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Abstract  

Reproductive health services are important for safe pregnancy and childbirth. The study 

aimed to assess mothers' knowledge, attitude and practice about reproductive health 

services in governmental primary health care centers in the Gaza Strip. The study utilized 

descriptive, cross-sectional design. The sample of the study was convenient sample, 

consisted of 372 mothers attending primary health care centers during postpartum follow 

up from seven primary health care centers from all Gaza Governorates. The researcher 

developed constructed, self-administered questionnaire to measure knowledge, attitude, 

and practice about reproductive health. The questionnaire was tested for reliability by pilot 

study on 30 participants. The results showed that 34.1% of mothers aged 20 – 25 years, 

51.9% had secondary school education, 50.5% had 3 – 5 pregnancies. Concerning 

preconception care, 60% have moderate knowledge (m= 1.80), 70% have positive attitude 

(m= 2.13) and 41% seek preconception care practice (m= 1.77). Concerning antenatal care, 

80.6% have high level of antenatal practice (m= 2.42), 74.3% have positive attitudes (m= 

2.23) and 72% showed low antenatal knowledge (m2.26). Concerning postpartum care, 

scores of knowledge, attitudes and practices were 75.3%, 74% and 72% respectively. 

There were statistically insignificant differences in knowledge, attitude, and practice of 

reproductive health related to mothers' age, work, income, number of pregnancies, and 

number of deliveries. Mothers who had history of previous abortions had higher 

knowledge and attitude about preconception care, and postpartum care, while there were 

insignificant differences in practice of reproductive health. Mothers from the north 

governorate showed lower knowledge, attitude, and practice at preconception, during 

pregnancy, and postpartum compared to other governorates. Mothers with university 

education showed higher knowledge, attitudes, and practice at preconception, during 

pregnancy, and postpartum. The study concluded that mother have low level of practice 

regarding preconception care, moderate knowledge regarding antenatal care and moderate 

practice for postnatal care. Mothers with previous abortions had higher knowledge and 

attitude about reproductive care. Educated mothers showed higher knowledge, attitudes, 

and practice of reproductive health components.  
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Chapter One 

1.1 Introduction 

Woman’s reproductive health (RH) is a key component to maternal and newborn health. 

RH is defined as the state of complete physical, mental and social well-being, and not 

merely the absence of disease or infirmity, in all matters relating to the reproductive 

system and to its functions and processes (World Health Organization - WHO, 2018). 

Maternal health also refers to women's health during pregnancy, childbirth and the 

postpartum period. This concept comes consistence with the Islamic law related to RH that 

called for the preservation of the five necessities; the soul, mind, offspring, money and 

religion. For both the mother and the child in the first place as well as the safety of barriers 

and diseases that prevent well-being (Shatby, 2016). 

Reproductive health care is an essential part of primary health care (PHC) for women. In 

addition, RH has been determined through levels of social and economic development, 

lifestyles, status of women in their society and the quality and availability of health care 

(WHO, 2015).  

Maternal health is one of the most significant health challenges globally. More than 300 

million women in the developing world suffer from significant maternal morbidity 

(Alkema et al., 2016). In addition, maternal mortality (MM) is one of the most important 

health problems prevalent in developing countries and among the most prominent and 

leading causes of death for women globally (Say et al., 2014). According to reports of 

WHO, about 300,000 women died during and following pregnancy and childbirth, the vast 

majority of these deaths (94%) occurred in low-resource settings, and most could have 

been prevented (WHO, 2019). 
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To improve RH practices, it is important to increase women's awareness and understanding 

about their health through counseling with doctors and midwives at PHCCs. Furthermore, 

increase visits to PHCCs will lead to increase knowledge and attitudes towards maternal 

RH, and that would improve their practicing of RH behaviors (Timmermans et al., 2012). 

In addition, women's participation in antenatal care (ANC) can improve health literacy and 

understanding of RH content. Moreover, ANC improves mothers' knowledge about how to 

prevent complications during pregnancy and birth, prepare for childbirth, and care for the 

newborn (Lowri et al., 2017). 

In Palestine, the health of women and society began to provide health services through a 

group of small clinics started in 1994, and then crystallized the Ministry of Health (MoH) 

integrated project to build PHC. The PHC aims to provide comprehensive and integrated 

medical and health services at a high level, both preventively and therapeutically, aiming 

to raise the level of health in the community within the framework of a healthy 

environment where everyone lives. The PHC provides many services for women including 

the health of women and children, preconception care, antenatal care, postnatal care, 

family planning services, and other services (MoH, 2018). 

This study was carried out to assess and highlight level of KAP related to maternal RH 

among mothers in the Gaza Strip (GS). The results of the study will identify strong and 

weak points in RH services, which will help decision-makers in their plans towards 

strengthening the RH programs provided in GS.    

1.2 Research problem 

During childbearing age, women could be at risk for possible complications during 

pregnancy and childbirth that require immediate medical attention (WHO, 2017). It is 

obvious to say that complications related to pregnancy and childbirth lead to increased 
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maternal morbidity and mortality and most maternal deaths occur in low-income countries. 

Palestine is one of these poor countries. Increase women knowledge and access to RH care 

services will lead to improve practices of RH, which in turn will have positive 

consequences, and control or decrease the serious complications for both mothers and 

newborn. 

WHO reported that poverty, lack of information, lack of services and cultural practices are 

factors that prevent women from accessing antenatal and postnatal care services (WHO, 

2015). Globally, about 830 women die from complications related to pregnancy or 

childbirth every day, most of them occur in resource-poor settings, and most of them could 

be prevented (Alkema et al., 2016). 

In GS, many mothers face health risks that may threaten their lives during pregnancy and 

childbirth and suffer from complications requiring immediate medical care, resulting from 

errors and lack of knowledge, skills and practice in some RH issues. To reduce these risks, 

health services must be available to all women. In addition, emphasis of education about 

the importance of RH is the right of every woman (MoH, 2016).  

In GS, with long years of siege and inadequate resources and supplies, it is important to 

focus on increasing mothers’ awareness about RH to avoid complications that may 

encounter during pregnancy and childbirth. To the best of my knowledge, we do not have 

accurate information about mothers’ knowledge, attitudes, and practices related to RH, 

therefore, this study would enable us to gain insight about this issue in order to help 

stakeholders to take appropriate actions towards empowering mothers and strengthen their 

knowledge and practices about RH. 
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1.3 Justification of the study 

Reproductive health is an internationally recognized right, and many mothers do not know 

these rights or the access to RH services. There are many different obstacles to women's 

exercise of these rights, including legal and social aspects that dominate societies and 

traditions that affect health services. Increased awareness of identifying appropriate 

practices leads to the preservation of RH practices (United Nations Population Fund - 

UNFPA, 2014). 

There are limited Arabic studies in national and regional countries regarding the issues of 

RH to some extent. Besides that, most of these studies came from foreign institutions and 

donor countries as temporary projects. Therefore, we need to devote women's concepts, 

awareness and education to reproductive health and family planning in a healthy way 

(DeJong et al., 2005). 

Women's reproductive health is influenced by a variety of factors. Different factors have 

been found to be related with the utilization of antenatal care (ANC). However, to increase 

ANC visits, mothers should know the importance of ANC visit, which is possible only 

through education. Women’s health seeking behavior is highly influenced by their 

educational status, and women’s education can provide the knowledge to demand and seek 

proper health care (Shrestha, 2018). 

According to the researcher’s knowledge, there are no local studies conducted to assess 

level of knowledge, attitudes, and practice related to RH in GS, therefore, this study will be 

the first of its kind that tackled different issues of RH from the mothers’ perspective. 

Furthermore, the results of the study may reveal some of the shortcomings and gaps in the 

provision of care for mothers before, during pregnancy and after childbirth and thus 
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motivate the key persons in the MoH to introduce some improvements in the 

comprehensive maternal health care services in health facilities.  

1.4 Aim of the study 

The aim of the study is to assess the knowledge, attitudes and practice of mothers about 

reproductive health services in governmental primary health care centers in the Gaza Strip. 

1.5 Objectives of the study 

 To assess the mothers’ knowledge, attitudes, and practices regarding reproductive 

health at preconception, during pregnancy, and postpartum phase. 

 To determine the differences in mothers' knowledge, attitudes, and practices regarding 

reproductive health at the three phases (preconception, pregnancy and postpartum) 

related to sociodemographic factors (age, place of residency, work, level of education, 

income, number of pregnancies, number of deliveries, and history of abortion). 

