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Abstract

Background: Preconception care (PCC) is crucial for optimizing maternal and neonatal
health by addressing modifiable risk factors and promoting healthy pregnancies.

Objective: This study aimed to assess the knowledge, attitudes, and practices (KAP) of
Palestinian women of reproductive age regarding PCC in the northern West Bank.

Methods: A cross-sectional study was conducted from June to September 2024 in the
Ministry of Health primary care clinics across six northern West Bank districts. A structured
questionnaire was administered to 400 women aged 18-45, covering sociodemographic
characteristics, gynecological factors, and KAP regarding PCC.

Results: Among the 400 surveyed women, the largest age group was 23 to 27 years (25.5%).
The majority of participants were married (82.3%), Regarding marital relationships, 77.5%
of married women reported they have no relationship with their husbands (kinship). Most
respondents (59%) had a university education. In terms of family income, 34.3% had a
moderate income between 2000-3000 NIS per month. The majority of women were
housewives (63%), followed by employees (29.5%), with only a small percentage being
students (2.3%) or other occupations (2.3%). Most participants (77.25%) reported having
previous information about preconception care , primarily sourced from gynecologists
(40.45%), followed by the internet (17.75%) and friends and family (16.85%). In the term
of Knowledge regarding PCC the majority of respondents (61.75%) had moderate level of
knowledge with a mean score of 0.602, while 25.75% had poor knowledge and 12.5%
exhibited good knowledge regarding PCC. The findings also revealed that the majority of
women 83.79% had a positive attitudes about PCC. According to practice toward PCC the
study finding found that most of respondents 74.5%. had a good practices with a mean
practice score of 1.83 (SD = 0.673). Education level was moderately correlated with
knowledge (r = 0.146, p = 0.003), while other demographic and gynecological variables
showed weak or insignificant correlations.

Conclusion: Palestinian women in the northern West Bank demonstrate fair knowledge,
positive attitudes, and good practices regarding PCC. Increased efforts to provide PCC
education, starting in schools and extending through healthcare facilities, are recommended
to enhance knowledge and outcomes. To further enhance knowledge and outcomes, it is
recommended to expand PCC education, beginning in schools and continuing through
healthcare facilities, to bridge existing gaps and promote better health practices

Keywords: Preconception care, Knowledge, Attitude, Practice, Reproductive age
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Chapter One

Introduction

1.1 Background:

Preconception care (PCC) refers to the delivery of medical, behavioral, and social
interventions to women and couples prior to conception with the goal of enhancing their
overall health and addressing factors that may contribute to adverse maternal and child
health outcomes. The primary objective of PCC is to improve the health outcomes of
mothers and children in both the immediate and long-term perspectives (Lassi et al., 2014).
According to the World Health Organization (WHO) report regarding maternal mortality,
the maternal mortality rate is alarmingly elevated, with approximately 287,000 women
losing their lives during and after pregnancy in 2020., The maternal mortality ratio (MMR),
which measures the number of maternal deaths per 100,000 live births, decreased
significantly worldwide between 2000 and 2020, by approximately 34 percent (WHO,
2020). The vast majority, nearly 95%, of these tragic deaths occurred in countries
categorized as low and lower-middle-income, and it is crucial to note that the majority of
these maternal fatalities were preventable (Samuel et al., 2021).

Despite this progress, almost 95% of maternal deaths persisted in low and lower-middle-
income countries, underscoring significant disparities in access to quality health services
and accentuating the existing divide between affluent and impoverished regions. In 2020,
the MMR in low-income countries was alarmingly high at 430 per 100,000 live births, in
stark contrast to the considerably lower rate of 12 per 100,000 live births in high-income
countries (WHO, 2020). Maternal mortalities are often the result of complications arising
during or after pregnancy, many of which are preventable or treatable if properly managed
as part of the woman's care (Samuel et al., 2021).

In Palestine, the maternal mortality ratio during 2020 was estimated to be 28.5 deaths per
100,000 live births (Palestinian Ministry of Health [PMoH], 2019). A significant majority
of maternal deaths in Palestine, accounting for 78.4% of the cases, were deemed preventable.
These deaths could have been avoided through potential interventions during the
preconception period, adequate antenatal care, and improved healthcare practices within
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hospitals. This highlights the importance of implementing effective strategies and
interventions at various stages of maternal care to prevent avoidable maternal deaths and
improve overall maternal health outcomes (PMoH, 2020).

Reproductive health has shown limited progress over the past decades, with experiencing
relatively high rates of perinatal death. Despite improved access to and quality of prenatal
care, the lack of improvement in reproductive outcomes suggests that focusing solely on
prenatal care is insufficient. Therefore, the need for reinforcements such as the adoption of
PCC has become a vital requirement for further maintenance and development of the health
of mothers and children (Goldenberg & McClure, 2018).

In the Palestinian context, within the reproductive and sexual health sector, between the
years 2014-2016, the National Reproductive Health Strategy was created in cooperation
between the Palestinian Ministry of Health and the United Nations Population Fund to
enhance reproductive health in Palestine through participatory work from all partners and
service providers. The strategy framework was based on four main strategic priorities: safe
pregnancy and childbirth, and promoting healthy families across various sectors.

age stages, enhancing and supporting health services for youth, and qualified and sufficient
human resources. For safe pregnancy and childbirth, it focused on preconception services,
pregnancy and antenatal care services, obstetric services, maternal mortality monitoring, and
postnatal care. At the national level, Palestine maintained coverage levels Pregnancy and
prenatal care services are very high, reaching 95.5% in 2014, through primary health care
services and centers and maternal and child care centers spread throughout all governorates.
Palestinian. The coverage rate for pregnant women in Ministry of Health centers reached
45.2% in 2016, and the rate reached 4.6 visits/woman during pregnancy. The Obstetrics and
Gynecology Protocol was also updated and approved to be a unified tool for providing
obstetrics and gynecology services to ensure the safety of the mother and child at the various
stages of pregnancy and childbirth. It was applied in government hospitals, primary care
centers, and then private hospitals after 2018 (PMoH, 2022, United Nations Population
Fund [UNPF], 2018) .

Preconception care can have short-term and long-term benefits for both mothers and their
children. In the short term, it can reduce the risks associated with pregnancies that occur too
early, too close, or are unplanned ; additionally, it can reduce the risk of genetic disorders,
environmental exposure, and maternal and childhood mortality while improving maternal
and child health outcomes.PCC can also address other public health concerns such as
nutrition, mental health, intimate partner violence, and substance use. In the long term, PCC
can improve the health and well-being of babies and children as they grow into adulthood
(Atrash & Jack, 2020; Fowler et al., 2017; Khekade et al., 2023).

In addition to the aforementioned benefits, preconception care is anticipated to yield various
advantages, extending beyond individual health outcomes. Preconception care is anticipated
to yield significant social and economic benefits that extend beyond individual health
outcomes, positively impacting families and communities. By addressing health risks and
promoting healthy behaviors before conception, preconception care can lead to healthier
pregnancies and better birth outcomes, which in turn reduce healthcare costs associated with
complications during pregnancy and childbirth (Poix & Elmusharaf, 2024). Healthier
mothers are more likely to engage in productive activities, contributing to the workforce and
enhancing family income stability. Furthermore, children born to healthier mothers tend to
have improved health trajectories, leading to reduced rates of chronic diseases and
disabilities, which can alleviate the burden on healthcare systems and social services (Poix

2



& Elmusharaf, 2024). This preventive approach fosters a cycle of health that benefits not
only individual families, but also the broader community by promoting a healthier
population, reducing healthcare expenditures, and enhancing economic productivity through
a more capable and healthy workforce. Thus, investing in preconception care can create a
ripple effect, yielding substantial long-term social and economic advantages (Poix &
Elmusharaf, 2024).

Additionally, promoting men's active involvement in women's health can enhance their own
well-being, irrespective of immediate plans for parenthood. Moreover, preconception care
plays a crucial role in managing exposure to environmental risk factors during early life,
thereby mitigating potential long-term effects (Association, 2019). For instance, addressing
the issue of smoking before or during pregnancy has the potential to prevent a significant
number of adverse outcomes, such as 5-7% of preterm-related deaths and 23-24% of sudden
infant death syndrome cases (Lassi et al., 2014).

In high-income countries, preconception care serves not only to enhance overall
preconception health and risk awareness among the general population but also to address
the relatively higher rates of maternal and childhood mortality and morbidity found within
socially marginalized and economically disadvantaged families and communities. Similarly,
in low-income countries, preconception care can have a broader impact, leading to
significant improvements in maternal and child health outcomes across large segments of
the population (Ekawati et al., 2024, Kedzior et al., 2024).

The implementation of preconception care initiatives has been increasingly observed in
various countries, including high-income nations like Italy, the Netherlands, and the United
States, as well as low- and middle-income countries such as Bangladesh, the Philippines,
and Sri Lanka. Recognizing the significance of these initiatives, there is a consensus on the
importance of identifying and documenting these experiences to provide valuable insights
and inspire others to engage in similar work in the field of preconception care (WHO, 2014).

1.2 Problem statement:

Based on the vital role of PCC in mitigating maternal and neonatal mortality risks, especially
in low and middle-income countries, despite global initiatives aimed at achieving sustainable
development goals and reducing pregnancy-related deaths, a substantial number of mothers
continue to confront significant health risks, as highlighted by the World Health
Organization (WHO, 2020). The lack of comprehensive PCC exacerbates morbidity and
mortality rates among mothers and infants (Sori et al., 2021). Comprehensive knowledge
and utilization of PCC among women have been linked to heightened awareness, increased
service utilization, and a proclivity for risk-mitigating behaviors. Understanding the
influential factors in PCC awareness and adoption, particularly among women and
healthcare providers, is pivotal for targeted interventions. This insight is crucial in the
Palestinian context, where addressing preventable preconception risk factors can
significantly contribute to improved maternal and neonatal health outcomes, aligning with
global commitments to reduce mortality and advance sustainable development goals
(Lemma et al., 2022; Fekene et al., 2020).

There is a gap in knowledge in regard to the uptake of PCC, influenced by factors such as
resource limitations, unplanned pregnancies, negative attitudes, and women's lack of
awareness. Despite the critical role it plays in advocating maternal and child health, a
significant majority of women lack awareness regarding the impact of their preconception
health on the likelihood of experiencing adverse pregnancy outcomes.



Recognizing PCC as a key strategy, its implementation and success vary globally.
Understanding the factors influencing the success of PCC initiatives is crucial for informing
interventions and policies to reduce preventable maternal and child morbidity and mortality
(Muthiyan & Musale, 2022). Moreover, preconception care plays a crucial role in
empowering women to make informed decisions about their fertility and overall health,
which can contribute to the social and economic development of families and communities
(Lassi et al., 2014). Therefore, assessing the knowledge and perception of women in
Palestine about preconception care is significant. There are scarcity of studies in Palestine
on knowledge and attitudes about preconception care among women in northern West Bank
of Palestine. Therefore, this research aims to evaluate the knowledge, attitudes, and practices
regarding PCC among women of reproductive age in northern West Bank.

1.3 Significance of the study:

Preconception care plays a crucial role in empowering women to make informed decisions
about their fertility and overall health, which can contribute to the social and economic
development of families and communities (Lassi et al., 2014). Therefore, assessing the
knowledge and perception of women in Palestine about preconception care is significant for
several reasons:

e The results of this study will offer a clear picture and assessment perception, and nature
of practice about PCC among Palestinian women, that allow for identification of areas
where women may have low and lack information or have misconceptions about PCC.
By addressing these gaps, women can make informed decisions and take appropriate
actions to optimize their health before pregnancy, leading to improved maternal and
child health outcomes.

e Participation in such studies by women in the Palestinian context may open the door to
knowing new information and adopting and practice a right approach for their
reproductive health that may benefit their future health and that of their children.

e The findings of this study will lead to Understand women's knowledge and attitude
toward PCC in Palestine which can guide the development of policies and programmes
aimed at improving and apply PCC programs.

e This study findings will help policy maker in primary healthcare to recognize the
relationship between knowledge and attitude and that would help design programs and
campaigns that would improve knowledge about preconception care, reduce the false
information that might be possessed by women, and change attitude towards the subject.
Understanding the correlation between knowledge and attitude can inform the
development of targeted interventions and educational campaigns to enhance women's
knowledge, address any misconceptions, and promote positive attitudes towards
preconception care.

e The importance of this study lies in the lack of studies that assess knowledge and
attitudes regarding PCC among women in Palestine. At a more educational level, the
findings can be used to develop targeted awareness campaigns and educational programs
to enable women to be more informed about key aspects of preconception health. On an
academic level, it adds to the scarce literature on PCC in the Palestinian context,
creating a foundation for future explorations of the barriers, healthcare practices and
customs that influence the culture of care in Palestine. The study can positively inform
administratively.



1.4 Aim of the study, Research Questions, and Hypothesis:

The objective of this study is to:

1.

Objective: Assess the knowledge of Palestinian women in the reproductive age about
preconception care in North West Bank.

