
en’s pregnancy experience in South Africa. This impact 
is driven by interrelated processes that are closely tied 
to participant circumstances, priorities, and needs. The 
intervention particularly seemed to meet a need for emo-
tional support and relevant information, which impacted 
participants in sometimes unanticipated ways, such as 
through acceptance of their (unintended) pregnancy. 
Understanding the ways in which key intervention ingredi-
ents are actually experienced by women, and in what way 
they are perceived to drive positive impacts, can therefore 
help redefine CHW program priorities and CHW roles in 
maternal care, to contribute to a positive pregnancy expe-
rience more effectively. In settings such as South Africa, 
with existing barriers to antenatal care, an overburdened 
health system, and socioeconomic inequalities, the iden-
tified pregnancy experiences also highlight the need for 
cross-disciplinary, patient-centred solutions for improving 
pregnancy experiences and potentially delivery outcomes.
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