 To suggest recommendations to improve mothers’ knowledge, attitudes, and practices 

regarding reproductive health in Gaza Strip. 

1.6 Research questions 

 What is the level of mothers’ knowledge, attitudes, and practices regarding reproductive 

health at preconception, during pregnancy, and postpartum phase? 

 Are there statistically significant differences in mothers' knowledge, attitudes, and 

practices regarding reproductive health at the three phases (preconception, pregnancy 

and postpartum) related to age? 

 Are there statistically significant differences in mothers' knowledge, attitudes, and 

practices regarding reproductive health at the three phases (preconception, pregnancy 

and postpartum) related to place of residency? 
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 Are there statistically significant differences in mothers' knowledge, attitudes, and 

practices regarding reproductive health at the three phases (preconception, pregnancy 

and postpartum) related to work? 

 Are there statistically significant differences in mothers' knowledge, attitudes, and 

practices regarding reproductive health at the three phases (preconception, pregnancy 

and postpartum) related to level of education? 

 Are there statistically significant differences in mothers' knowledge, attitudes, and 

practices regarding reproductive health at the three phases (preconception, pregnancy 

and postpartum) related to income? 

 Are there statistically significant differences in mothers' knowledge, attitudes, and 

practices regarding reproductive health at the three phases (preconception, pregnancy 

and postpartum) related to number of pregnancies? 

 Are there statistically significant differences in mothers' knowledge, attitudes, and 

practices regarding reproductive health at the three phases (preconception, pregnancy 

and postpartum) related to number of deliveries? 

 Are there statistically significant differences in mothers' knowledge, attitudes, and 

practices regarding reproductive health at the three phases (preconception, pregnancy 

and postpartum) related to history of abortion? 

 What are the recommendations to improve mothers’ knowledge, attitudes, and practices 

regarding reproductive health in Gaza Strip? 
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1.7 Definition of terms 

Reproductive health 

Reproductive health is defined as state of complete physical, mental and social safety and 

not merely absence of disease or disability in all matters relating to reproductive organs, 

functions and processes (WHO, 2018). 

The researcher defines reproductive health operationally as the women's ability to practice 

healthy behaviors for themselves and for their fetus or newborn, and that could be 

measured by the total scores obtained on the reproductive health scale. 

Knowledge 

 Is a familiarity, awareness, or understanding of mothers' services available in reproductive 

health and of responsible, satisfactory and safer sex life, such as facts, information, 

descriptions, or skills, which is acquired through experience or education by perceiving, 

discovering or learning such as counseling on breastfeeding and nutrition, maternal and 

child health checks (Oxford Dictionary, 2010). 

The researcher defines knowledge operationally as the total scores obtained on the 

knowledge part from the reproductive health scale at the three phases; preconception, 

during pregnancy, and postpartum phase. 

Attitudes 

An individual's state of mind regarding value and is accelerated by a responsive expression 

by expressing honesty or dissatisfaction with mothers' access to reproductive health 

services, which has been reported as positive or negative (Richard, 2016).  
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The researcher defines attitudes operationally as the total scores obtained on the attitude 

part from the reproductive health scale at the three phases; preconception, during 

pregnancy, and postpartum phase. 

Practice  

The researcher defines practice operationally as the skills and interventions performed by 

the mothers regarding their reproductive health, that will be measured by the scores 

obtained on the practice part of questionnaire used in this study. 

The researcher defines practice operationally as the total scores obtained on the practice 

part from the reproductive health scale at the three phases; preconception, during 

pregnancy, and postpartum phase. 

Maternal reproductive health 

Maternal reproductive health is the health of women during pregnancy, childbirth, and the 

postpartum period. It encompasses the health care dimensions of family planning, 

preconception, prenatal, and postnatal care in order to ensure a positive and fulfilling 

experience in most cases and reduce maternal morbidity and mortality in other cases 

(WHO, 2016). 

Maternal assessment of antenatal and pregnancy care 

The researcher identified the assessment of mothers for prenatal care and during pregnancy 

as the opinion of the mother towards the structure, process and results of care provided 

before and during pregnancy, measured by the overall result of the views, beliefs, and 

practice of mothers and their correct application of this care (WHO, 2016). 
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Preconception care 

Preconception care (PCC) is the provision of biomedical, behavioral and social health 

interventions to women and couples before conception occurs. It aims at improving their 

health status and reducing behaviors and individual and environmental factors that 

contribute to poor maternal and child health outcomes (WHO, 2013). 

The researcher defines preconception care operationally as the process of counseling with 

healthcare providers before being pregnant in order to be well-prepared for pregnancy and 

childbirth. 

Antenatal care  

 It is the care provided by skilled health-care professionals to pregnant women in order to 

ensure the best health conditions for both the mother and her baby during pregnancy 

(WHO, 2016). 

The researcher defines antenatal care operationally as the care that pregnant women 

receive during pregnancy, which is measured by the number of visits and interventions 

such as BP measurement, hemoglobin, weight, fetal heart, and progress of pregnancy.  

The postnatal period  

 It is defined as the first six weeks after birth. It is critical to the health and survival of the 

mother and her newborn. The most vulnerable time for both is during the hours and days 

after birth. Lack of care in this time period may result in death or disability as well as 

missed opportunities to promote healthy behaviors, affecting women, newborns, and 

children (WHO, 2015). 
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The researcher defines postpartum period operationally as the care provided to the mother 

and her newborn by healthcare providers during the first six weeks after delivery. 

Criteria for measurements of variables 

Weighted percent Interpretation   

20% - 36% Very low 

>36% - 52% Low   

>52% - 68% Moderate  

>68% - 84% Above moderate 

>84% - 100% High   

             Source:  ،ًًٙٛ(2004)ر  

1.8 Context of the Study 

1.8.1 Sociodemographic context 

Palestine occupies an area of 27,000 square kilometers (Km
2
). It is expanding from Ras Al-

Nakoura in the north to Rafah in the south. The Palestinian territories is divided into three 

areas separated geographically; the West Bank (WB) 5.655 Km
2
, GS 365 Km

2
 and East 

Jerusalem. GS is a narrow zone of land surrounded by Egypt from the south, the 

Mediterranean Sea from the west, and by the occupied territories in 1948 from the east and 

north. More than two-thirds of the total populations in GS are refugees. GS consists of five 

provinces: North of Gaza, Gaza, Mid-zone, Khanyounis, and Rafah (Palestinian Central 

Bureau of Statistics - PCBS, 2018). 

Based on reports of the PCBS, in July 2019, the estimated total Palestinian population is 13 

million, of them about 5 million live in Palestine (2.53 million males and 2.45 million 

females), of them 3,008 in WB and over 2 million in GS with male to female ration 103.4 : 

100. The population density (capita/km
2
) is 778 in Palestine (506 in WB and 4,986 in GS) 

(PCBS, 2019). Natural increase rate accounts for 2.8 (2.5 in WB and 3.3 in GS), life 

expectancy for males 72.1 years and for females 75.2 years, average household size 5.0 
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(4.6 in WB and 5.5 in GS) (PCBS, 2018). Crude birth rate is estimated at 30.2 live 

birth/1000 population (27.7 in WB and 33.9 in GS), while crude death rate estimated at 3.7 

death/1000 population (3.9 in WB and 3.5 in GS). In addition, fertility rate estimated at 4.4 

baby/woman (4.3 in WB and 4.5 in GS) (PCBS, 2019). 

1.8.2 Economic context 

The Palestinian economy is under high pressure to create decent and productive jobs, 

reduce poverty and provide economic security on an equal basis for all social groups in a 

rapidly growing and urbanizing population. Economic status in the Palestinian territories is 

very low. Gross domestic product is estimated about 9.3%, and the workforce participation 

43.6, unemployment is very high and reached a rate of 26.9% for males (15.5% in WB and 

34.4% in GS) and for females 44.7% (29.8% in WB and 65.2% in GS) (PCBS, 2018). Due 

to blockade of the strip, a significant increase in poverty rates occurred in GS from 38.8% 

in 2011 to 53% by the end of 2017 (United Nations Office for the Coordination of 

Humanitarian Affairs – UNOCHA, 2018). 

1.8.3 Palestinian health care system 

The Palestinian health care system consists of five major providers: MoH which is the 

main health service provider, United Nation Relief and Work Agency for the Refugees of 

Palestine (UNRWA), Non-governmental organizations (NGOs), military medical services, 

and for-profit private sector. MoH is operating 27 hospitals (14 in WB and 13 in GS) and 

743 PHC facilities (583 in WB and 160 in GS). Another main component UNRWA is 

operating 65 PHC facilities (MoH, 2018). 