Research Question: What is the level of knowledge regarding preconception care
among women of reproductive age in the North of the West Bank of Palestine?
Hypothesis: Women of reproductive age in the North of the West Bank of Palestine
have good level of knowledge regarding preconception health.

Objective: ldentify the main sources of information regarding PCC among women of
reproductive age in North of West Bank.
Research question: What are the main sources of information regarding
PCC among women of reproductive age in North of West Bank?

Objective: Assess the attitudes towards preconception care among women of
reproductive age in the North of West Bank of Palestine.

Research Question: What are the attitudes towards preconception care among women
of reproductive age in the North of the West Bank of Palestine?

Hypothesis: Women of reproductive age in the North of the West Bank of Palestine
hold positive attitudes towards preconception care.

Objective: Assess practice towards preconception care among women of reproductive
age in the North of West Bank of Palestine.

Research Question: What are the practices related to preconception care among women
of reproductive age in the North of the West Bank of Palestine?

Hypothesis: Women of reproductive age in the North of the West Bank of Palestine
engage in good practices related to preconception care.

Objective: Examine the correlation between knowledge, attitudes and practices
regarding preconception care among women in the North of the West Bank of Palestine.
Research Question: Is there a correlation knowledge, attitudes and practices regarding
preconception care among women in the North of the West Bank of Palestine?
Hypothesis: There is a positive correlation between the knowledge, attitudes and
practices regarding preconception care among women in the North of the West Bank of
Palestine.

Objective: Identify the relationship between knowledge, attitudes and practices
regarding preconception care, and the sociodemographic and gynecological variables
age, educational level, number of previous pregnancies and number of deliveries among
women in the North of the West Bank of Palestine.

Research Question: Is there an association between knowledge, attitudes and practices
regarding preconception care and selected sociodemographic and gynecological
variables among women in the North of the West Bank of Palestine?



e Hypothesis: knowledge, attitudes and practices regarding preconception care vary
significantly across the demographic and gynecological variables age, education, and
sociodemographic variables among women in the North of the West Bank of Palestine.

1.5 Study Variables

Dependent variables: In the current study, the dependent variables were as follows:
Knowledge regarding pre-conception care among women of reproductive age.
Attitudes regarding pre-conception care among women of reproductive age.
Practice regarding pre-conception care among women of reproductive age.

Independent variables: in this study the independent variables were:
Sociodemographic characteristics as: age, educational level, marital status, place of
residence, employment status, educational level of husband, relation with husband.
e Reproductive characteristics such as: history of previous pregnancy, number of
previous pregnancies, history of abortion, history of still birth.
e Health status: history of previous disease as diabetes, hypertension.
e Source of information regarding PCC, as internet, friends, gynecologist, nurses
or midwifes.

1.6 Conceptual definition

Knowledge: Knowledge is a collection of data and information to which expert opinions,
skills and experiences are added, and the result is a valuable resource that can be used in
decision-making (Khan, 2023; Jakubik, 2023)

Attitude: is the evaluative process through which individuals assess information as either
good or bad, accepted or rejected, based on their accumulated life experiences and mental
perceptions. This evaluation is influenced by cognitive centers that integrate knowledge
(Iknow), desires (lwant), and emotional experiences (llove). The decision-making process
relies on comparing new information to internal reference standards learned from childhood
and personal experiences, where positive or negative emotional associations play a critical
role in shaping judgments and influencing future decisions (Gaiseanu, 2020)

Practice: In the medical field, clinical practice describes the day-to-day activities of
healthcare providers who use their medical expertise to identify, treat, and manage patients’
conditions. It is an essential part of the healthcare system and includes everything from
simple checkups to intricate surgical operations. Clinical practice takes place in settings such
as clinics, hospitals, and private practices, where professionals follow evidence-based
protocols to guarantee high-quality patient care (Berg et al., 1997).

Preconception Care: The provision of biological, behavioral, and social health
interventions to women and couples prior to conception, aims to improve health status and



decrease environmental, behavioral, and personal factors that may be responsible for poor
health outcomes for mothers and children. Its ultimate goal is better short- and long-term
health outcomes for mothers and children [World Health Organization, (WHO), 2013]

1.7 Conceptual Framework

Figure 1.1 represents the study framework, showing the relationship between the
independent variables (demographic and gynecological data) and their relationship with the
study's s(dependent variables); knowledge, attitudes and practice regarding PCC.

Knowledge regarding PCC

Gynecological Data Aware of PCC?/ Sources of Information/ Importance of

Currently Pregnant?/ Time of previous PCC for Men and Women/ Importance for Mother
pregnancy / Number of Deliveries/ ” and Baby/ High-Risk Pregnancy Factors/

Diseases during pregnancy/ Abortions/ Recommended Spacing Between Pregnancies/
Number of Live Births/ Still Births/ Risks of Poor Birth Spacing
Chronic Diseases

Practices regarding PCC
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Chapter Two

Literature Review

2.1 Introduction

The overall objective of this chapter is to review research findings on Knowledge, Attitudes
and Practice regarding preconception care among women in childbearing age and
identifying gaps for further investigation.

2.2 Research Strategy:

To conduct a comprehensive literature review on the topic of "Knowledge and attitudes
regarding Preconception Care among women," a systematic approach was adopted. The
search strategy included electronic databases such as PubMed, Scopus, and Web of Science.
The search terms used included variations of “preconception care,” "knowledge,"
"attitudes,” “practice,”, “perception”, “behavior”, “women," and related keywords. The
search was limited to studies published in English from the past 10 years.

2.3 History of Preconception care (PCC)

It important to note that the conception of the PCC is not recent, for as earlier noted the
belief in the influence of women’s health, behavior and the environment on pregnancy
outcomes has always been around for centuries. Majority of the documents available, as
sources of reference on how the health of a mother enhanced pregnancy outcomes , date
back centuries (Freda et al., 2006). As early as 1825, William Potts Dewees stressed the
importance of the conduct of a mother even prior to marriage and during pregnancy and her
impact on the child, historically, PCC was first defined as a focused service for women who
had previously experienced adverse pregnancy outcomes by Chamberlain, 1980 (Atrash &
Jack, 2020). The United States Public Health Service further developed the concept in the
publication "Preventing Low Birth Weight" and its Expert Panel on the Content of Prenatal
Care defined the components of PCC, emphasizing its effectiveness when integrated into
primary care services (Quist-Nelson, 2022).



In 2004, the United States Centers for Disease Control and Prevention published
“Recommendations to Improve Preconception Health and Health Care”, due to which health
departments of the states and cities of the US started introducing PCC programs. In the same
way, Canada, Belgium and the Netherlands have also begun to adopt PCC programs (Atrash
& Jack, 2020). In early 2012 specifically, WHO convened a meeting to set out international
reference point with regards to the implementation of PCC in preventing maternal and
neonatal as well as childhood mortality and complications (WHO, 2012). The resulting
reports, titled "Preconception Care: “Maximizing the Gains for Maternal and Child Health”
and “Meeting to Develop a Global Consensus on Preconception Care to Reduce Maternal
and Childhood mortality and morbidity” contain detailed analysis regarding the principles,
components, delivery systems and suggestions of PCC. These reports focus on the
effectiveness of PCC in improving maternal and child health outcomes and the importance
of intersectoral coordination with regard to scaling up PCC for all women, children, and
families. The mentioned WHO reports also play the role of a guide for the set of health
activities to enhance the MCH situation. They call upon other sectors of government,
foundations, and civil society organizations to assist public health policy makers to optimize
the value of PCC for MCH (WHO,2020).

2.4 Importance of Preconception Care (PCC)

This section introduces the concept of (PCC) and highlights its importance in improving
maternal and child health. It outlines the objectives and key components of PCC,
emphasizing its role as an essential part of reproductive health. The section also discusses
the need to strengthen the implementation of PCC to reduce maternal and infant morbidity
and mortality, showcasing its potential to enhance overall health outcomes (Mason, 2014).

Preconception care can be delivered in various forms including general or specific individual
care. Preconception care has been thus associated with improving pregnancy outcomes and
has an important role in reducing maternal and child mortality and morbidity (Tydén et al.,
2016). The benefits of preconception care include; it helps in the prevention or reduction of
potential health hazards to the woman, the fetus or the newborn as the health is enhanced
and preceded understanding during the course of planning for conception. This shows that
preconception care also has other advantages of enhancing individual health hence
enhancing public health. It provides chance to work out and prevent current and future health
risks including malnutrition and obesity (Gautan & Dhakal, 2016).

PCC has an important focus on improving health status and raising awareness of risks of
pregnancy amongst women in high income setting. Apparently, given the information about
certain risk factors that can influence perinatal outcomes, one will be in a position to explain
the risks to a woman duly. Various studies have established that starting prenatal care early
is also linked with a decreased likelihood of preterm labor, birth weight less than 2500 g,
maternal irregularity, and neonatal complications and therefore has positive effects on
maternal and child health (Jourabchi et al., 2019).

Predicting the exact time of conception is uncertain and requires a comprehensive approach
that considers all factors influencing pregnancy outcomes, including the health of both
parents. Therefore, preconception care (PCC) should be available to all reproductive-age
individuals. Unfortunately, PCC is often provided too late globally, and poor health
conditions such as obesity and alcohol use increase the risk of premature births and low birth
weights. Providing PCC leads to increased awareness of public health risks and a greater
likelihood of maintaining a healthy lifestyle in the future (Blencowe et al., 2010).
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Complications during pregnancy can lead to adverse health outcomes for both mothers and
children, particularly during the neonatal period. Risk factors and health problems are often
present before pregnancy. Therefore, providing a continuum of care for adolescent girls and
women before conception can help reduce risk factors and address health problems. Poor
nutritional intake and partner violence are examples of risk factors while chronic medical
conditions and infectious diseases are health problems that need to be addressed.
Uncontrolled diabetes during pregnancy can lead to fetal malformations. Lack of
preconception care can lead to babies being small for their gestational age or macrosomic.
Preconception care has significantly improved congenital malformations, perinatal
mortality, and preterm delivery by including interventions such as folic acid
supplementation, normalization of blood glucose, and detection/treatment of diabetic
complications (Backes et al., 2020; Bernstein et al., 2023; Bhutta et al., 2014).
Complications during pregnancy and childbirth are a major cause of death in developing
countries. According to the World Health Organization (2017), a significant number of
women died each day in 2017 due to preventable factors related to pregnancy and childbirth.
The global maternal mortality ratio has shown a decline of approximately 38% between
2000 and 2017. Poor maternal health is one of the leading causes of death worldwide.
Women of childbearing age and those who are pregnant are susceptible to debilitating
illnesses.

Excessive weight gain, exposure to dangerous substances, and attractive in high- hazard
behaviors can growth the probability of unfavorable being pregnant effects, at the same time
as PCC plays an critical position in minimizing those dangers and ensuring foremost
maternal fitness before the critical fetal improvement period. reducing or quitting smoking,
warding off alcohol consumption in the course of being pregnant, and taking folic acid
dietary supplements are measures which could improve the fitness of each moms and
children (Delgado, 2008; Langley-Evans et al., 2022).

According to findings of systematic review findings that conducted by Zagce et al., (2022)
the use of preconception care among women is somehow low, with only about one-third of
women having access to it. The study cites some factors leading to lower rates of PCC;
specifically, these are unintended pregnancies, prior lack of health insurance, unmarried
status, being less than 20 years of age, and having under-college education, i.e., less than 12
years of academic work. PCC is once again proven essential within the primary care systems
in that women with higher trust levels for their healthcare providers discuss reproductive
health issues. In yet another study, primary care physicians and obstetrician/gynecologists
were the sources of choice for PCC. These findings reinforce the call for greater public
awareness and access to PCC in primary care settings as a means of promoting
comprehensive reproductive healthcare among women.

Preconception care is crucial for couples preparing for pregnancy, helping them avoid risk
factors and enhance their chances of a healthy pregnancy. Integrating preconception care
into primary and preventive healthcare systems can significantly reduce maternal and
childhood mortality and morbidity on a population level (Kandel et al., 2023). Nationally,
the implementation of preconception care practices varies across the world. For instance, the
USA recommends the initiation of preconception examinations for couples wishing to
conceive. On the European front, support for preconception care in high-risk women alone
can be seen in countries such as Belgium, Denmark, Italy, the Netherlands, Sweden, and the
United Kingdom. In most cases, opportunistic care may be given to women without any
preconception care risk factors, and the only notable exception to this rule is found again in
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the Netherlands (Shawe et al., 2015). Maternal and child health has always been a top
priority in China. To show its dedication to an all-encompassing welfare program, the
Chinese government launched the National Free Preconception Health Examination Project
in 2010. This national program has produced significant progress over the years and could
serve as a template for other nations and areas worldwide (Xu et al., 2022).

In their systematic review, Dean et al., (2013) found that women who received
preconception care in healthcare centers or community settings experienced positive
outcomes in terms of maternal, newborn, and child health. These outcomes included
smoking cessation, increased use of folic acid, higher rates of breastfeeding, improved
likelihood of receiving antenatal care, and reduced neonatal mortality rates. The analysis of
the interventions showed that preconception care and counseling had a beneficial impact on
women's health behaviors. For instance, counseling led to three times higher chances of
quitting smoking, and receiving counseling in a healthcare facility increased the likelihood
of using folic acid by five to six times. Moreover, the likelihood of breastfeeding newborns
increased by 71%, there was an 82% increase in the use of safe delivery kits during home
births in developing countries, and the likelihood of obtaining antenatal care increased by
39% (Dean et al., 2013).

In an Iranian a quasi-experimental study conducted by Jourabchi et al. (2019) at maternal
health-care clinics in Alvand and Qazvin cities that aimed to assess the relationship between
preconception care and the risk of adverse birth outcomes. The study compared two groups:
one receiving integrated maternal health care with preconception care and the other
receiving standard maternal health care without preconception care. The study measured
various birth outcomes such as low birth weight, preterm birth, maternal and neonatal
complications, and mode of delivery. The results showed that a total of 147 women in the
integrated maternal health care (MHC) group and 218 women in the standard MHC group
participated in the study. The results indicated that preconception care was linked to a
decreased risk of preterm birth (odds ratio [OR] = 0.298; 95% confidence interval p = 0.009),
low birth weight p = 0.043), maternal complications p < 0.001), and neonatal complications
(p = 0.003).

Under supervision of Chinese Nationwide-free preconception care strategy to identify, the
benefits of comprehensive preconception-to-pregnancy management for women with pre-
gestational type 1 diabetes were emphasized in a systematic analysis of preconception care
in China by (Xu et al., 2022). Pregnancy outcomes significantly improved in the research,
which included a prospective cohort from several locations. Furthermore, the prevalence of
birth abnormalities decreased from 5.6% to 2.5% in a recent Chinese birth cohort research,
which may have been caused by the country's free preconception care service system
offering prompt primary intervention.

2.5 Components of Preconception Care

Preconception care comprise a number of strategies classified according to the American
Academy of Pediatrics (AAP) and the American College of Obstetricians and Gynecologists
(ACOG into assessment, screening, immunizations, and education (Witt & Huntington,
2016 (Witt & Huntington, 2016)). The risk screening component comprises of eight areas
which include reproductive awareness and environmental hazard, nutrition and genetics,
substance use and medical history, communicational diseases, and psychosocial factors. It
is absolutely essential for such risks and concerns related to reproductive goals and
preferences for a woman to be discussed considering that age-related risks involve certain
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potential complications and where contraception should be considered for women who
postponed childbearing (Farahi & Zolotor, 2013). Interview for assessing medical history,
family history, and medications is critical in the management of chronic diseases (Carroll
etal., 2017). Still, family history screening assists in the identification of congenital anomaly
or genetic disorder and might need a referral to genetic counseling when risk factors exist
(Witt & Huntington, 2016). (Witt & Huntington, 2016). Medication review avoids
continuation of use of drugs that are not needed or identification of safer substitutes prior to
child bearing (Dathe & Schaefer, 2019).

Nutrition and weight counseling, substance abuse evaluation and screening, as well as
assessment of infections and immunizations are critical integrative components. It is
advisable to keep fit prior to the pregnancy and take proper diets, as well as folic acid
supplements to prevent neural tube defects. Alcohol or illicit drugs must not be used, nor
even small quantities of alcohol are supposed to be safe for pregnant or potentially pregnant
women. It is essential to stop smoking before getting pregnant in order to minimize the risk
levels that come with it (Frayne et al., 2016; Jourabchi et al., 2019).

The infectious disease screening with updating the necessary immunizations against
influenza, hepatitis B, rubella, varicella, tetanus, diphtheria, pertussis, and human
papillomavirus is important Verbiest, (2020). Environmental exposures are evaluated to
construct a profile that will assist in determining in detail other concerns which impact the
health status of mothers and the outcome of their pregnancy, including thorough physical
assessment with emphasis on different domains of health Frayne et al., (2016) (Frayne et al.,
2016). Preconception care is now viewed as a whole package that contains assessment,
education, and preventive measures with a goal of enhancing the health of both the mother
and the fetus before a pregnancy occurs (Witt & Huntington, 2016).

2.6 CDC Recommendations to Improve Preconception Health and Health Care

In order to promote preconception health understanding, attitudes, and practices, the CDC
has developed what it terms as the “10 Commandments to Improve Preconception Health
and Healthcare”. Aim is to provide all women of child bearing age in the US with risk
assessment that is evidence based, risk reduction promotion and risk mitigation strategies
for past adverse pregnancy outcome before conception so as to increase pregnancy success
rates and decreasing pregnancy outcome variances. The initiative is aimed at addressing
interconception health care which is defined as that provided between two occurrences of
pregnancy as it can avert or ameliorate risks to mother and children to be born (CDC, 2010).
Recommendation 1. Individual Responsibility Across the Lifespan. “Each woman, man, and
couple should be encouraged to have a reproductive life plan”.

Recommendation 2. Consumer Awareness. The goal is to enhance the understanding of the
development of behaviors and care services related with preconception health among the
public, thus employing the suitable instruments and proper, understandable information with
consideration of age, illiteracy rate or ethnic barriers.

Recommendation 3. Preventive Visits. In primary care practice, risk assessments and
education and health promotion counselling should be performed for female patients of
childbearing age. This approach focuses on approaches that would reduce of reproductive
complications and/or improve the pregnancy consequences.

Recommendation 4. Risk management for titled risks. Increase the number of women who
are offered preconception risk screening and specific effective intervention strategies with
an equal focus on the effectiveness of interventions and on the potential for high yield.
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Recommendation 5. Interconception Care. They should provided intense counseling to
women with previous childbirth complications (infant death, miscarriage, congenital
abnormality or newborn death, low birth weight or premature baby) during the period
between pregnancies.

Recommendation 6. Prepregnancy Checkup Provide a single preconception visit for
individuals and couples who are planning to become pregnant as a part of their maternity
care.

Recommendation 7. Health Insurance Coverage for Women with Low Incomes. Enhance
both public and private health insurance coverage for women with limited incomes to
enhance their accessibility to preventive women's health services as well as preconception
and interconception care.

Recommendation 8. Public Health Programs and Strategies. Incorporate elements of
preconception health into established local public health and related programs, with a
particular focus on interconception interventions for women who have experienced previous
adverse outcomes.

Recommendation 9. Research.” Increase the evidence base and promote the use of the
evidence to improve preconception health.”

Recommendation 10. Monitoring Improvements. Maximize public health surveillance and
related research mechanisms to monitor preconception health.

2.7 Nature of PCC in Palestine context:

In 2020, the Palestinian Ministry of Health with contributions from Women Development
Directorate, the Institute of Public Health, the World Health Organization, UNFPA,
UNRWA, UNICEF, Health Work Committees, and the National Committee issued National
Guidelines for health providers on preconception care under the slogan “Maximizing the
gains for Maternal and Child Health.” The Minister of Health at the time, Dr. Mai Al-Kaila,
explained this guideline: Preconception Care (PCC) is widely acknowledged as a top
priority on the agenda for enhancing MCH and the results of reproductive health. It is an
additional element that enhances the life cycle continuum of care in order to improve health
and pregnancy outcomes and lower pregnancy-related morbidities and mortality, this
program component will assist men and women in making the best plans for their
pregnancies. The purpose of the Preconception Health Care Guidelines is to help primary
care practitioners provide the standard PCC services, which are meant to supplement rather
than replace the current content of preventive care services. All healthcare providers should
have access to and follow these national guidelines at their respective facilities. (Ministry of
Health, PMoH, 2020).

2.8 Knowledge regarding PCC among women

To assess the level of knowledge regarding PCC among mothers attending primary health
care centers in Gaza strip (Al-Kasseh & Jarad, 2021) conducted a cross-sectional study
which included 372 mothers aged between 16-49 years. The finding of this study revealed
that the level of knowledge among mothers was moderate 60%, and 75% of respondents
said they knew the most about the significance of consuming folic acid and maintaining a
well-balanced diet.
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Mustafa, (2023) conducted a descriptive, cross-sectional study, to evaluate level of
knowledge between primigravida women who attend primary healthcare centers,
particularly the ANC program. the study comprised 376 primigravida Palestinian women
with a mean score of 5.6, the results showed that most women knew a decent deal about
PCC (55.9%), and there was a substantial association between knowledge and practice
(r=0.507, p=0.000).

To investigate the knowledge regarding PCC and detect association factors regarding PCC,
Khalaf et al. (2017) conducted a cross-sectional study among 201 women who attended
PMoH clinics in Nablus and Tulkarm using a questionnaire for gathering data. The results
of this study indicated that while the majority of women (81.2%) are aware of the phrase
"pre-conception™ and only 66.8% of them actually get it. Additionally, a higher percentage
of doctors (34.7%) than midwives (23.4%) are the source of this information about PCC.

Al-Akour et al. (2015) carried out a cross-sectional study among 763 married women and
men in Jordan (537 women and 226 men to assess the knowledge of preconception care
among them. The finding of this study revealed that, the factors such as family history of
chronic disorders, first-degree consanguineous marriages, and pregnancy planning were
found to be associated with awareness of preconception care. Approximately 50% of the
participants were aware of the significant impact that a woman's and man's family history
can have on the health of their future babies. The majority of participants were also aware
of the necessary changes that should be made prior to conception. Over 58% of surveyed
individuals, encompassing both women and men, acknowledged the significant impact of a
woman's health before conception on the baby's well-being. However, only 39.5% of women
and 32.7% of men were aware of the potential consequences of a man's health on the baby.
Regarding awareness of necessary changes before conception, a high percentage, with
92.7% of women and 88.5% of men.

In a previous Saudi study conducted by (Sabr et al., 2021) at King Saud University Medical
City, the aim of this study was to evaluate the level of awareness among women about PCC.
Researcher used cross-sectional design with survey for data collection, the finding of this
study synthesized that, 1135 respondents, ranging in age from 18 to 45, filled out a
questionnaire with four sections that assessed sociodemographic information, preconception
care awareness, perceptions, and experiences. According to the findings, 51.9% of
respondents had a solid comprehension of preconception care, 45.2% had good practices,
and 98.5% had positive opinions. In summary, most women showed neutral attitudes and a
modest level of awareness regarding preconception care. To improve women's knowledge,
attitudes, and development of positive preconception habits, educational interventions that
emphasize the promotion of a belief paradigm of well-being are advised.

A descriptive exploratory study conducted in Egypt by Aboushady et al., (2021) to assess
the knowledge related to preconception care among women of childbearing age and propose
an action plan. The sample of this study consisted of 300 participants recruited from
outpatient clinics at a maternity hospital. Four tools were used to collect data, including a
structured interviewing questionnaire, a preconception knowledge tool, a Likert belief scale,
and a self-reported behavior tool. The results showed that, the majority of the participants in
the study, accounting for 54%, had an average level of knowledge with regards to the topic.
The overall average score for their knowledge was 46.6 £ 4.7 which indicate the level is
moderate.
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Ahmed and Piro (2017) conducted a cross-sectional study in Maternity Teaching Hospital,
Iraq from November 26, 2015, to April 10, 2016, the objective of this study was to evaluate
the knowledge of married women towards preconception care. The research involved 150
married women who had been pregnant at least once and had been admitted to Maternity
Teaching Hospital. Data was collected through Interviews and questionnaires that included
sections on sociodemographic and obstetric data, as well as the participants’ knowledge,
practice, and attitude regarding preconception care. The study's findings indicated that
76.7% of mothers had a moderate level of knowledge about preconception care, while 20%
had poor knowledge and only 3.3% had good knowledge.

Muthiyan and Musale, (2022) carried out a cross-sectional study in Pune city (India) which
aimed to assess the knowledge and attitude towards preconception health among 217
reproductive-age women (18-35 years). A self- administered questionnaire was designed
and distributed through Google forms to collect data. The questionnaire consisted of three
sections: demographic data, questions about preconception health knowledge, and questions
about preconception health attitude. The study obtained ethical permission and gathered
responses from females of reproductive age through social media. The results indicated that
the participants had a mean knowledge score of 76.34% and an attitude score of 84.7%.
Overall, the study revealed a positive attitude and good knowledge of preconception health
among the women surveyed.

Gautam and Dhakal (2016) study aimed to evaluate Indian women's knowledge on
preconception care, the study recruited 227 respondents examining the relationship between
their knowledge and demographic variables, using a descriptive research design. The study
showed that 43.61% of participants were aged 21-25, the findings showed that 84.58% of
respondents, including 192 reproductive-age women, had average knowledge about
preconception care, with the highest knowledge in reproductive health risk factors and the
lowest in health promotion.

To evaluate the awareness level of preconception care among 200 women aged 18-44 years
in Ernakulam District, India Viswanath, (2019) carried out a quantitative research approach
with a descriptive survey design. The findings of this study showed that, the women's level
of awareness regarding preconception care was assessed using a semi-structured
questionnaire, and the data were analyzed using descriptive and inferential statistics. The
study found that only 15% of participants had good awareness, 74% had average awareness,
and 11% had poor awareness of preconception care. The areas where participants had the
least awareness included smoking cessation, Rubella immunization, and birth spacing. The
study highlights the important role of nurses in educating women about preconception care
and its significance.