1.8.4 Primary Health Care Centers 

The primary health care services in Palestine has an important and distinctive role in public 

health. The network of PHCCs spread in all the governorates, expanded from 454 centers 
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in 1994 to 732 centers in 2018. The number of PHCCs in the GS is 158 centers, MoH 

controls 54 of them and 22 centers are controlled by UNRWA (MoH, 2018).  

1.8.5 Mother and child health (MCH) services 

In 2018, the number of new pregnant women returning to PHCCs was 56,935 women in 

the GS, of whom 30.3% are registered at MoH centers. Pregnant women under 16 years of 

age accounted for 1.1% of the total pregnant women in GS, and the average antenatal visits 

was 5.9 visit for every pregnant woman (MoH, 2018). 

According to annual health reports of MoH, about  5,278 pregnant women were referred to 

high-risk pregnancy clinics, which accounted for 44.2% of all pregnant women enrolled in 

various maternal and child health clinics at MoH, and for the UNRWA health centers, the 

percentage reached 21% of the total new pregnant women (MoH, 2018). 

The number of women receiving post-natal care reached 52,849 in the governmental 

PHCCs and UNRWA, as well as providing services for child health and vaccinations in 

PHCCs in the GS (MoH, 2018). 
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Chapter Two 

Conceptual Framework and Literature Review 

2.1 Conceptual framework 

 

 

 

 

 

 

 

 

Figure (2.1): Diagram of conceptual framework (self-developed) 

The above diagram represents the conceptual framework of the study. The diagram guides 

the researcher in designing and the implementation of the study and summarizing the study 

variables. 

Independent variable: the independent variable includes demographic and socio-

economic factors. These factors impose their effects on the level of KAP of mothers 

regarding RH. It is assumed that older women, with experience with previous pregnancies 

and deliveries will have higher awareness and understanding of their RH. 

In addition, mothers with higher level of education are supposed to be more 

knowledgeable, and that will be reflected in positive attitudes and practices regarding their 
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RH. Moreover, it is supposed that income affects KAP, and that mothers who have higher 

family income will have higher KAP about RH. 

The mediating variable: The mediating variable includes three factors (knowledge, 

attitudes, practice). These factors shape the status of RH among mothers.  

The researcher assumes that the three factors are inter-related; knowledge is a pre-requisite 

to skills, and to practice healthy behaviors skillfully, the mother needs adequate knowledge 

about RH. In addition, attitude play an important role in directing the practice, as positive 

attitude will energize the mothers towards gaining knowledge and practicing healthy 

behaviors towards their RH. 

Dependent variable: The maternal reproductive health represents the dependent variable. 

As demonstrated in the diagram, the demographic and socioeconomic factors play an 

important role in determining the level of KAP, and having adequate knowledge, 

accompanied by positive attitudes will be reflected in good practices, which in turn will be 

reflected in good maternal RH.  

Therefore, the researcher assumes that having higher levels of KAP will be inflected on the 

desired outcome (maternal reproductive health), and that will be for the benefit of both the 

mother and her baby.  
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2.2 Literature review 

2.2.1 Background  

Islam, which is the principle religion of the majority of the Palestinians, has influenced its 

people socially and traditionally and shaped their practices. According to Islamic rules, 

people should engage in sexual activity only within marriage; any sexual practice outside 

this legal framework is not allowed, is considered to be adultery and will be penalized, 

which plays a role in shaping some sexual behaviour (El-Kak, 2013). 

Women's health has gone through a major transition in the past decades. It is now time to 

rethink how maternal health (MH) is defined in order to encompass challenges to the 

health of all women, as well as their transformative potential as productive members of 

society (Langer et al., 2015). MH care includes both family planning care, pre-conception 

and postnatal care. It also provides education opportunities for health promotion. In 

addition, medical interventions and health education for mothers at all stages of 

childbearing, aiming to reduce the risk factors affecting future pregnancies (WHO, 2010).  

Women's ability to access and use MCH services is extremely important as they are 

strongly influenced by the values and opinions of husbands and mothers in law, midwives 

and other family and community members. When mothers lack autonomy to make 

decisions through complex processes and various factors, such as gender inequality and 

economic marginalization, this leads to a deterioration of MH and some misconduct that 

leads to increased morbidity and risk to the MH (Ganle et al., 2015). 

Promoting MH reduces mothers' exposure to risk and mortality through the use and 

understanding of family planning, especially with regard to contraceptive methods, societal 

norms related to women's fertility, reproduction, standards of family size and model family 
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composition, as well as appropriate timing of pregnancy according to the desire of the 

couple and the ability of mothers to conceive and give birth (Spagnoletti et al., 2018).  

Women are exposed to many risk factors during pregnancy. These factors can lead to 

death, and are caused by several causes related to birth, ranging from severe bleeding to 

obstructed labor. To overcome these problems, access to health facilities and appropriate 

effective interventions should be taken (UNFPA, 2018). In addition, women and mothers 

can be empowered by increasing awareness and understanding of their health while 

practicing RH through follow-up in PHCCs with doctors and midwives to ascertain their 

health and their fetal health. Furthermore, increase visits to PHCCs will lead to increase 

awareness, knowledge and practice related to maternal RH (Timmermans et al., 2012).  

2.2.2 Preconception care   

Preconception counseling is an important aspect of the care of reproductive-aged women 

(Arluck and Mayhew, 2018). There are many voices that highlight the necessity of 

preconception care (PCC) as a preventive approach to achieve safe pregnancy in order to 

enhance the health of mothers and infants. Also, it is important to obtain PCC for the 

couple because awareness and knowledge of the couple about their health are important 

factors for behavioral changes of care before pregnancy (WHO, 2012). PCC can increase 

the health and well-being of women and couples and improve pregnancy outcomes and the 

health of the baby. However, there is no global consensus on the place of PCC as part of a 

comprehensive strategy to prevent maternal and child mortality and morbidity. Moreover, 

there should be a set of promotional, preventive and curative interventions that can be 

provided in the context of PCC, and the possibility of providing these interventions 

through existing public health programs in low- and middle-income countries (WHO, 

2012). 
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The main components of PCC are classified under four categories of interventions: 

maternal assessment (e.g. family history, behaviors, obstetric history, general physical 

exam), vaccinations (e.g. rubella, varicella, and hepatitis B), screening (e.g. Human 

Immune Virus, Sexual Transmitted Disease, genetic disorders), and counseling (e.g. folic 

acid consumption, smoking and alcohol cessation, weight management) (Atrash et al., 

2006).   

Knowledge about RH, obstetric danger signs, and birth preparedness among women 

attending PCC sessions enhance the impact of basic knowledge of risk signs on prenatal 

practices (Kabakyenga et al., 2011). Participation of parents during the perinatal period is 

an important strategy for improving maternal health. The effectiveness of the prenatal 

health intervention program on awareness, attitudes and practice by investigating parents 

about participation in perinatal care are required (Firouzan et al., 2018). 

A descriptive study carried out in Iraq consisted of 150 married women who had at least 

one pregnancy, aimed to assess KAP of married women about PCC. The study found that 

there was an association between the level of knowledge and practice. The results revealed 

that the highest percentage (76.7%) of mothers had fair knowledge. The majority of the 

study sample (68%) did not seek PCC. Regarding attitude, 84.7% of the women had good 

attitude about PCC (Ahmed and Jamil, 2017). 

The main goal of PCC is to provide health promotion, screening, and interventions for 

women of reproductive age to reduce risk factors that might affect future pregnancies 

(Johnson et al., 2006). Furthermore, the correct date of pregnancy is important to prevent 

unnecessary events and allow accurate treatment of preterm labor, so folic acid 

supplementation is recommended for all women as soon as possible and preferably before 

pregnancy to reduce neural tube defects. As well as detection and treatment of iron-



18 

deficiency anemia can reduce of the risks of preterm labor, late intrauterine growth and 

perinatal depression (Akkerman et al., 2012; Barua et al., 2014).  

Pregnancy and childbearing at younger age less than 19 years old and older age more than 

45 years old, entails health problems for the mother and her baby, and that raise the need to 

provide PCC as part of RH services. A cross-sectional study carried out by Kasim et al. 