In Mzuzu City, Malawi, (Munthali et al., 2021) conducted a study to find out what healthcare
professionals and women of reproductive age knew and thought about preconception care.
A descriptive cross-sectional study using a mixed techniques approach was conducted.
Purposive and multistage sampling methods were used to choose the respondents. Twenty
health workers were interviewed for the study, and 253 women of reproductive age filled
out the questionnaire. According to the findings, 54% of those surveyed were aware of
preconception care. Of these, 42.3% had inadequate knowledge, whereas 57.7% showed
good knowledge. It's interesting to note that 72% of people with high knowledge were not
aware that they may talk to a healthcare professional about their plans to become pregnant.
Furthermore, 74.7% of women thought that preconception care was good. According to the
study, favorable perception was well predicted by preconception care knowledge. However,
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the academic degree reached had an impact on the predictability of knowledge. Compared
to those who had just completed elementary school, those with secondary and postsecondary
education were more likely to possess strong knowledge. Additionally, although
acknowledging their role in delivering preconception care services, 95% of the health
workers lacked comprehensive understanding regarding preconception care.

2.9 Attitude regarding PCC among women

To evaluate Jordanian women of reproductive age's preconception care practices, attitudes,
and knowledge, (Alkhatib et al., 2024) carried out a cross-sectional research comprising
1,368 women between the ages of 18 and 44.0f all the responses, 47.0% had good practice,
48.6% had good knowledge, and 48.1% had a positive mindset. The age group of 35 to 44
years old had a higher percentage of participants with inadequate knowledge (37.3%). Good
practice (63.5%) and a more positive attitude (57.2%) were exhibited by those with good
knowledge. The negative attitude was stronger among married participants (82.9%).
University-educated participants exhibited positive attitudes (52.9%), good practices
(44.5%), and knowledge (58.5%). Knowledge, attitude, and practice were all positively
correlated. Participants in the youngest age group had better preconception care knowledge,
whereas those in the 25-29 age range had a more positive attitude.

for studying an Australian women's preconception and pregnancy health knowledge,
attitudes, and behaviors as well as their information preferences. (Musgrave et al.)2023)
conducted cross-sectional study via survey. From 2017 to 2018, the poll was disseminated
via local, national, and social media networks. Findings There were 553 ladies that filled out
the surveys. Most (80.4%) had a high level of education. Both before conception (65%) and
during pregnancy (78%), checking immunization status and making sure one is mentally
well were ranked as equally significant acts. Reducing sedentary behavior was not
considered a crucial step to adopt either before or during pregnancy (36% and 38%,
respectively). Women are well-informed about how weight affects their own health
outcomes (such as gestational diabetes), but they are less aware of the negative effects on
their unborn children, such as stillbirth and preterm birth.

Kasim et al., (2016) carried out a study for assessing attitudes related to preconception care
among women attending antenatal care appointments. The research was conducted as a
cross-sectional study from April to December 2012 at Klinik Kesihatan, Malaysia. A self-
administered questionnaire was given to 135 respondents aged between 18 and 45 years.
The findings revealed that the mean scores attitudes, and practices were 15.39 (SD 2.12).
Overall, 98.5% of the respondents demonstrated good attitudes, in conclusion, women in
Bachok displayed a positive attitude towards preconception care.

(Umar et al., 2019) conducted a cross-sectional study at Usman Danfodio University
Teaching Hospital (UDUTH) Sokoto, Nigeria, from February 5 to March 1, 2018, the
objective of the study was to evaluate the level of perception of preconception care among
women. A total of 131 women were recruited through simple random sampling from the
ante-natal care clinic, and they completed semi-structured interviewer questionnaires. The
participants' ages ranged from 16 to 46 years, with 32.8% (43/131) falling within the 26-30
age group, and the mean age was 28.10 + 6.064. Only 20.61% of the women were aware of
preconception care. There was a significant association between awareness and the women's
tribe, as well as their employment status, with P-values of 0.004 and 0.017, respectively.
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Among those who were unaware, 88.46% would accept preconception care if offered, while
about 45.75% of those who declined believed it was unnecessary.

(Ukoha & Mtshali, 2021) conducted a descriptive study to investigate the perceptions care
among healthcare workers and high-risk women in Kwa-Zulu-Natal, South Africa. A
qualitative approach was employed, utilizing individual in-depth interviews with 24 high-
risk women and five healthcare workers. Thematic analysis using Nvivo version 12 was
conducted, leading to the identification of five main themes: participants' perspectives,
patient access to information, practices, and perceived benefits of preconception care. While
healthcare workers demonstrated a good understanding of preconception care. However,
both groups recognized the potential role of preconception care in reducing maternal and
child mortality. The study recommends that healthcare workers utilize the "One key"
reproductive life plan question as an entry point to provide preconception care.

At Southwest Ethiopia to determine the utilization of preconception care and its associated
factors among reproductive age women (Setegn Alie et al., 2022) carried out a research
among 624 women participated in the community-based cross-sectional study, which was
conducted from April 16 to May 26, 2020. Data were collected through pre-tested
interviewer-administered questionnaires. The study found that only 28.6% of the women
received at least one item of preconception care, with only 1.5% receiving the complete set
of recommended services. Micronutrient supplementation was the most common service
received. Factors such as age, education status, husband's education and occupation, wealth
status, distance from health facility, waiting time to receive services, pregnancy planning,
age at first pregnancy, previous use of antenatal and postnatal care, adverse pregnancy
experience, women's knowledge of and attitude towards preconception care were all
associated with preconception service utilization.

2.10 Practice regarding PCC among women

(Martinez et al., 2024) conducted a cross-sectional study to assess the knowledge and
practices related to preconception care (PCC) and how these relate to sociodemographic and
obstetric factors among women of childbearing age in southeastern Mexico. The study
involved 138 participants who attended healthcare centers and were selected through
consecutive sampling. Data were gathered using a structured questionnaire, and the analysis
included frequencies, percentages, and inferential statistical tests. Results indicated that the
average PCC knowledge score was 13.3 * 3.24, and the average practice score was 8.13 +
3.44, both of which were considered low. Significant associations were found between PCC
knowledge and variables such as educational level (rs = .460, p <.05) and monthly income
(rs = .334, p <.05). Additionally, a positive correlation emerged between PCC knowledge
and practice (rs =.267, p < .05).

A study was conducted by (Mustafa, 2023) to assess the knowledge and practices of
preconception care (PCC) among primigravida women in the Gaza Strip. The research,
utilizing a descriptive, cross-sectional design, included 376 primigravida women who
visited the ANC service in primary healthcare centers. Results indicated that the majority of
women had good knowledge (55.9%) about PCC, with a mean score of 5.6, and a significant
correlation was found between knowledge and practice (r=0.507, p=0.000). The study
identified factors influencing knowledge and practice, including the presence of a PCC unit,
accessibility to a health care center, and education level. Multivariate regression analysis
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revealed that higher education and good practice were predictors of increased knowledge,
while factors such as place of residence, knowledge level, and ease of access to healthcare
centers predicted women's practice. The study concluded that primigravida women in Gaza
have good knowledge and high practice regarding PCC, suggesting the need for increased
awareness through educational sessions and informative materials in healthcare settings.

(Habte et al., 2021) conducted a study to evaluate the practice of preconception care (PCC)
and its determinants among recently postpartum mothers in Wolkite town, southern
Ethiopia, in 2020. Using a community-based cross-sectional approach, 600 mothers who
had given birth in the last 12 months were randomly selected through a two-stage sampling
technique. Data was collected using a pre-tested, semi-structured questionnaire, and
household wealth status was determined using principal component analysis (PCA). The
PCC practice score, ranging from 0 to 10, had a mean of 3.94 (+ 1.98) that’s indicate low
level. Only 6.4% of mothers received all selected PCC services, with the most common
service being Folic acid supplementation (67.2%) and the least common being optimizing
psychological health (16.1%). Significant predictors of PCC practice included the mother's
education status, time spent accessing nearby health facilities, availability of PCC units,
mother's knowledge on PCC, being a model household, and women's autonomy in decision-
making. The study underscores the need for targeted interventions to improve the practice
of PCC, particularly focusing on identified determinants.

A Nepalian study carried out by (Nepali & Sapkota, 2017) to evaluate the practice of
preconception care among antenatal mothers. A descriptive cross-sectional study was
conducted among antenatal mothers at Bharatpur Hospital. A sample of 100 antenatal
mothers was selected using purposive sampling, and data was collected through semi-
structured interviews. The results showed that half of the respondents were in the age group
of 21-25 years, with a mean age of 23.5. All respondents were married, and most of them
were multiparous. Regarding the level of practice, approximately half of the respondents
had poor practice, while others had either good or fair practice. No significant associations
were found between socio-demographic characteristics and the level of practice . However,
there was a significant correlation between the level of knowledge and practice. The study
highlights the relatively poor knowledge and practice of antenatal mothers regarding
preconception care, emphasizing the need for awareness programs to enhance their
knowledge and promote better practices.

Shibata et al., (2023) conducted a study to evaluate the knowledge and practice of
preconception care (PCC) among women in a rural town in central Japan, mixed methods
design, the research involved interviews exploring perceptions and practices of PCC in
women of childbearing age, followed by a survey developed based on qualitative findings.
The survey, which included 13 interviewees and 232 participants. The study finding found
that, practices of preconception care among 145 parous women revealed variations in
behavior, with screening for sexually transmitted infections being the least practiced (46%),
followed by folic acid intake (60%), dental checkups (61%), and cervical cancer screening
(68%). Notably, folic acid intake was rarely performed before pregnancy (3%), while
cervical cancer and dental screenings were carried out to some extent (41%, 33%). The
majority of respondents reported ceasing smoking and alcohol consumption after pregnancy
awareness, with smoking cessation often practiced since the pre-pregnancy period (75%).
Practices related to nutrition and weight management were adopted after pregnancy in about
75% of cases. Information sources for preconception care included the Internet (70%),
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family and friends (60%), books and magazines (57%), and obstetricians and gynecologists
(54%), while primary care physicians were less frequently consulted (10%).

(Abayneh et al., 2022) carried out a cross sectional study from August 1 to September 8,
2021 to assess the practice toward PCC among 359 healthcare provider in Ethiopia by using
questionnaire. The finding of this study revealed that 124 (34.5%) of the obstetric care
providers had good practice of preconception care.

(Kasim et al., 2016) conducted a cross sectional study among 178 women to evaluate the
practice toward PCC in Bueanue region in India. The data collection instrument employed
in this study was a well-organized questionnaire comprising a combination of closed and
open-ended questions, designed to align with the research objectives. The findings of the
study indicated that a significant proportion of the participants, specifically 27.5% (47
individuals), reported engaging in preconception care (PCC) practices prior to conception.
Conversely, the majority, accounting for 72.5% (124 individuals), did not incorporate PCC
into their preconception routine.

2.11 Literature Gap:

While the existing studies provide valuable insights into PCC knowledge, attitude, and
practice globally, there is a notable gap in the literature concerning the West Bank, Palestine.
There is a previous study conducted in Nablus and Tulkarm cities among women who
attending ANC clinics that affiliated to PMoH to assess knowledge and behavior (Khalaf et
al. 2017) . In Gaza strip there were two studies about PCC. Al-Kasseh and Jarad (2021)
study aimed to assess the level of knowledge regarding PCC among mothers, and Mustafa
(2023) study aimed to assess the knowledge and practices of preconception care (PCC)
among primigravida women in the Gaza Strip.

Our study reached three dimensions knowledge, attitude, and practice among women who
attending to primary healthcare in the North of Westbank because:

e Lack of Comprehensive Studies in the West Bank: Nevertheless, most of the above
studies are lacking in assessing the level of knowledge, attitude and practice
regarding PCC among reproductive age women in the West Bank.

e Limited Geographical Scope: From the studies carried out in the Gaza Strip it is
realized that they do not capture the socio cultural and healthcare system
characteristics found in the West Bank. This geographical limitation underlines that
further research in this field should better be focused.

e Focus on Specific Populations: Prior research mostly focuses on pregnant women
who attend ANC clinics or certain or specific groups, which may not capture
demographic rep of reproductive age women seeking care in other settings and with
other levels of awareness and access.
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Chapter Three

Methodology

3.1 Introduction

This study aims to assess the knowledge and attitudes regarding preconception care among
women of reproductive age (18-45 years) attending primary healthcare clinics in Northern
West Bank. The findings of this study will provide insights into the current level of
knowledge and attitudes towards preconception care, which can inform the development of
targeted interventions to improve reproductive health outcomes in this population.

3.2 Study Design:

In this current study, a cross-sectional study was employed to achieve the study aims at a
specific point in time . This design allows for the assessment of knowledge and attitudes
regarding preconception care among women attending primary healthcare clinics in the
North of the Westbank.

Quantitative research is a formal and systematic scientific process for gathering information
or investigating phenomena and relationships, so it involves collecting numerical data where
there is often considerable control and analysis of data by using statistical procedures
(Hoare, 2013). Using quantitative cross-sectional study design is common in healthcare
because cross-sectional studies are generally quick, easy, and cheap to perform. They are
often based on a questionnaire survey, and there will be no loss to follow-up because the
population sample participates at only one point in time (Sedgwick, 2014).

3.3 Setting:

The study was conducted in primary health care clinics located in the northern West Bank
and affiliated with the Palestinian Ministry of Health in Nablus, Tulkarm, Tubas, Jenin,
Salfeet, and Qalqilya.
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3.4 Period:

Data were collected over a period of four months, starting from [June 2024 - September
2024].

3.5 Target Population:
The target population for this study is women of reproductive age (18-45 years) who are
attending primary healthcare clinics in the mentioned cities in the North of Westbank.

3.6 Inclusion Criteria:

e Women aged between 18-45 years.

e Currently attending a primary healthcare clinic in the North of Palestine.
e Willing to participate in the study and provide informed consent.

3.7 Exclusion Criteria:

e Women aged less 18 years or more than 45 years.

e Women who have cognitive impairment that may hinder their understanding of
preconception care information and participation in the study .

e Women who did not complete the questionnaire.

3.8 Sampling Method and Size:

Convenience sampling technique was used to select participants for this study. Participants
were selected from primary health care clinics in northern Palestine based on their
availability and willingness to participate.

Convenance sampling is a non-probability sampling technique where participants are
selected based on their availability, accessibility, and willingness to participate. This method
is often chosen due to its practicality and efficient, particularly in studies with limited time
or resources (Etikan et al., 2016).

In this study, convince sampling was used to recruit participants from primary healthcare
clinics in Northern of West Bank, as they were easily accessible and willing to participate.
The key advantages of sampling include its cost-effectiveness, ease of implementation, and
suitability for exploratory studies . However, this technique has notable limitations, such as
lack of generalizability and potential sampling bias, as the participants may not represent the
broader population. These limitations should be appreciated to ensure transparency and
accuracy in interpreting study findings (Etikan, 2016).

The sample size for this study was 400 respondents who filled a questionnaire. We
determined the required sample size using Raosoft software (providing a confidence level
of 95% and a margin of error of 5% as the confidence level, with a 50%), the calculated
sample size was 385, which is the minimum number required to examine the variables and
to test the study hypotheses.

3.9 Data Collection:

Data were collected from the participants after obtaining approval from the Palestinian
Ministry of Health. Data were collected from women with the help of nurses working in
primary care centres. During working hours, women who met the inclusion criteria were
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interviewed in each of the targeted centers (primary health care centers in the north of the
West Bank) after the aim of the study and the mechanism for filling out the paper
questionnaire were explained.

3.10 Study instruments:

To assess and identify KAP among women regarding PCC, researcher established a
questionnaire based on previous studies that used a questionnaire for data collection from
respondents (Abayneh, 2022; Alkhatib, 2024; Kasim, 2016). After reviewing previous
studies that addressed KAP about PCC, all questions that were used to assess the level of
knowledge, attitudes, and practice among respondents were collected, and questions
repeated in previous studies, covering all aspects of PCC, were selected. Some questions
were modified and some were used without modification.

The questionnaire consisted of 5 sections:

Section one: sociodemographic characteristics as age, marital status, educational level,
monthly family income.

Section two: this section deal with gynecological characteristics for women who participated
in our current study, as experiences of previous pregnancy (yes or no, if yes Number of
previous pregnancies) , experience of abortion, history of stillbirth, number of children.
Section three: knowledge: contains 17 questions 2 questions about the source of information
toward PCC and 15 question to assess women knowledge. (To measure knowledge, 15
questions were used, 5 multiple-answer questions and 10 yes or no questions)

Section four: attitude regarding PCC 13 question 5 points Likert scale (strongly agree =1 -
strongly disagree = 5).

Section five: practice regarding PCC 14 question 5 points Likert scale (strongly agree-
strongly disagree).

3.11 Validity and Reliability

The original questionnaire was in English, but to accommodate Arabic-speaking
participants, it was translated into Arabic by a bilingual expert, ensuring that cultural
nuances were preserved. Following this, a back-translation was conducted by another
bilingual expert to identify any discrepancies in meaning. To validate the translation, a pilot
test was carried out with a small group of Arabic speakers, whose feedback led to further
refinements. This thorough translation process ensured that the questionnaire was clear,
culturally appropriate, and accurately reflected the constructs being measured, enhancing
the study's reliability and validity. Content and face validity were used to assure validity of
questionnaire: The questionnaire were evaluated by 5 experts in research and MCH to
validate the questions and their comments were taken into consideration to do some
modifications on medical terminology and statements consequences.

3.12 Pilot study:

Before starting the actual study, researchers can test their questionnaire design and data
collection methods by conducting a pilot study, which is a crucial step in the research
process. Any problems with the questionnaire, such as unclear instructions, missing response
options, or questions that are misleading or confusing, can be found with the aid of the pilot
study. Additionally, it offers a chance to evaluate the questionnaire's length and completion
time, which may have an impact on the data quality and response rate (Van Teijlingen,
2001). Prior to beginning data collection, a pilot study was carried out with 40 women from
the researcher’s community. To evaluate internal consistency and dependability, Cronbach's
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alpha was computed (Noble & Smith, 2015). With a total a =.803 (a was.657 for
knowledge,.850 for attitude, and.900 for practice), the results demonstrated good reliability.

3.13 Ethical Consideration:

The study was conducted in accordance with the principles of the Declaration of Helsinki.
Ethical approval was obtained from the Scientific Ethical Committee at the Faculty of Health
Professions at Al-Quds University (Annex4), and from the PMoH. Informed consent was
attached to the questionnaire, Participants were asked to read a questionnaire and agree to
participate in the study by signing in the designated place (Annex 2) before starting to fill
out the questionnaire and participate in the study. Confidentiality and anonymity were
maintained throughout the study. Participants were informed about their right to withdraw
from the study at any time without any consequences.

3.14 Data Analysis

The collected data were analyzed by the Statistical Package for Social Sciences (SPSS,
Version 28). Data entry was performed by the researcher and double-checked for outliers or
errors. A data analysis of descriptive and inferential statistics was conducted. Regarding
descriptive statistics, frequency, percentages, mean scores, and Standard Deviation (SD)
tests were used to describe the study variables. Regarding inferential statistics, parametric
tests included the independent t-test, and an ANOVA and Spearman r was used to assess the
relationship and difference between socio-demographic and gynecological characteristics in
terms of PCC KAP scores. A p-value of <0.05 was considered statistically significant.
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Chapter Four

Results

4.1 Introduction

This chapter provides the descriptive and analytical results of the current study, where
descriptive results include the description of the participants’ responses to questions related
to demographic and professional data, as well as questions related to their knowledge,
attitude and practice towards PCC, while the analytical results are dedicated to analyzing the
relationship between participant’s demographic variables and the scores of knowledge,
attitude and practice.

4.2 Sociodemographic characteristics

4.2.1 Age of respondents:

Among the 400 surveyed women, the age distribution revealed that 25.5% were between
23 and 27 years, making this the largest group. This was followed by 23% who were aged
18 to 22 years. Women aged 28 to 32 years comprised 19.5% of the sample, while those
between 33 and 36 years accounted for 15.5%. The oldest group, aged 37 years and above,
represented 16.5% of the participants.
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Fig 1. Age of respondents

4.2.2 Marital Status:

Regarding marital status, most of the participants were married, and the percentage reached
82.3%, 12.5% were single, and 5.2% were divorced or widowed (table 4.1).

4.2.3 Relationship with the husband (Kinship):

Regarding the relationship with the husband (Kinship), among the 329 married women, 255
have no relationship with the husband, while only 74 women were related to their husband
(table 4.1).

4.2 .4 Educational Level:

The majority of the respondents (59%) had university education, 30.8% had secondary
education, while the women who had primary education or were illiterate had the least
frequencies (7.2%, and 3% respectively) (table 4.1).

4.2.5 Family Monthly Income:

According to the family income per month in NIS the majority of respondents had a
moderate income 2000-3000 per month which represent 34.3%, followed by less than 2000
NIS per month 24.8% low income, 3001-4000 NIS was 18%, 4001-5000 was 13.8%, and
more than 5000 NIS was 9.2% (table 4.1).

4.2.6 Occupation:

Regarding the occupation of respondents, the majority of them were housewives (63%),
followed by employees (29.5%), students represented 2.3%, and others were 2.3% (table
4.1).
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Table 4.1
Distribution of Demographic characteristics

Variable Frequency | Percent
Marital Status
Single 50 12.5
Married 329 82.3
Widow 9 2.3
Divorced 12 3
Relationship with husband
Yes 74 22.5
No 255 775
Education Level
Iliterate 12 3.0
Primary 29 7.2
Secondary 123 30.8
University 236 59
Family Monthly Income
Less than 2000 99 24.8
2000-3000 137 34.3
3001-4000 72 18.0
4001-5000 55 13.8
More than 5000 37 9.2
Occupation
Employee 118 29.5
Housewife 252 63.0
Student 21 5.3
Other 9 2.3

4.3 Gynecological Characteristics

Among the 350 women who were married or previously married women (married, divorced,
and widowed) 310 had experienced a previous pregnancy. 157 of women had 1-2
pregnancies, 153 had 3 or more pregnancies. Regarding previous abortion 109 had a
previous experience with miscarriage, and 28 of them had a history of stillbirth.

4.3.1 Do you have a chronic disease?

The following table illustrates that majority of respondents have no chronic disease
(n=355) 88.75%, only 11.25% (n=45) have a chronic disease (15) have diabetes mellites,
(9) hypertension, and 21 have other chronic diseases (table 4.2).
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Table 4.2
Distribution of Women’s Reproductive History

N %
Previous Pregnancy 310 77.5
1-2 pregnancies 157 50.6
3 or more 153 49.4
Previous abortions | 109 35.2
Previous stillbirth 28 9
Chronic disease 45 11.3
Yes 45 11.2
No 355 88.8

4.4 Knowledge regarding PCC among respondents:
Most of the participants (77.25%) responded that they had knowledge about PCC. (see
table 4.3).

Table 4.3

Knowledge About Preconception Care (N = 400)

Response N %
Do you have information about PCC
Yes 309 77.25
No 91 22.75

Do you know about preconception care

M ves
Mo

Fig 2: Previous information about PCC

27



4.4.1 Source of information about PCC among respondents

Among the 309 respondents who were aware of preconception care, the gynecologist was
the primary source of information (40.45%), followed by the Internet (17.75%) and friends
and family (16.85%). Social media was cited by 13.9%, while midwives contributed 5.2%
and school was the source for a small proportion (0.65%). This highlights the significant
role of healthcare providers and online platforms in educating individuals about
preconception care. (see table 4.4).

Table 4.4

Distribution of Sources of Information about PCC

Source N %
Social media 43 13.9
Internet 55 17.75
Gynecologist 125 40.45
Midwife 16 5.2
Friends & family 52 16.85
School 2 0.65
Books 16 5.2
Total 309 100

4.4.2 Level of knowledge regarding PCC:

The analysis of data revealed that 25.75% of respondents had poor knowledge, majority of
respondents (61.75%) had moderate knowledge about PCC and only 12.5% had good
knowledge regarding PCC.

The level of knowledge was assessed by asking 15 questions about PCC. The following
table shows the questions with percentages of correct and incorrect answers. The question
whose answers were most correct is the seventh question (It is essential for pregnant women
to take supplements of iron) and the answers were correct 91.3%, but the question that had
the least correct answers was the last question (Decreasing the distance between pregnancies
may lead to congenital anomalies), where the percentage of correct answers was 22.3%. The
mean of correct answers reached 61.13%, (see table 4.5).
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Table 4.5
Distribution of Women’s Responses About PCC Knowledge

Question Correct Incorrect
% (n) % (n)

1. In your opinion, preconception care is needed | 64.3 (257) 35.7 (143)
for:
2. In your opinion, preconception care is | 88.3 (353) 11.7 (47)
important for:

3. What factors make a pregnancy more likely to | 39 (157) 61 (243)
be high-risk?

4. What is the recommended time between 75.8 (303) 24.2 (97)
pregnancies (spacing) for better health

outcomes?

5. What are the potential risks associated with | 26% (104) 74 (296)
having poor birth spacing?

6. It is essential for the mother to eat balanced 89 (356) 11 (44)

meals (meals that contain a variety of nutrients)
before pregnancy.

7. It is essential for pregnant women to take | 91.3 (365) 8.7 (35)
supplements of iron.
8. It is essential for pregnant women to take folic | 89.5 (358) 10.5 (42)
acid supplements.
9. Consumption of folic acid before pregnancy | 79.3 (317) 20.7 (83)
decreases the risk of fetal anomalies.
10. Pregnancy is risky if the mother is obese 58.3 (233) 41.7 (167)
11. Pregnancy is risky if the mother’s weight is | 42.5 (170) 575 | (230)
low.
12. Pregnancy is risky if the mother’s age is less | 64 (256) 36 (144)
than 18 years
13. Having pregnancies spaced closely together, | 24.5 (98) 75.5 (302)
around 2-3 years apart, may lead to an increased
risk of postpartum hemorrhage.