(2016) aimed to determine the level of KAP regarding PCC among women attending ANC 

appointments. A self-administered questionnaire was administered to 135 respondents 

from 18 to 45 years of age. The results showed that 98.5% of the respondents had good 

attitudes, 45.2% had good practices, and 51.9% had good knowledge of PCC. The study 

concluded that the women have fair knowledge, good attitude towards PCC, and poor PCC 

practices. Moreover, a cross-sectional, hospital-based study carried out in Sudan by Ahmed 

et al. (2015) aimed to examine KAP of PCC among Sudanese women with rheumatic heart 

disease in reproductive age. The sample of the study consisted of 100 women. Women 

awareness regarding PCC was seen in only 11% of the women interviewed, nearly one 

third had positive attitudes towards PCC, and the majority of the women either partial 

know or have no knowledge about the impact of pregnancy on their disease and almost 

half of the women (49%) intended to seek PCC next time. The study concluded that PCC 

and the availability of well-designed multidisciplinary care are still poor and challenge in 

Sudan, but despite having poor knowledge, compliance for seeking PCC is high among 

Sudanese women. 

PCC is pivotal to improve pregnancy and birth outcome. It is vital for the future health of 

mother, her child and her family. A cross-sectional study carried out in Ethiopia by Kassa 

and Yohannes (2018) aimed to assess knowledge of PCC and associated factors in post-

natal women at public health institution in South Ethiopia. The study included 580 women 

who gave birth in public health institutions. The results showed that 20% of the women 

https://www.ncbi.nlm.nih.gov/pubmed/?term=Yohannes%20Z%5BAuthor%5D&cauthor=true&cauthor_uid=30486891
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never attended formal education, 56% attended primary education, and 64.7% of 

participants were urban residents. The results also showed that 20% of postnatal women at 

public health institution had a good level of knowledge on PCC. Women who have 

secondary and above education level, urban residence, and have at least one ANC contact 

had significantly higher level of knowledge on PCC. The finding also showed that having 

at least one ANC contact, urban residence and having secondary and above education are 

predictors of knowledge on PCC. The study raised the need to work towards improving the 

knowledge of mothers towards preconception care as well as routine provision of 

preconception care in the health care system.    

In GS, PCC is provided at UNRWA health centers aiming to improve women’s health and 

pregnancy outcomes, as the couple receives advice when they plan pregnancy and advice is 

provided using modern family planning methods to avoid frequent, early or late pregnancy 

(UNRWA, 2018). Preventing the occurrence of problems to mothers and babies depend on 

an operational continuum of care with accessible, high-quality care before and during 

pregnancy, childbirth, and the postnatal period. It also depends on the support available to 

help pregnant women reach services, particularly when complications occur (WHO, 2016).  

2.2.3 Antenatal care  

Antenatal care is seen as a strategy to improve pregnancy outcomes. ANC can be defined 

as the care that skilled healthcare professionals provide to pregnant women in order to 

ensure the best health conditions for both the mother and her baby during pregnancy. ANC 

components includes risk identification, prevention and management of pregnancy-related 

or concurrent diseases, health education and health promotion (WHO, 2016). 

Pregnancy is one of the most important periods in a woman’s life, family, and society, and 

women need full and comprehensive care during pregnancy and childbirth. ANC is a 
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special care for women during pregnancy provided through public health services aiming 

to prevent health problems for both the mother and her fetus, and ensure that it is healthy 

newborn baby (Gebremeskel et al., 2015). 

The WHO issued a new series of recommendations to improve the quality of ANC to 

reduce the risks of stillbirths and complications of pregnancy and give women a positive 

experience in pregnancy. By focusing on a positive pregnancy experience, these new 

guidelines seek to ensure not only a healthy pregnancy for the mother and child, but also 

an effective transition to positive birth, childbirth and ultimately to a positive maternity 

experience (WHO, 2016). 

Health education for women during the prenatal period is of great importance to mothers, 

where advice, education, reassurance, support, and treatment of simple pregnancy 

problems are provided, and effective examination is provided during pregnancy and the 

detection of practices carried out by women during pregnancy, through educational 

activities to ensure high quality and customer satisfaction (Al-Ateeq and Al-Rusaiess, 

2015). Moreover, the WHO called for improving the capabilities of ANC interventions 

(WHO, 2005). According to the UNFPA (2017), every two minutes a woman dies due to 

pregnancy and childbirth, and 20 to 30 other women suffer from serious complications or 

long-term consequences, and most of these deaths and injuries are caused by lack of 

information on RH for women. Therefore, we can reduce the risks to mothers through 

increasing maternal knowledge and health skills.  

The WHO also recommended that pregnant women in developing countries receive ANC 

services during the first three months of pregnancy and special programs for maternal care 

during pregnancy were formed. The ANC program was designed in Aruba in the first 

decades of the twentieth century, and was first directed to women in difficult living and 
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social conditions, aiming to improve maternal outcomes and prenatal care. ANC started in 

the twentieth century as a strategy to prevent and ensure early treatment of pregnancy 

complications through systematic divisions, by educating women on positive behaviors, 

assessing gestational age, examining fetal development and early detection of maternal and 

child abnormalities (Al-Ateeq and Al-Rusaiess, 2015).  

ANC increases a woman's knowledge of health by improving her ability to receive prenatal 

care. It has been reported that, women's participation in ANC in low-income countries can 

improve health literacy and understanding of RH content (Lori et al., 2017). Moreover, 

attending group education plays an important role in understanding when care is available, 

preparing for childbirth, awareness of suspected complications, and intent to use modern 

methods of family planning after childbirth. ANC provides an opportunity to increase the 

quality of care and improve maternal and newborn outcomes. ANC has the potential to 

increase healthy behaviors, enhance respectable maternity care and stimulate demand for 

services. In addition, ANC improves woman's health knowledge about how to prevent 

complications during pregnancy and birth, prepare for childbirth, and care for the newborn 

(Lori et al., 2017). 

Kazemi and Hajian (2018) conducted a study on pregnant women found that adopting 

healthy behaviors led to improving health and pregnancy outcomes, as well as improving 

the quality of life for both mothers and children. ANC is important for improving maternal 

health and reducing exposure to complications of pregnancy and childbirth that threaten a 

woman's life (Agus and Horiuchi, 2012). Women who abstain from ANC are more likely 

to experience physical problems during pregnancy (Musa et al., 2019). Poor care is often 

exacerbated by lack of basic equipment and low performance of health care providers. Satti 

et al., (2012) reported that more than half of maternal deaths could be avoided by 

appropriate ANC in which the health care professionals provide correct maternal care, 



22 

training and supervision of prenatal care. Providing ANC is a great opportunity to inform 

and educate pregnant women on important health issues including health promotion, 

screening and diagnosis (WHO, 2017). Moreover, ANC was considered as an important 

platform for communicating with, and supporting women, families, and societies at a 

critical time in a woman's life (Rurangirwa et al., 2018). 

Furthermore, the increased utilization of ANC services by women increases the chances of 

better management and pregnancy outcomes, and reduces the more common complications 

(such as infection, high blood pressure disorders caused by pregnancy and severe bleeding) 

associated with maternal morbidity and mortality in low-income countries. Therefore, 

ANC is an essential component of the matrix of preparation for childbirth and preparation 

for complications that include all responsibilities, procedures, practices and skills 

necessary to ensure the safety and well-being of pregnant women and fetus throughout 

pregnancy, childbirth, and the postpartum period (Rurangirwa et al., 2018). 

A study carried out by Rosario et al. (2019) aimed to identify demographic and social 

factors influencing ANC and health facility delivery among women in Angola, and to 

understand their impact on birth outcomes. The results showed that 98.5% of pregnancy 

outcomes resulted in live births, 96.8% attended ANC, and 82.5% had four or more visits. 

ANC attendance was a determinant of birth outcomes (stillbirth). Older women, with lower 

education, living at a greater distance of a health facility and in rural areas, were less likely 

to use MHC. Having had previous pregnancies resulting in live births, also decreased the 

likelihood of health care utilization by pregnant women. A cross-sectional study conducted 

in Libya by Ibrahim et al. (2014) aimed to assess the KAP of pregnant women toward 

ANC in PHCCs in Libya. The sample of the study consisted of 300 pregnant women. The 

results showed that the highest percentage (85.3%) of pregnant women had a high 

knowledge score regarding ANC, and 96.0% of them showed a positive attitude; the 
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highest percentage (76.4%) of pregnant women also had good practice scores. The level of 

overall knowledge had a significant direct correlation with the practices towards ANC, 

whereas it had an insignificant correlation with the attitude.  

Lilungulu et al. (2016) carried out a cross-sectional community based descriptive study, 

aimed to assess KAP towards women seeking ANC from their previous pregnancy in 

Tanzania. The study sample included 500 women. The results showed that 59.8% of study 

participants were from the age group of 19 to 25 years, 95.4% had primary education, and 

68.2% were housewives. In addition, 20.2% of respondents have more than three children 

and categorized as multipara, 20.8% had history of home delivery, and 51.4% had hospital 

delivery and 23.4% had delivery at a health center. Regarding of the reproduction history, 

15.6% had experienced episode of eclampsia, 47% had a history of perineal tear, 0.2% had 

history of one stillbirth before, while 37.2% of the respondents had history of postpartum 

hemorrhage. Only 12.4% of the women reported that they came for antenatal visit during 

the first trimester and others had the late visit, and 12.0% of women had one visit of 

antenatal clinic, 54.0% had two visits, 18.6% had three visits, and 12.4% had four visits. 

The study concluded that, ANC services, awareness and the use of supplements therapy are 

promising in the pregnant women. To achieve maximum ANC services and practices 

among pregnant women with high and low risk groups, there is a need to integrate public 

and private sector concerning ANC services in order to improve their maternal health and 

eventually improve the health status of newborn child. 

ANC is the clinical assessment of the mother and her fetus, during the period of pregnancy 

used for getting the best possible result for the mother and child. Early observation and 

ongoing care during pregnancy provided more favorable births compared to no prenatal 

observation. It is a key entry point for pregnant women to receive multiple range of health 

services such as nutritional maintenance, prevention or treatment of anemia, prevention, 
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detection and treatment of some disease such as malaria, tuberculosis, and STIs (Berhe et 

al., 2014). 

A quantitative, cross-sectional study carried out in Pakistan by Akhtar et al. (2018) aimed 

to assess the KAP of pregnant women regarding ANC in the community of Hussain Abad 

Lahore. The sample of the study consisted of 133 pregnant women aged between 20 – 45 

years old. The results showed that 21.4% of participants agreed that they have seek ANC 

regularly during pregnancy, while 71.1% of participants disagreed. In addition, 83.1% of 

participants believe that ANC is worthy to monitor the well-being of the mother and her 

fetus. The results also showed that 64.7% of pregnant women expressed knowledge about 

ANC 69.6% expressed positive attitude, and 61% of participants have positive practices 

towards ANC. There was significant association between qualification and knowledge, 

attitudes, and practices about ANC.  

Moreover, a hospital-based, descriptive, case control study carried out in India by Ahirwar 

(2018) aimed to assess the knowledge of ANC among pregnant women attending 

outpatient clinic, and to measure correlation between knowledge and ANC. The sample of 

the study consisted of 600 pregnant women. The results showed that 58.7% of study 

participants were in 20-25 age group and 72.4% were urban. The results also showed that 

86.16% of participants had correct knowledge that a pregnant woman should visit a doctor 

after first missed period, 72.66% of participants had correct knowledge that fetal 

movement is first felt between 4
th
 and 5

th
 month of pregnancy, and 62.65% of participants 

had correct knowledge that fetal wellbeing is known by regular antenatal checkup. In 

addition, 64.18% of participants had knowledge about warning signs during pregnancy and 

92.5% knew that they should report to a doctor in case of vaginal bleeding during 

pregnancy. The results indicated that 78.33% of participants had knowledge regarding 

essential examinations during ANC, 97.50% of study participants had correct knowledge 
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regarding tetanus immunization. Moreover, 82.5% had correct knowledge that adequate 

diet during pregnancy is essential for growth and development of fetus, 93.33% had 

knowledge that extra iron is needed during pregnancy to prevent anemia, while only 

50.66% of participants had knowledge that folic acid is needed during pregnancy to 

prevent anemia and birth deformities. The results also indicated significant association 

between place of residency and booking status as 71.26 % of urban participants were 

booked for ANC visits compared to 60.6% of rural participants. There was also significant 

association between booking status and education as graduate and postgraduate 

participants were 100% booked and 50.8% of illiterate participants were booked, and those 

educated up to primary school among them 60.4% were booked but 39.6% were unbooked. 

Also, there was significant association between the knowledge about fetal wellbeing, 

tetanus toxoid immunization, need for adequate diet, and necessity of folic acid during 

pregnancy with booking status of participants. The results also reflected that 78.33% of 

participants had positive attitude towards ANC and early registration. Concerning practice, 

70.4% of participants took adequate ANC, 93.33% took iron and folic acid tablets.  

 Poor dietary practice and low adherence to iron tablets among pregnant women are major 

contributors for high burden of anemia. Thus, the level of maternal awareness and attitude 

towards dietary and other prevention practices of anemia are of great importance especially 

for pregnant women. In this regard, Oumer and Hussein (2019) carried out a cross-

sectional study to assess the KAP of pregnant mother towards the prevention of iron 

deficiency anemia (IDA) in Ethiopia. The sample of the study consisted of 128 mothers 

with mean age 26.3 years. The results showed that 50.8% of pregnant women married at 

age between 16-20 years, 50.8% gave their first birth at age of 18-22 years, and 80.5% of 

the respondents did not suffer from health-related problem during the first birth. The 

results also showed that 88.3% of respondents have ever heard about IDA, 31.3% of 
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respondents correctly defined the main cause of anemia as iron deficiency, while 14.1% of 

respondents identified some common symptoms of IDA namely general body weakness, 

dizziness or fainting, poor appetite and shortness of breathing as main sign and symptom 

of anemia. On knowledge related to prevention of anemia, 58.6% of respondents knew 

how anemia can be prevented, 31.3% of respondents knew that anemia can be prevented 

by healthy and balanced nutrition. Generally, 61% of respondents had a good knowledge 

on prevention methods of IDA, while 39% of respondents had low knowledge score 

towards prevention of IDA. Overall, 61% of respondents had a good knowledge on 

prevention methods of IDA, 52.3% had favorable attitude towards prevention of IDA, 

while 58.6% had poor adherence to prevention practice of IDA.  

Education during pregnancy is an essential component of ANC that prepares and facilitates 

the women's skills and confidence required for positive experiences throughout pregnancy, 

birth and the postnatal period. In this regard, Aji et al. (2019) carried out a cross-sectional 

study to evaluate pregnant women's experiences of education during the antenatal period in 

Ethiopia. The sample of the study consisted of 110 pregnant women attending two major 

MCH clinics in Darussalam. The results showed that the majority of participants possess 

good health knowledge and live a healthy lifestyle. They have a positive perception about 

their babies and postnatal care. However, participants possess average knowledge about 

practical health techniques. In addition, the majority of women were satisfied with the 

antenatal education provided in the MCH clinics. Breastfeeding, which required both 

practical knowledge and skills, was the most interesting antenatal education topic.  

In Palestine, MoH has set its policy, strategy and work plan to enhance and maintain high-

quality health services. To achieve that, an approach must be adopted that includes raising 

the level of health facilities, including enhancing the competencies and skills of workers 

and providing the needed equipment. In GS, ANC is provided to pregnant women through 
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48 maternal health clinics, of them, 26 governmental clinics and 22 UNRWA clinics. The 

average number of ANC visits estimated at 5.9 visits per pregnant woman at governmental 

PHCCs, and 7.3 visits per every pregnant woman at UNRWA clinics (MOH, 2018). 

2.2.4 Postpartum care  

The postpartum period (PP) is an important and dangerous time for both the mother and 

the baby because this period is one of the most important stages that need serious care for 

mothers, and it is a critical stage in the lives of mothers and newborn babies as most 

maternal deaths occur after birth (WHO, 2014). The most vulnerable time is the first hours 

and days after birth, therefore lack of care during this period may lead to death or disability 

as well as loss of opportunities to promote healthy behaviors and affect women and 

newborns (Warren et al., 2006). 

According to WHO (2016), postpartum care (PPC) is defined as the care given to the 

mother and her newborn immediately after the birth of the placenta and continue for the 

next six weeks after birth. The majority of maternal and newborn deaths occur during 

childbirth and PP. Improving maternal and newborn health through appropriate PPC 

services is the best way to reduce maternal and neonatal mortality. Utilization of PPC is 

affected by several factors. In this regard, a study carried out by Wudinehet et al. (2018) 

showed that maternal education, monthly income, pregnancy outcomes, and the place of 

birth were closely related to the use of PPC services. To enhance access to the PPC 

services and reduce maternal and neonatal mortality, women must receive appropriate 

education. Moreover, all pregnant women must give birth in health facilities. In addition, 

Workineh and Hailu (2014) reported that PPC is important, as this care prevents and 

reduces maternal and child morbidity and mortality, and despite its importance, this period 

is more neglected in developing countries. Accordingly, the WHO recommendation 
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emphasized that mothers and newborns should receive PPC during the first 24 hours after 

birth and at least three additional visits of PPC. The care should last for 6 weeks after birth 

in which mothers are taken care of and receiving health care advice (WHO, 2015). 