14. Pregnancy is risky in case of twin pregnancy. | 47.5 (190) 52.5 (210)
15. Decreasing the distance between pregnancies | 22.3 (89) 77.7 (311)
may lead to congenital anomalies.

Level of knowledge n %
Good 12.5 50
Moderate 61.75 247
Poor 25.75 103

Hypothesis: Women of reproductive age in the North West Bank of Palestine possess a
good level of knowledge regarding preconception health.
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To evaluate this hypothesis, means and standard deviations were calculated for each survey
item and for the overall knowledge score. Knowledge levels were categorized into low,
moderate, and high based on the proportion of correct answers relative to the total number
of questions (15). The classification was derived using the formula:

Knowledge level=Number of correct answers \ Total number of questions

For the assessment, a set of 15 questions was utilized. Each correct answer was scored as 1,
and each incorrect answer was scored as 0, resulting in a total possible score ranging from
0 to 15. Knowledge levels were defined as follows:

e Good: Mean score > 0.76
 Moderate: Mean score between 0.56 and 0.75
e Poor: Mean score < 0.55

In this study, a mean score of 0.602 indicates a moderate level of knowledge. Thus,

participants scoring between 0.56 and 0.75 were classified as having a moderate level of
knowledge. (see table 4.6).
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Table 4.6

Distribution Items of knowledge

Ean Items Mean | Std. Level

1 In your opinion, preconception care is needed | .643 | .479
for

2 882 | .322
In your opinion, preconception care is
important for: 392 | .488

3 What factors make a pregnancy more likely to
be high-risk? 57 | 429

4 What is the recommended time between
pregnancies (spacing) for better health
outcomes? 260 | .439
What are the potential risks associated with

5 having poor birth spacing?

222 | 416

Decrease the distance between pregnancies

6 leads to congenital anomalies

7 Decrease the distance 2-3 years between | .245 | .494
pregnancies leads to postpartum hemorrhage

8 Pregnancy is risky if the mother’s weight is | .425 | .494
low.

9 Pregnancy is risky in case of twin pregnancy 475 | .500

10 Pregnancy is risky if the mother was obese. 585 | .493

11 Pregnancy is risky if the mother’s age is less | .640 | .480
than 18 years.

12 Consumption of folic acid before pregnancy | .792 | .406
decreases the risk of fetal anomalies

13 It is essential for the mother to eat balanced | .907 | .435
meals before pregnancy.

14 It is essential for pregnant women to take folic | .895 | .306
acid

15 It is essential for pregnant women to take | .912 | .282
supplements of iron.

Knowledge Mean .602 | .165 moderate level
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4.5 Attitude toward PCC

The analysis of respondents’ attitudes toward PCC was measured using a 5-point Likert
scale, reveals a consistently high level of positive attitudes. The overall mean attitude score
is 1.5940 (SD = 0.5046), which falls within the range of high positive attitude (<2.33). The
finding of data analysis about attitudes statements showed that the majority of women
83.79% had positive attitudes regarding PCC (respondents agree with statements reflecting
the value of PCC, such as its physical and psychological benefits, its role in reducing
potential complications during pregnancy, and the necessity of pre-pregnancy medical
assessments.), only 4.63% of respondents had negative attitudes indicates that a small
minority of women disagreed with the statements suggesting that Preconception Care (PCC)
has benefits. (This means that these respondents do not believe in the advantages of engaging
in PCC practices), and 11.67% of them had a neutral attitude (The finding that 11.67% of
respondents had a moderate or neutral attitude indicates that this portion of women neither
strongly agrees nor disagrees with the statements regarding the benefits of PCC. All
individual items assessing beliefs about PCC, such as its physical and psychological
benefits, its role in reducing complications, and the necessity of pre-pregnancy medical
investigations. For instance, the belief that “"consultation with the preconception clinic is
helpful to prepare myself for pregnancy physically” has a mean of 1.3625 (SD = 0.7193),
while "the necessity to quit smoking before planning a pregnancy™ scored 1.6400 (SD =
0.7628). These findings indicate that respondents strongly recognize the importance of PCC
and its positive impacts on pregnancy preparation and outcomes, reflecting a proactive and
favorable attitude across all assessed dimensions.

In the questionnaire, the answers were as follows: strongly agree = 1, agree = 2, neutral = 3,
disagree = 4, strongly disagree = 5. Therefore, a small average indicates positivity.
Statistically to calculate the level for Likert scale big number of responds — small number/
number of levels (3) positive, neutral, and negative

5-4 /3= 1.33 (interval )

Level classified as : positive or good 1+1.33=2.33 (1-2.33)

Neutral 2.33 + 1.33=3.66 (2.34-3.67).

Negative or poor 3.67+1.33=5 (3.68-5), (see table 4.7).
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Table 4.7.A
Distribution of Attitudes Statements

Statement

Mean

Std. Deviation

1.

| believe that consultation with the
preconception clinic is helpful to
prepare myself for pregnancy
physically?

400

1.3625

.71930

I believe that consultation with the
preconception clinic is helpful to
prepare myself for pregnancy
psychologically?

400

1.5125

.83161

I believe that preconception
healthcare has positive effects on
pregnancy?

400

1.4100

713023

I believe that preconception
healthcare has positive effects on
delivery

400

1.4750

76212

| believe that consultation with the
preconception clinic decreases the
chance of complications during
pregnancy

400

1.5325

.82804

I believe that it is necessary to do
medical investigations, such as
checking Dblood pressure before
pregnancy?

400

1.6400

93143

I believe that it is necessary to do
medical investigations, such as
checking glucose level before
pregnancy.

400

1.7425

.99683

| believe that it is necessary to check
blood group before pregnancy.

400

1.5375

.82480

| believe that it is necessary to check
hemoglobin level before pregnancy.

400

1.6275

.86638

10.

I believe that it is necessary to visit a
dentist to examine teeth before
planning a pregnancy.

400

1.9500

1.14051

11.

I believe it is necessary to focus on
nutrition  before  planning a
pregnancy?

400

1.5775

87229

12.

I believe it is necessary to maintain a
suitable weight before planning a
pregnancy?

400

1.7150

94393

13.

I believe it is necessary to quit
smoking before planning a pregnancy.

400

1.6400

76279

Valid N (listwise)

400

Total

1.5940

50455
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Table 4.7.B
Distribution of Attitudes Statements

N Minim Maxim Sum Mean Std.
um um Deviation
Attitude mean 400 1.00 5.00 637.62 | 1.5940 | .50455
Valid N | 400
(listwise)

Hypothesis: Women of reproductive age in the North of the West Bank of Palestine hold
positive attitudes towards preconception health.

To address the hypothesis that women of reproductive age in the North of the West Bank of
Palestine hold positive attitudes towards preconception health, means and standard
deviations were calculated for each item as well as the overall attitude score. Attitude levels
were categorized on a scale from 1 to 5, divided into low, moderate, and high categories
using the formula (upper limit - lower limit) / number of levels, specifically (5-1)/3 =
1.33. Consequently, scores of 2.33 or less represent a low level of positive attitude, scores
between 2.34 and 3.66 indicate a moderate level, and scores from 3.67 to 5.00 signify a high
level of positive attitude.

4.6 Practice toward PCC

The descriptive statistics for practice regarding preconception care (PCC) among the
respondents indicate that the mean practice score is 1.83 (SD = 0.673), based on 400 valid
responses. Scores ranged from a minimum of 1 (indicating the best practice) to a maximum
of 5 (indicating the poorest practice). Using the categorization thresholds for practice (good
practice: <2.33, moderate practice: 2.34-3.66, negative practice: >3.67), the mean score of
1.83 falls within the "good practice™ range. This finding found that the majority of
respondents 74.5% had a positive practice regarding PCC, 17.95% of respondents there
responses were neutral but only 7,55% of them had a negative practice, (see table 4.8).
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Table 4.8. A
Distribution of Practice Statements

Statement N Sum Mean Std.
Deviation

1. | am not exposed to active | 400 691.00 1.7275 .95421
smoking.

2. | am not exposed to passive | 400 713.00 1.7825 .97085
smoking.

3. | take Dbalanced meals | 400 705.00 1.7625 94516
regularly  before getting
pregnant.

4. | take folic acid tablets | 400 669.00 1.6725 .92865
regularly  before  getting
pregnant

5. | visited the preconception | 400 740.00 1.8500 1.06317
clinic before getting
pregnant.

6. | engage in exercise/sport | 400 781.00 1.9525 1.08082
activities  before  getting
pregnant.

7. | checked my blood group | 400 668.00 1.6700 94781
before getting pregnant.

8. | checked my hemoglobin | 400 721.00 1.8025 1.00799
level before getting pregnant.

9. | check my blood pressure | 400 738.00 1.8450 1.01417
before getting pregnant.

10. I check my blood glucose | 400 755.00 1.8875 1.14153
level before getting pregnant.

11. | made heart investigations | 400 792.00 1.9800 1.08745
before getting pregnant.

12. | maintain a healthy weight | 400 702.00 1.7550 .98611
before getting pregnant.

13. I discuss any family history | 400 805.00 2.0125 1.06073
of genetic disorders with my
healthcare provider before
getting pregnant.

14. | ensure my vaccinations are | 400 768.00 1.9200 1.06369

up to date before getting
pregnant.




Table 4.8.B
Distribution of Practice Statements

Descriptive Statistics
N Minimu | Maximum | Sum Mean Std.
m Deviation
Practice mean 400 | 1.00 5 732.00 | 1.8300 | .67256
Valid N | 400
(listwise)

Hypothesis: Women of reproductive age in the North of the West Bank of Palestine engage
in good practices related to preconception health.

To address the hypothesis that women of reproductive age in the North of the West Bank of
Palestine engage in good practices related to preconception health, means and standard
deviations were calculated for each practice item and the overall practice score. Practice
levels were categorized on a 1 to 5 scale using the formula (upper limit - lower limit) /
number of levels, specifically (5-1) /3 =1.33.

4.7 Correlation between variables

4.7.1 Hypothesis:

There is a positive correlation between the level of knowledge, attitudes and practices
regarding preconception care among women in the North of the West Bank of Palestine.
To address the hypothesis that there is a positive correlation between the levels of knowledge
and attitudes and practices regarding preconception care among women in the North of the
West Bank of Palestine, Pearson correlation coefficients were calculated. This analysis aims
to assess whether higher levels of knowledge and more positive attitudes are associated with
better practices related to preconception care

Correlations Results:

The correlation analysis shows the relationships between knowledge, practice, and attitude
regarding preconception care (PCC) among respondents, with all correlations being
statistically significant at the level p < 0.01.

1. Knowledge and Attitude: There is a weak significant correlation between knowledge
and attitude (rs = 0.198, p = .00), which indicates that higher levels of knowledge are
associated with slightly more positive attitudes.

2. Knowledge and Practice: There is a significant relationship between knowledge and
practice (rs = 0.259, p = .00). This suggests that as knowledge increases, practices
slightly improve, indicating better practices are associated with greater knowledge.

3. Attitudes and Practice: There is a moderate positive relationship between practice and
attitude (rs = 0.557, p = .00). This means that better practices are moderately associated
with more favorable attitudes. Respondents who demonstrate good practices tend to have
more favorable attitudes toward PCC (see table 4.9).
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Table 4.9

Spearman’s rho (rs) Correlation Between Knowledge, Attitude and Practice

Knowledge Attitudes Practices

(rs) (rs) (rs)
Knowledge 1 0.198™ 259%*
Attitudes 0.198™ 1 557"
Practices .259** B557** 1

Note: **. Correlation is significant at the 0.01 level (2-tailed).

Overall, the findings suggest interrelationships between knowledge, attitudes and practices,
where higher knowledge is associated with higher levels of favorable attitudes, while better
practices are moderately associated with more positive attitudes.

4.7.2 Correlations result between knowledge and demographic characteristics

The Spearman's rho correlation analysis explored the relationship between knowledge mean
and various demographic factors across a sample of 400 individuals. Most variables
demonstrated weak and statistically insignificant relationships with knowledge mean. For
instance, age ( rs= 0.043, p = 0.386 ), marital status (rs= 0.020, p = 0.684 ), relationship
with husband ( rs=-0.094, p = 0.060 ), place of residency (r=-0.066, p =0.186 ), occupation
of women (r =-0.072, p = 0.153 ), husband's education ( r = 0.019, p = 0.706 ), and family
monthly income (r = 0.060, p = 0.228 ) all showed weak correlations that were not
statistically significant. The only significant finding was the relationship between women's
education level and knowledge mean ( r = 0.146, p = 0.003 ), indicating a moderate positive
association. This suggests that higher education levels among women are associated with
increased knowledge, while other demographic factors examined in this analysis do not
appear to have a meaningful influence on knowledge mean. These results partially support
the hypothesis, indicating that certain demographic factors may influence attitudes, though
the effects appear limited.(see table 4.10)

Table 4.10
The Relationship Between Knowledge and the Demographic Variables

Variables Correlation p-value
Coefficient
(rs)
Age in Years .043 .386
Marital Status of women .020 .684
Relationship with Husband -.094- .060
Place of Residency -.066- .186
Education level of women 146 .003
Occupation of women -.072- 153
Husband’s Education 019 .706
Family Monthly Income (NIS) .060 228

37



4..7.3 Correlation between knowledge and gynecological characteristics

The Spearman’s rho correlation analysis examined the relationship between knowledge
mean and various reproductive and demographic factors. Most variables demonstrated
weak and statistically insignificant correlations with knowledge mean. For example,
number of deliveries (r=—0.101, p=0.073) previous abortions (r=0.053, p=0.351), and the
number of children (r=—0.084, p=0.137r) all showed weak relationships that were not
statistically significant.