Moreover, the WHO has updated the global guidelines on PPC for mothers and newborn 

babies through the technical consultation process. Also WHO presented several 

recommendations that highlight changes and best recommended practices that aim to assist 

policy makers, program managers, educators and health care providers, and participants in 

PPC, may all help in ending preventable death, improving health outcomes, strengthening 

health and community systems, addressing gender and equity issues, and emphasizing 

maternity care for women in order to improve the quality of PPC (WHO, 2014).  

Several factors expose mothers to death after childbirth. Poor monitoring and follow up put 

the mother’s life at risk, including preterm birth, asphyxia and severe infections. These 

factors contribute to two-thirds of neonatal deaths if no skilled health care provider attends 

them. Therefore, appropriate PPC is extremely important especially in the first hours and 

days after birth, as it prevents the vast majority of maternal and child mortality (Workineh 

and Hailu, 2014).  

Breastfeeding has several benefits for both the infants and mothers. However, despite 

strong evidences in support of breastfeeding, its prevalence has remained low worldwide. 

In this regard, a cross-sectional, descriptive study was carried out in India aimed to assess 

the knowledge and attitude towards breastfeeding and infant feeding practices among 

Indian postnatal mothers. The results showed that 88.5% of the mothers were breast 

feeders. However, 27% of the mothers were exclusive breast feeders and only 36.9% 

initiated breastfeeding within an hour after delivery. The mothers expressed good 

knowledge and neutral attitudes toward breastfeeding. Mothers who were currently 
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breastfeeding had more positive attitudes than non-breastfeed mothers. The results also 

showed that the level of practicing exclusive breastfeeding was low (Vijayalakshmi et al., 

2015). Another cross-sectional study carried out in China to examine the mothers' 

knowledge and attitudes toward breastfeeding and highlight barriers to exclusive 

breastfeeding in Chinese postpartum mothers. The study included 324 postnatal mothers. 

The results showed that most of the mothers showed neutral knowledge and neutral 

attitude on breastfeeding. The results also showed that mothers who had poor knowledge 

were less likely to initiate breastfeeding within an hour after birth (Hamze et al., 2019). 

Similar results obtained in a study carried out in Japan, which reflected that overall 

knowledge and attitudes towards breastfeeding were neutral and more positive towards the 

use of infant formula (Inoue et al., 2013). Another cross-sectional study conducted in 

United Arab Emirates aimed to assess breastfeeding knowledge, attitudes, and practices 

among women residing in Abu Dhabi, and identify associated factors. The sample of the 

study consisted of 344 women. The results showed that exclusive breastfeeding for 6 

months was reported by only 16.9% of study participants, 28.7% of the participants were 

breastfeeding and planning to continue after the child was ≥24 months. Factors associated 

with exclusive breastfeeding included mothers with female children and better 

breastfeeding knowledge scores. Factors associated with less likelihood of exclusively 

breastfeeding included working mothers, living with relatives, no past exclusive 

breastfeeding experience, and offering readymade liquid formula in the hospital. The most 

common reason for stopping breastfeeding was insufficient breast milk production, and the 

most common work-related reason was inadequate maternity leave. 

A descriptive, cross-section study carried out carried out by Abota and Atenafu (2018) 

aimed to assess PPC services utilization and its associated factors among married women 

in Ethiopia. The study included 765 women. The results showed that 51.24% of married 

http://europepmc.org/search?query=AUTH:%22Poreddi%20Vijayalakshmi%22


30 

women attended PPC. Out of them 77.8% attended PPC mainly to immunize their baby. 

The results also showed that 86.3% of respondents mentioned lack of information as a 

main reason for not following PPC, and the majority mentioned that they were appointed 

to come after 45 days for FP. In comparison with housewives, farmer women were less 

likely to attend for PPC. Also, married women who followed ANC were more likely to 

attend PPC in comparison with those who did not attend ANC at all. Another study carried 

out by Yadav et al., (2016) to determine the KAP of mothers regarding care of the newborn 

after delivery at a tertiary teaching hospital in Nepal. The study included 65 mothers. The 

results showed that age of mothers ranged from 16 to 40 years, 63% were primiparous and 

18.4% were illiterate. The results also showed that 95% of mothers knew about 

immunization, but few mothers had acquired knowledge regarding cord care, signs of 

illness in newborn and newborn feeding during antenatal checkups. Maternal knowledge 

about newborn danger signs was low. Breastfeeding practice was not satisfactory, and 

maternal knowledge on newborn hygiene care was unsatisfactory.  

In Jordan, a qualitative study included 13 postpartum mothers conducted to explore and 

analyze the postnatal cultural health beliefs, knowledge and practices of rural Jordanian 

mothers. The results showed that rural Jordanian mothers depended on the cultural health 

beliefs and knowledge to perform the PPC practices. Thus, the rural Jordanian mothers are 

in need of supportive health educational services to increase their level of health 

knowledge and enhance the recommended health practices (Abuidhail, 2014). 

The education of women is extremely important. Feroz et al., (2017) reported that low 

education of women would have negative effects on maternal health. In Palestine, the MoH 

carries out educational programs for mothers after birth, either in hospitals or PHCCs or 

through home visits. The MoH, in cooperation with United Nations International 

Children's Emergency Fund (UNICEF), implemented home visits programs after childbirth 
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that target women who are registered with high risk pregnancy, who had complications 

during pregnancy or after childbirth, or who have medical problems (MoH, 2018). 

In GS, PPC services are provided by MoH and UNRWA health centers, aiming to reduce 

morbidity and maternal and neonatal deaths.  The number of women receiving PPC service 

reached 52,849, of them 25.6% receive services through MoH PHCCs. PPC services 

include performing a comprehensive medical examination for the mother and the newborn, 

and providing advice on family planning (FP), breastfeeding and newborn care (MoH, 

2018). 

2.2.5 Family planning 

Family planning (FP) services are defined as comprehensive educational, medical or social 

activities that allow the identification of individuals, the number, and spacing of their 

children (Lassi et al., 2014). FP is a plan to determine when having children and using 

birth control to delay pregnancy, including other techniques to implement these plans. 

Dean et al. (2014) in their study, recommended that education and awareness of women 

would increase their interest in RH, spacing between pregnancies (from 18 to 24 months), 

and that will reduce MM, preterm deliveries, stillbirths, low birth weight and early 

neonatal deaths, and promoting FP is closely linked to reliable and effective contraceptive 

methods.  

Although there is a great variation in women's reproductive pathways, the majority have a 

limited understanding of FP, especially regarding contraceptives. Also, societal norms 

regarding women's fertility and reproduction support the women's desire to become 

pregnant soon after marriage. Moreover, the process of obtaining and using health care 

services about FP is strongly influenced by the values and opinions of husbands and 

mothers in law. In addition, health care services can be undermined by women's lack of 
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independence in decision-making due to the complex processes of gender inequality, 

economic marginalization, and social power (Ganle, 2015). 

In GS, FP services are provided mainly at MoH PHCCs and UNRWA health centers. (17 

MoH and 22 UNRWA), and the number of new beneficiaries of FP services in the GS 

reached 18,188 women (5,715 at MoH and 12,473 at UNRWA (MoH, 2018). 

2.2.6 The role of nurses and midwives in maternal health care 

Nurses and midwives play an important role in any health system, and in the scope of 

practice and working conditions. Nursing care includes self and cooperative care for 

individuals of all ages, families, groups and societies, patients and healthy people in all 

circumstances and conditions. The main roles also include defending patients, promoting a 

safe environment, conducting research, participating in the formulation of health policies, 

management of patient care and health systems, and education of others (Crisp et al., 

2018). 

In maternal health care settings, midwives focus on the individualized care approach and 

play a major role during the care of women during pregnancy, childbirth and postpartum, 

(WHO, 2005). 

Midwives are an important key to achieving reduction of maternal and neonatal mortality 

and morbidity. With more educated, competent midwives working in MH settings, a huge 

difference can be made in the lives of mothers, and children. It is essential that midwives 

receive proper training and support to enable more cost-effective and better-quality 

maternal healthcare. The multi-faceted roles of the midwife include caring for women, 

treating complications, providing newborn care, providing PPC advice and health 

education, recognizing and addressing problems in women and newborns before, during 

and after childbirth. In addition, midwives offer general health information, including RH 
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care, assisting mothers to breastfeed successfully, referring mothers and newborns for 

higher-level care when complications arise during and after pregnancy and childbirth. 

Moreover, midwives provide additional health services in communities such as 

immunizations and treatment of common illnesses (Tabish, 2012). In addition, midwives 

are in a unique position to provide nutrition advice to pregnant women due to their usual 

contact with the women via antenatal appointments. Moreover, health promotion and 

education are considered among the most important activities that midwives perform with 

pregnant women as advocates for health and wellbeing (Arrish et al., 2017). However, 

studies in the United Kingdom (Lee et al., 2012) and Sweden (Wennberg et al., 2014) 

reported that midwives struggle to provide dietary advice, especially in the context of 

health promotion. 

2.2.7 Knowledge, attitudes, and practices related to reproductive health 

In the new era of globalization, adolescents are exposed to unlimited information from 

numerous resources. Television, movies, magazines, and internet play a vital role in 

providing information on every topic, particularly RH. However, in many instances, the 

information provided is not accurate or culturally competent (Alquaiz et al., 2012).  

In most of the Middle East and North Africa countries, sexual and RH is socially and 

culturally sensitive issue. As a result, RH information and services do not reach the 

majority of adolescents and adults, leading to misconceptions, confusion, and lack of 

awareness among this vulnerable group (Gaferi et al., 2018). In addition, RH is a crucial 

aspect of general health, and it is a reflection of health during adolescence and adulthood. 

The period of adolescence in females is a period of physical and psychological preparation 

for safe motherhood. As direct reproducers, adolescent girls’ health influences not only 

their own health but also the health of the future generation (Gaferi et al., 2018). Therefore, 
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accurate and adequate RH knowledge at early age is crucial for proper practices and 

behavior regarding RH for the future mothers (Aktar et al., 2014). 

A cross-sectional study carried out by Yameen (2005), aimed at evaluating the effect of 

health promotion education program on RH knowledge, attitudes and practices among 

reproductive age women in rural Palestinian community in GS and northern and southern 

regions of the WB. The study was conducted at two phases. The first phase was carried out 

prior to the intervention of the health promotion educational program and the second was 

carried out after the intervention program. Data was collected through personal interview 

with the targeted groups and included 1,347 women (743 first phase and 604-second 

phase). The results of the study indicated high percentage of early marriage in the rural 

areas as mean age at marriage was 18.8 years. The results also showed a very low level of 

education as 93% of the study participants in both phases did not exceed the secondary 

stage of education. Moreover, the results showed a very low level of knowledge with 

respect to PPC and it seems that the health promotion educational program did not improve 

knowledge in this field. Attitudes were highly positive and improvements in practices were 

also noted with the exception of practices concerning routine checkup of the newborn. Low 

level of knowledge (below 50%) concerning the concept of family planning was observed 

among both groups, and higher levels of positive attitudes with respect to use of family 

planning methods were observed among the first phase group (75.9%) compared to the 

second phase group (72.2%). Low level of improvement was observed in knowledge about 

STIs, low knowledge levels were observed with respect to PPC. The results also indicated 

improvements in practices concerning FP. The study concluded that although some 

improvements were observed in the post intervention phase compared to the pre 

intervention phase of the educational program, the results clearly indicated the need for 

further studies concerning priorities in health education programs. 
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A quantitative comparative study carried out in China by Liu et al. (2014) aimed to assess 

knowledge about RH among women in reproductive age. The results showed that 9.7 to 

35.8% of the study participants had no knowledge of at least one RH skill (RH skills for 

pregnancy tests, contraceptives, the cleaning of genital tracts, maternal nutrition during 

pregnancy, miscarriage prevention, early education about the fetus, and safe sex), and the 

frequency of using FP services was low.  

An institution-based, cross-sectional, quantitative study conducted in Ethiopia by Yemaneh 

et al. (2017) aimed to assess the knowledge, attitude and practice of Mizan-Tepi university 

students towards RH services in Ethiopia. The study included 375 participants. The results 

showed that 20% of study participants were knowledgeable about RH service, 46.6% know 

about component of RH, 12.5% knew about FP and STI, and 92.5% knew about ways of 

pregnancy prevention. Furthermore, the results showed that 42.1% had favorable attitude 

towards RH services, and 35.2% had practices of RH services. The study concluded that 

most of the study participants were not knowledgeable about RH service and had poor 

attitude towards RH. 

A quantitative descriptive, cross-sectional study carried out in Saudi Arabia by Gaferi et al. 

(2018) aimed to assess knowledge, hygiene practices during menses, and attitudes of 

female adolescents in Riyadh female secondary schools regarding RH aspects. The sample 

of the study consisted of 350 secondary school female students. Two tools were used for 

data collection: a self-administered questionnaire and an Attitudinal Assessment Scale. The 

results showed that 66.3% of the participants had inaccurate knowledge regarding RH, 

about 95.4% had correct menstruation hygiene practice. The majority (88.3%) of 

participants had positive attitudes regarding RH. The participants reported that mothers are 

a vital source of information regarding RH. The study concluded that female adolescents 

had unsatisfactory knowledge, inadequate hygiene practices, and positive attitudes toward 
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RH. The study recommended the need to improve adolescents’ knowledge regarding RH 

issues and involve their parents and teachers to provide appropriate education related to 

RH issues.  

Hadzimehmedovic et al. (2017) carried out a prospective study aimed to investigate the 

RH, knowledge and attitudes about contraception, STIs among the youth in Bosnia and 

Herzegovina. The sample of the study consisted of 6000 participants, aged 19 – 24 years. 

The results showed that contraception was used by 67.6% at first intercourse, and by 

70.4% at the last intercourse. The participants had inadequate knowledge (51.6%) about 

contraceptive methods. Up to 51.7% of females had never had a pelvic examination, and 

Pap test was done by 37.2%. The participants obtained information about contraception 

and STIs from peers (50.7%) and parents (9.7%). Only 28% of females had a positive 

attitude towards oral hormonal contraceptives. The study concluded that more efforts 

should be put into the improvement of knowledge on contraception, STIs, and healthcare 

protection. 
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Chapter Three 

Methodology 

This chapter presents issues related methodology procedures used to conduct the study. 

The chapter commences with study design, study population, sample and sampling 

method, study setting, period of the study, and eligibility criteria for selection of study 

participants. Moreover, this chapter presents the instruments of the study, ethical 

consideration and procedures of data collection and data analysis. 

3.1 Study design 

The design of this study is a quantitative, descriptive, cross-sectional. This type of design 

is useful for describing variables of the study as they naturally occur without interference 

from the researcher. Cross sectional studies are generally carried out on a population at a 

point of time or over a short period. Also, it examines the association between variables; 

and characterized as economic, quick and managed easily (Polit and Beck, 2012). 

3.2 Study population  

The target group of this study consisted of women who attended pre-pregnancy, pregnancy 

and postpartum care services in government primary health care centers in all governorates 

of the Gaza Strip.  

3.3 Sample size and sampling process 

The researcher obtained data about the number of women attended the antenatal clinics at 

governmental PHCCs for the last three years as the following: 2016 (9,920 women), 2017 

(11,900 women), and 2018 (12,500 women). The total number was 34,320 divided by 3 to 

get the average number for the three years. The average total number of women was 
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11,440. Using the survey system (to calculate the sample size), the sample was 372 women 

(Annex 2). Therefore, the biggest PHCC that provide antenatal care services in each 

governorate was selected (one from each governorate and 3 from Gaza governorate as 

Gaza governorate is the biggest one with higher population), thus 7 PHCCs were included 

in the study. Equal number of participants from each clinic (53 participants from each 

PHCC). Convenient sample method was used to select participants from the women who 

had at least one delivery and attend RH care services and met inclusion criteria. The 

researcher visited each PHCC three times for selection of participants and filling the 

questionnaires. The participated women were selected from three places: Pre-pregnancy 

services, during pregnancy, and postpartum care.   