A few variables showed statistically significant correlations. Notably, a negative correlation
was found between knowledge mean and whether the participant had ever been pregnant
(r=—0.103, p=0.040) and the total number of pregnancies, including the current one
(r=—0.118, p=0.03). These results suggest that higher levels of knowledge mean are slightly
associated with fewer pregnancies or a reduced likelihood of having been pregnant.
However, other variables, such as the number of abortions (r=0.037, p=0.702), did not show
any meaningful relationship with knowledge mean. This analysis highlights that while
certain reproductive factors may have a small impact on knowledge mean, most examined
variables do not show significant relationships, (see table 4.11)

Table 4.11
Spearman'’s rho: Correlation between knowledge and gynecological characteristics
Knowledge _mean

Variable Correlation Sig. (2-tailed)
Coefficient

knowledge mean

1. Have you ever been pregnant? -.103-" .040

2. Including the current pregnancy, how -.118- .036

many times have you been pregnant?

3. Number of deliveries -.101- 073

4.Previous abortions .053 351

5.If any, how many abortions did you .037 702

have?

6. Number of Children -.084- 702

4.7.4 Correlation between attitude and sociodemographic characteristics

The Spearman's rho correlation analysis examined the relationship between attitude and
various demographic factors. Most variables showed weak and statistically insignificant
correlations with Attitude_mean. These include age (r =-0.019, p = 0.700 ), marital status
(r=-0.009, p =0.851 ), women's education level ( r =-0.013, p = 0.802 ), occupation of
women (r=-0.016, p = 0.755 ), husband's education (r = 0.022, p = 0.663 ), and family
monthly income (r =0.055, p =0.271), (see table 4.12).
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Table 4.12
Spearman’s rho: Correlation between attitude and sociodemographic characteristics.

Attitude_mean
Variable Correlation Coefficient Sig. (2-tailed)

Attitude mean

Age in Years -.019- .700
Marital Status of women -.009- .851
Relationship with husband 1317 .009
Place of Residency 117" 019
Education level of women -.013- .802
Occupation of women -.016- 755
Husband’s Education .663 .663
Family ~ Monthly  Income | .055 271
(NIS)

Two variables, however, showed significant positive correlations with attitude. The
relationship with the husband (r = 0.131, p = 0.009) demonstrated a weak but significant
association, suggesting that a positive relationship with the husband is linked to more
favorable attitudes. Additionally, place of residency (= 0.117, p = 0.019 ) exhibited a weak
but significant positive correlation, indicating that residency location may have some
influence on attitudes.

4.7.5 Correlation between attitude and gynecological characteristics

The Spearman's rho correlation analysis explored the relationship between attitude and
various reproductive and health-related factors. Several significant correlations were found.
First, having ever been pregnant was positively correlated with attitude (r =0.114, p =0.022
), suggesting that individuals who have experienced pregnancy tend to have more positive
attitudes. On the other hand, the number of previous abortions showed a negative correlation
with mean of attitude (r=-0.132, p =0.018), indicating that those with more abortions may
have less favorable attitudes. Other variables, such as the number of deliveries ( r = 0.080,
p = 0.157 ), number of children (\( r = 0.054, p = 0.333), stillbirths (r =-0.071, p =0.206 ),
and chronic diseases ( r = -0.068, p = 0.680 ), all showed weak or no significant correlations
with attitude.(see table 4.13).
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Table 4.13 Spearman's rho:
Correlation between attitude and gynecological characteristics
Attitude _mean

Variable Correlation Sig. (2-
Coefficient tailed)

Attitude mean

1. Have you ever been pregnant? 114" 022

2. Including the current pregnancy, how .080 157

many times have you been pregnant?

3. Number of deliveries -.132-" .018

Previous abortions .054 333

4. If any, how many abortions did you -.071- .206

have?

5. Number of Children -.068- .680

4.7.6 Correlation between practice and sociodemographic characteristics

The Spearman’s rho correlation analysis assessed the relationship between practice and
various demographic factors. Most variables showed weak and statistically insignificant
correlations with practice. For example, age (r=0.034,p=0.493), marital status
(r=—0.025,p=0.615), women's education level (r=0.009,p=0.861), occupation of women
(r=—0.022,p=0.664), and husband's education (r=0.050,p=0.322) all exhibited no significant
relationships.

Several variables, however, were found to have significant relationships with practice. The
relationship with the husband had a weak but significant positive correlation (r=0.121,
p=0.016. Place of residency (r=0.215, p<0.001) showed a moderate positive correlation,
indicating that where a person resides has a meaningful association with their practices.
Family monthly income (r=0.164, p=0.001) also had a significant positive correlation,
suggesting that higher income levels are linked to better practices.

Most demographic variables had little to no influence on Practice mean, factors like place
of residency, family income, and the relationship with the husband demonstrated significant
positive associations. (see table 4.14).

Table 4.14
Spearman’s rho: Correlation between practice and sociodemographic characteristics

Practice means

Variable Correlation Coefficient Sig. (2-tailed)
Practice means 1.00
Age in Years .034 493
Marital Status of women -.025- .615
Relationship with hushand 1217 016
Place of Residency 215 .000
Education level of women .009 .861
Occupation of women -.022- .664
Husband’s Education .050 322
Family Monthly Income | .164™ .001
(NIS)
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4.7.7 Correlation between practice and gynecological characteristics

The Spearman's rho correlation analysis evaluated the relationship between practice and
various reproductive and health-related factors. Most variables demonstrated weak and
statistically insignificant relationships with practice. For instance, whether the individual
had ever been pregnant (r = 0.024, p = 0.662), the number of deliveries (r = 0.071, p = 0.205),
previous abortions (r = -0.005, p = 0.926), number of children (r = 0.073, p = 0.193),
stillbirths (r = -0.012, p = 0.830), and chronic diseases (r = -0.031, p = 0.535) all showed
weak and non-significant correlations with practice. However, a significant relationship was
observed between having experienced specific diseases during pregnancy and practice (r =
0.119, p=0.033). This positive correlation suggests that individuals who experienced certain
diseases during pregnancy may have slightly better practices, potentially due to increased
awareness or healthcare interactions. Overall, the findings indicate that while most
reproductive and health-related variables do not significantly influence practice the
experience of diseases during pregnancy shows a weak but statistically significant positive
relationship. (see table 4.15).

Table 4.15
Spearman’s rho: Correlation between practice and gynecological characteristics

Practice means
Variable Correlation Sig. (2-
Coefficient tailed)
Practice mean 1.00
1. Have you ever been pregnant? .024 .662
2. Have you ever had any of the following | -.031- 535
diseases during pregnancy?
3. Number of deliveries 071 205
4. Previous abortions -.005- 926
5. Number of Children 073 193
6. Have you ever given birth to a stillbirth? | -.012- .830
7. Do you have a chronic disease? -.031- 535
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Chapter Five

Discussion

5.1 Introduction

The current study was conducted with the main aim of investigating the levels of knowledge,
attitude, and practice towards preconception care among women attending primary health
care in the north of West Bank. The results showed Moderate level of knowledge, positive
levels of attitude but and good levels of practice, with some significant differences according
to their demographic factors. In this chapter, the researcher provided a comprehensive
discussion of the findings, as well as comparing the results with the findings from the
previously reviewed literature.

5.2 Knowledge regarding PCC

The findings indicate that a significance proportion of woman 61.75% in the West Bank
have a moderate level of knowledge about preconception care, while 25.75% have
knowledge and only 12.2% possess good knowledge. This pattern aligns with findings from
similar studies in the Gaza Strip (Al-kasseh & Jarard, 2021) and Egypt (Abushady et al.,
2021) where moderate knowledge was the prevailing category. This consistency suggests
that moderate knowledge about PCC maybe trend in regions where healthcare systems face
challenge in delivering comprehensive reproductive health education. However, the 25.75%
poor knowledge level in this study is concerning as it surpasses finding from Irag (Ahmed
& Piro, 2017), . Addressing these challenges through community-based educational
programs, improved healthcare outreach, and integration of PCC into routine health services
could help bridge the knowledge gap and support better reproductive health outcomes.

Furthermore, while 77.25% of participants reported prior awareness of PCC, the level of
actionable knowledge appears limited. As pointed out by Khalaf et al. (2017), the term PCC
does not imply detailed understanding or proficiency in applying PPC practices. This
disconnect suggests that current health initiatives may place greater emphasis on public
awareness than on education about the efficacy and benefits of PPC.

Variations in knowledge across different studies and contexts can be attributed to several
factors. Sociocultural norms, access to health care services, and focus of educational
interventions play important roles in shaping levels of knowledge. Haldane et al (2019)
identified barriers such as limited access to healthcare services, inadequate interaction by
healthcare providers, and cultural practices, which can hinder women's understanding and
participation in preconception care (PCC).The lack of comprehensive information on PCC,
its components, and its significance and advantages for both mother and child may be the
cause of this divergent opinion. The study's conclusions highlighted the necessity of ongoing
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public awareness campaigns that focus on the particulars of health issues, the significance
of PCC, and its timing, among other things.

Women's education level was a significant factor in determining how well-informed they
were about preconception care; those with a university degree were twice as likely to be
knowledgeable. This is to be expected since formal education increases exposure, and
educated women are more likely to recognize the advantages of preconception care and
choose to seek care at a preconception clinic.

5.3 Source of Information:

the finding of our study revealed that social media formed 8.65% from the source of
information about PCC among Palestinian women , while midwives were cited as a source
by 5.2%, and the Internet (17.75%) . These finding align with broader trends in the
literature, which demonstrate the growing yet variable role of social media and midwife in
disseminating PCC information . Shibata et al. 2023 reported a significantly higher reliance
on the internet in Japan with, 70 % of participants identifying it as a major source of PCC
information. Similarly khalaf et al. (2017) found the doctor were more frequently cited as a
source of PCC information than midwives in Palestine, which is consistent with our finding
that gynecologist 40.45% where the primary source of PCC information. However our
study underscore the relatively limited roles of social media and midwives compared to
formal Healthcare providers.

The explanation for these trend lies in the accessibility and trust associated with different
sources. Social media platforms are easily accessible and widely used, making them
effective tools for spreading awareness. They serve as platform for advertisement and
educational campaigns which can reach a large audience with minimal costs .However the
relatively low percentage in our study compared to Shibata et al. (2023) study that
suggested that cultural and technological differences may influence the degree to which
social media is leveraged for health education.

Midwives, on other hand are in direct and frequent contact with women, especially during
antenatal and postnatal periods. Their lower representation in our findings, as compared to
gynecologist, reflects a potential underutilization of midwives as PCC educator. This is
consistent with findings from Olowokere et al. (2015) and Boakye-Yiadom et al. (2020),
where healthcare providers, particularly doctors were more prominent sources of
information than nurse and midwives. This could be a attributed to the perception of
gynecologists as more specialized health care providers leading women to seek their
guidance more actively.

5.4 Attitudes regarding PCC:

The results of our study show that 83.79% of women in the northern West Bank show a
positive attitude toward PCC, confirming the strong recognition of its potential in enhancing
maternal and fetal health outcomes. This high percentage reflects encouraging awareness
and proactive perception of PCC, which is consistent with similar findings from various
similar global studies. For instance Qasim et al. (2016) in Malaysia reported a slightly higher
percentage with 98.5% of women expressing positive attitude towards PCC, This similarity
highlight that widespread recognition of PCC benefit among women attending healthcare
services in both regions emphasizing the pivotal role of healthcare providers in fostering
perception. It seems that the common positive perception among these studies, including our
current study, is that there is an increasing understanding locally and regionally, especially
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in those areas where educational campaigns are launched and where there is easy access to
health care service centers.

However the regional differences observed between our study and others, such Al-Khatib et
al. (2024) in Jordan, highlight a critical contextual factors in Jordan only 48.1% of women
demonstrated positive attitude which is significantly lower than our study findings (83.79%),
this disparity could stem for differences in healthcare accesses, cultural habit, or educational
initiatives. . Both studies however, underscore the critical role of education, with university
graduates in Jordan exhibiting the highest positive attitude. This findings support the notion
that educational attainment is a key determined of positive attitude towards PCC, a trend
evident in various sitting including the north of West Bank. Musgrave et al. (2023) In
Australia found that white woman had high level of education and awareness of PCC
physical and psychological benefit their knowledge of its role in preventing adverse child
outcomes like still Bears was limited in contrast our study about seven demonstrate
comprehensive PCC important and preparing for pregnancy.

In general, our results confirmed that women have positive perceptions of the importance of
PCC for maternal and child health. This is a positive indicator for increasing targeted
awareness campaigns that enrich women’s knowledge about PCC in the Palestinian context.

5.5 Practice regarding PCC:

According to our research, the majority of women (74.5%) in the northern West Bank exhibit
positive pre-care practices (PCC), with an average practice score of 1.83 (SD = 0.673).
Numerous earlier studies that found lower participation in PCC practices are in conflict with
this finding. As an illustration of the strong correlations between PCC practice and social
and demographic characteristics like income and education, Martinez et al. (2024) found
that women had lower levels of PCC practice, with an average score of 8.13 + 3.44. The
study was conducted in south-eastern Mexico.

Nonetheless, our study found high levels of positive practice across a variety of demographic
groups, suggesting a more widespread improvement of PCC in the area. Similar findings
were reported by Mustafa (2023), who assessed the PCC knowledge and practice of
primigravida women in Gaza and found that they had good knowledge and high practice
scores. Despite the variations in the tools and scoring systems, the findings support ours in
emphasizing the value of readily available healthcare services and education in improving
PCC practices.

Our study's far higher participation rate suggests that regional healthcare programs in the
West Bank may be better able to overcome these challenges. When comparing our findings
with those of Nepal and Sabkota (2017), who discovered that half of Nepal's pregnant moms
displayed subpar primary care practices, additional discrepancies become apparent. Our
results indicate that even simple awareness initiatives in the West Bank have successfully
enhanced PCC behaviors, despite significant connections between knowledge and practice
in the Nepalese study. Shibata et al. (2023) also highlight different PCC habits in Japan,
such as relying on the Internet for PCC information and consuming only 3% of folic acid
prior to pregnancy.

Our research, however, shows a wider dedication to PCC practices, which might be a result
of a greater dependence on medical practitioners for direction. Lastly, research done in
Ethiopia by Abayneh et al. (2022) and Qassem et al. (2016) Women and healthcare providers
in India were found to have low PCC engagement rates, with only 34.5% and 27.5%,
respectively, demonstrating positive habits. With 74.5% of women exhibiting healthy
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practices, our results far surpass these numbers and imply that West Bank public health
initiatives could be a template for other areas.

Additionally, this study demonstrated a strong link between women's knowledge and best
practices. This was supported by research by Demisse et al. (2019)which showed that
women who knew a lot about preconception care were 6.2 times more likely to use it than
those who didn't. This could be because of the breadth of knowledge that could improve
women's comprehension and awareness of the significance of preconception care.

Our study proposes culturally sensitive educational campaigns to increase awareness of
PCC, training healthcare providers to address misconceptions, incorporating PCC into
maternal services, and launching policies to address structural barriers such as lack of
healthcare financing and workforce training for equitable access to PCC services in order
to improve healthcare practice and policy.

5.6 Recommendations

1.Based on the results of our current study, gynecologists were found to be the main source
of information about PCC (40.45%), so the role of other health care providers who have
greater contact with women in education on the topic of PCC should be strengthened.

2- Making use of the Internet and social media: The results given by the current study
identified that up to 17.75% of the participants rely on the Internet to get information about
PCC underlining the importance of the Internet as the source of health. Information.
Certainly, any forms of communication and information dissemination on the Internet like
website, videos, social media accounts of health organizations and clinics must include easy
way on how to access such research-based recommendations in order to disseminate it
accordingly to the people. These are good platforms to share true and type information
regarding PCC and create awareness in a manner suitable for the unmanned public.

3.Introducing PCC into the teaching curricula in schools, as the study showed that only
0.65% of levels source their information from schools. Introducing information regarding
PCC into school health education programs will generate correct and useful information for
girls to have prior good health and practice healthy practices at an early age.

4.Create and promote public awareness campaigns regarding PCC, which will provide
actionable steps for women to improve their PCC health, noting that the results of our study
showed that most women 61.75 had a moderate level of knowledge.

4. Targeted Educational Programs for Women of Reproductive Age: It is recommended
that education programs and lectures should be designed and delivered for woman of
reproductive age especially married women, women with children, and women of
marriageable age. These programs should include elaborated information about
preconception, thus the components of preconception care, like health risk evaluations,
nutrition, lifestyle choices, and family planning. It will enhance positive attitudes toward
PCC.

5. Inorder to further improve women's positive attitudes toward preconception care (PCC),
implement focused educational initiatives that highlight the advantages of PCC for both
mothers and fetuses.In order to optimize pregnancy outcomes and minimize
complications, these programs ought to emphasize the significance of pre-pregnancy
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medical consultations and lifestyle changes, like stopping smoking. Effective
dissemination of this information to a wider audience can be achieved by enlisting the
aid of community health workers and making use of local media.

6. Provide further research to determine the effect of applied interventions and develop
other appropriate strategies to control the condition that requires frequent improvement.

5.7 Limitations:

1-Difficulty in moving between cities and governorates due to occupation barriers that
hinder easy access to primary health care centers.

2. Lack of funding, which may have allowed for more accurate systematic design

such as a possible or nicer design, as well as the ability to give incentives to participants,
such as care manuals about PCC

Since this study is a cross-sectional survey, we are aware of certain limitations with regard
to social desirability biases and the likelihood of memory. Another potential drawback is
that research "didn't include the women's husbands or spouses."

5.8 Implications for Nursing Practice

The findings of the study on preconception care (PCC) among women of reproductive age
in the West Bank have significant implications for nursing practice. Nurses play a crucial
role in educating women about the importance of PCC, which includes health assessments,
lifestyle modifications, and risk factor management prior to conception. By integrating PCC
into routine healthcare services, nurses can enhance awareness and encourage women to
seek preconception consultations. Additionally, nurses should advocate for the development
of community-based programs that provide accessible information and resources on PCC,
thereby improving health outcomes for mothers and infants.

5.9 Implications for Nursing Research

The study highlights several gaps in the current understanding of PCC, suggesting a need
for further research in this area. Future studies should explore the barriers women face in
accessing PCC, the effectiveness of different educational interventions, and the long-term
impacts of PCC on maternal and child health outcomes. Research should also focus on
diverse populations to understand the cultural and socio-economic factors influencing
knowledge and practices related to PCC. This will help in developing tailored interventions
that address specific community needs and improve overall health literacy regarding
preconception care.

5.10 Implications for Nursing Education

Incorporating PCC into nursing education curricula is essential to prepare future nurses to
address this critical aspect of women's health. Educational programs should emphasize the
importance of PCC, equipping nursing students with the knowledge and skills necessary to
educate patients effectively. Simulation-based learning and community outreach programs
can provide practical experience in delivering PCC. Furthermore, continuing education
opportunities for practicing nurses should be established to keep them updated on the latest
guidelines and best practices in PCC, ensuring they can provide high-quality care to women
of reproductive age.
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5.11 Conclusion

In conclusion, the study underscores the critical role of preconception care in enhancing
maternal and neonatal health among women in the northern West Bank. By improving
knowledge, attitudes, and practices regarding PCC, nurses can significantly contribute to
better health outcomes for mothers and their children. The implications for nursing practice,
research, and education highlight the need for a multifaceted approach to integrate PCC into
healthcare systems effectively, ensuring that women receive the support and information
necessary for healthy pregnancies.
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AnNnexes

Annex 1: Questionnaire -English Version

Section One: Personal Bio - Data:

1. Agein O 18-22 0 23-27 0 28-32 0 33-36 0 37 & above
Years years years years Years

2. Marital Status O Single O Married O Widow O Divorce

3. Relationship with o No O First O Second O Other (State)
Husband relationship cousin cousin

4. Place of Residency O City O Camp O Town O Village

5. Education 0 None O Primary O Secondary O University

6. Your Occupation / profession

7. Husband’s Education 0O None | O Primary O Secondary O University

8. Family O Less 2000 | o 2000-3000 0 3001-4000 | o 4001-5000 | o More 5000
Monthly

Income (NIS)
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Section Two: Gynecological Data

1. Have you ever been pregnant?
[ Yes, if yes move to the next question.

O No, if no, move to question number (8)

2. Are you currently pregnant?

O Yes ] No.

3. Including the current pregnancy, how many times have you been pregnant?

O 1-2 times O 3 -5 times O 6 times and more
4. How many deliveries have you had?
0 None O One O 2 -4 times O 5 times and more

5. Have you ever had abortions?
O Yes. If any, how many abortions did you have? I No.

6. How many live births did you have?

] None 01 02 O >2

7. Have you ever had a still birth?

O Yes. If yes, do you know the reason for having a still birth? State.

[ No.

8. Have you ever had any of the following diseases during pregnancy?
0 No [0 Gestational diabetes [0 Hypertension

O Anemia O Others. What is it?

9. Do you have any chronic diseases?

[ Yes. If yes, what is it?

[ No
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Section Three: Knowledge regarding preconception care

1. Do you know about preconception care?

[ Yes. If yes move to the next question. [0 No. if no move to question number (3)

2. If Yes, what was the source of your information about preconception care? (You
may choose more than one answer.)

[0 Social Media O The Internet O The gynecologist O The midwife

O Friends and family O School [0 Books

3. In your opinion, preconception care is needed for:

0 women, only 0 men, only 0 men and women O Idon’t
know.

4. In your opinion, preconception care is important for:
[ baby, only 0 mother, only [ baby and mother 0 I don’t know.

5. What factors make a pregnancy more likely to be high-risk?

O a. Age below 18 years O b. Small body size
[ c. First pregnancy at age 35 years and above 0 d. Twin pregnancy.

6. What is the recommended time between pregnancies (spacing) for better health
outcomes?

[ a. One year O b. Between 2 to 4 years O c. More than 5
years

7. What are the potential risks associated with having poor birth spacing?
0 a. Anemia O b. Congenital malformation
O c. Premature labor O d. Postpartum hemorrhage.
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Please mark the appropriate response for each item / statement according to your
knowledge.

Knowledge Regarding Preconception Care Yes No I Don’t
Know.

8. It is essential for the mother to eat balanced meals (meals that
contain a variety of nutrients) before pregnancy.

9. It is essential for pregnant women to take supplements of
iron.

10. It is essential for pregnant women to take folic acid
supplements.

11. Consumption of folic acid before pregnancy decreases the
risk of fetal anomalies.

12. Pregnancy is risky if the mother is obese.
13. Pregnancy is risky if the mother’s weight is low.

14. Pregnancy is risky if the mother’s age is less than 18 years
old.

15.. Decreasing the distance between pregnancies may lead to
Postpartum hemorrhage

16. Pregnancy is risky in case of twin pregnancy.

17. Decreasing the distance between pregnancies may lead to
congenital anomalies.
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Section Four: Attitudes regarding preconception care

Please fill in the appropriate response (Agree, strongly agree, Neutral, Disagree, or
Strongly disagree) for each statement.

Statement Agree Strongly Neutral | Disagree & Strongly
agree disagree

1. | believe that consultation
with the preconception
clinic is helpful to
prepare myself for
pregnancy physically.

2. | believe that consultation
with the preconception
clinic is helpful to
prepare myself for
pregnancy
psychologically.

3. | believe that
preconception healthcare
has positive effects on
pregnancy.

4. | believe that
preconception healthcare
has positive effects on
delivery.

5. |1 believe that consultation
with the preconception
clinic decreases the
chance of complications
during pregnancy.

6. I believe thatitis
necessary to check blood
pressure before
pregnancy.

7. | believe that it is
necessary to check
glucose level before
pregnancy.

8. I believe that it is
necessary to check blood
group before pregnancy.

9. I believe that it is
necessary to check
hemoglobin level before
pregnancy.
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10.

11.

12.

13.

| believe that it is
necessary to visit a
dentist to examine teeth
before planning a
pregnancy.

I believe it is necessary to
focus on nutrition before
planning a pregnancy.

I believe it is necessary to
maintain a suitable
weight before planning a
pregnancy.

I believe it is necessary to
quit smoking before
planning a pregnancy.
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Section Five: Practice regarding preconception care

Please fill in the appropriate response (Agree, strongly agree, Neutral, Disagree, or
Strongly disagree) for each practice regarding preconception care.

Practice Regarding

Preconception Care
1. I avoid exposure to active
smoking.
2. | avoid exposure to
passive smoking.
3.1 take balanced meals
regularly before getting
pregnant.
4. | take folic acid tablets
regularly before getting
pregnant.
5. 1 visit the preconception
clinic before getting
pregnant.
6. | engage in exercise/sport
activities before getting
pregnant.
7. 1 check my blood group
before getting pregnant.
8. I will check my
hemoglobin level before
getting pregnant.
9. I check my blood pressure
before getting pregnant.
10. I check my blood glucose
level before getting
pregnant.
11. I will undergo heart
investigations before getting
pregnant.
12. I maintain a healthy
weight before getting
pregnant.
13. I discuss any family
history of genetic disorders
with my healthcare provider
before getting pregnant.
14. 1 ensure my vaccinations
are up to date before getting
pregnant.

Agree

Strongly
agree
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Annex2: Questionnaire — Arabic Version
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Annex3: Consent form
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