Table (3.1): Sample size and distribution according to PHCC 

Governorate Name of PHCC 

Approximate 

No of 

population 

No of 

sample 

North Gaza Jabalia Martyrs PHCC 1640 53 

Gaza  

Al Rimal Martyrs PHCC 1650 54 

Al Daraj PHCC 1630 53 

Al Zytoon PHCC 1630 53 

Middle  Deir Al-Balah Martyrs PHCC 1620 53 

Khanyounis  Khanyounis Martyrs PHCC 1640 53 

Rafah  Rafah Martyrs PHCC 1630 53 

Total  11440 372 
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3.4 Setting of the study 

The study was conducted in seven governmental PHCCs in all governorates of the GS 

(Rafah Martyrs, Khanyounis Martyrs, Deir Al-Balah Martyrs, and from Gaza there are 

three main clinics, Al Rimal Martyrs, Al Daraj, Al Zytoon, and Jabalia Martyrs PHCC) to 

measure the KAP of mothers attending RH clinics before pregnancy, during pregnancy and 

after childbirth. 

3.5 Period of the study 

The study was commenced during the period from August 2019 to March 2020. 

3.6 Eligibility Criteria 

3.6.1 Inclusion criteria  

 Women in the reproductive age group (16 - 49 years). 

 Women who follow up and visit governmental PHCCs in the GS that provide RH 

services (pre-pregnancy, during pregnancy and after delivery).  

 Women who were willing to participate in the study by signing the consent form, 

every woman who is competent and able to talk and communicate to answer the 

questionnaire. 

3.6.2 Exclusion criteria  

 Illiterate women  

3.7 Instrument of the study 

Constructed self-administered questionnaire was used in this study. After reviewing 

previous literature, the researcher developed the questionnaire. The questionnaire was 
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designed to measure the knowledge, attitude and practice of mothers related to their RH in 

three phases (preconception, during pregnancy, and postpartum). (Annex 4, 5) 

Response on items of the questionnaire as a-3 points Likert scale. 

 Strongly disagree (1), agree (2), and strongly agree (3). 

 3.7.1 Questionnaire description 

The first part: Sociodemographic characteristics of study participants. 

The second part: Preconception phase. 

Knowledge: consisted of 10 items. 

Attitudes: consisted of 6 items. 

Practice: consisted of 9 items. 

The third part: During pregnancy. 

Knowledge: consisted of 9 items. 

Attitudes: consisted of 8 items. 

Practice: consisted of 12 items. 

The fourth part: postpartum phase. 

Knowledge: consisted of 9 items. 

Attitudes: consisted of 10 items. 

Practice: consisted of 15 items.  

Measurement criteria 
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3.8 Pilot study 

Pilot study has been conducted on 30 participants in order to test reliability of the 

questionnaire, and to examine the clarity of questionnaire items. Because the questionnaire 

items had good reliability as shown in tables (3.2, 3.3, and 3.4), so no changes were made 

on the items of the questionnaire, and the 30 questionnaires (participants) were included in 

the actual sample of the study. 

3.8.1 Face and content validity  

The researcher distributed the questionnaire to a group of experts (Annex 1) in the field of 

MCH and research methodology in order to evaluate the content of the questionnaire, 

adequacy of the questionnaire items to measure knowledge, attitudes and practices of 

women about RH. Their comments were considered in modifying the items of the 

questionnaire. 

3.8.2 Reliability  

Reliability is concerned with how consistently the measurement technique measures the 

concept of interest, a measure is considered reliable if it gives the same results each time 

the situation is measured (Polit and Beck, 2012). The researcher used Cronbache alpha 

method to examine the reliability of the questionnaire as presented in table (3.2). 

Table (3.2): Reliability of KAP questionnaire (Preconception) 

No. Domain  No. of items Alpha coefficient 

1 Knowledge  10 0.799 

2 Attitude  6 0.826 

3 Practice  9 0.761 

Total score 25 0.878 
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As shown in table (3.2), the value of alpha for all the domains was above 0.70, and the 

total score was 0.878 which means that the questionnaire has good reliability. 

Table (3.3): Reliability of KAP questionnaire (During pregnancy) 

No. Domain  No. of items Alpha coefficient 

1 Knowledge  9 0.832 

2 Attitude  8 0.927 

3 Practice  12 0.721 

Total score 29 0.823 

 

As shown in table (3.3), the value of alpha for all the domains was above 0.70, and the 

total score was 0.823 which means that the questionnaire has good reliability. 

Table (3.4): Reliability of KAP questionnaire (Post-partum) 

No. Domain No. of items Alpha coefficient 

1 Knowledge  9 0.894 

2 Attitude  10 0.916 

3 Practice  15 0.799 

Total score 34 0.884 

 

As shown in table (3.4), the value of alpha for all the domains was above 0.70, and the 

total score was 0.884 which means that the questionnaire has good reliability. 

3.9 Data collection 

The researcher visited the seven PHCCs that included in the study and had a meeting with 

the head nurse and nurses who are working in antenatal and postnatal clinics to inform 

them about the purpose of the research so they can help in facilitating the process of data 

collection.  
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The researcher explained the purpose of the research to eligible participants and gave them 

instructions about the questionnaire before filling the questionnaire in Arabic language so 

they can understand the contents of the questionnaire.  

Each questionnaire has a consent form (annex 4) in the first page that asks the participants 

to participate in the study voluntary. Time allocated for each questionnaire was about 20 

minutes. 

3.10 Data entry and statistical analysis 

The data were analyzed by using the SPSS program version 22 by help of a statistician. 

The phases of data analysis included: coding the questionnaires, data entry, and data 

cleaning. Statistical analysis included descriptive results including frequencies, means, 

percentage, and inferential results including, One-way ANOVA, Mann-Whitney test, and 

(t) test. 

3.11 Ethical consideration  

Before conducting the study, the researcher obtained agreement to carry out the study from 

Al- Quds University. Approval letter was obtained from Helsinki Committee in GS (Annex 

6). Then approval letter was obtained from MOH to conduct this study (Annex 7). In 

addition, consent form (Annex 3) and explanatory form about the study attached to each 

questionnaire including the purpose of the study, confidentiality of information and some 

instructions to fill the questionnaire. 
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Chapter Four 

Results of the Study 

This chapter presents the results and discussion of statistical analysis of data. Description 

of demographic characteristics of participants was illustrated as well as the results of 

different variables were identified as inferential results. The results were discussed in 

relation to available literature and previous studies. 

4.1 Sociodemographic characteristics of study participants 

Table (4.1): Distribution of study participants by age and place of residency  

Variables N Percent 

Age  

16 - 20 years 5.8 15.6 

> 20 – 25 years 127 34.1 

> 25 – 30 years 117 31.5 

> 30 years 70 18.8 

Total  372 100.0 

Mean age = 26.029      SD = 5.274 

Place of residency  

Rafah  53 14.2 

Khanyounis  53 14.2 

Middle  53 14.2 

Gaza  160 43.2 

North  53 14.2 

Total  372 100.0 
*NIS= New Israeli Shekel 

Table (4.1) showed that more than one-third 127 (34.1%) of study participants are from the 

age group > 20 – 25 years and 117 (31.5%) from the age group > 25 – 30 years. Majority 

of study participants are from Gaza governorate accounted for 160 (43%) and from the 

other governorates 53 (14.2%) women participated in the study. 
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Table (4.2): Distribution of study participants by education, work, and income  

Variables N Percent 

Level of education  

Prep school 48 12.9 

Secondary school 193 51.9 

University  131 35.2 

Total  372 100.0 

Work   

Working  13 3.5 

Housewife  359 96.5 

Total  372 100.0 

Monthly income 

≤1000 NIS
*
 265 71.2 

>1000 NIS  107 28.8 

Total  372 100.0 

Mean income = 860.504    

 * NIS= New Israeli Shekel 

Table (4.2) showed that 193 (51.9%) of study participants had secondary school education, 

131 (35.2%) had university education, and 48 (12.9%) had prep school education. In 

addition, the results showed that 359 (96.5%) of the study participants are housewives and 

13 (3.5%) are working, 265 (71.2%) have a monthly income of 1000 NIS and less 107 

(28.8%) have a monthly income more than 1000 NIS. 
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Table (4.3): Distribution of study participants by obstetric and health history  

Variables N  Percent 

Number of 

pregnancies 

Two times 115 30.9 

3 – 5 times 188 50.5 

6 times and more 69 18.6 

Total  372 100.0 

Number of deliveries 

Primiparous  138 37.1 

2 – 4 times 195 52.4 

5 times and more 39 10.5 

Total  372 100.0 

Previous abortions 
Yes  125 33.6 

No  247 66.4 

Total  372 100.0 

 

As shown in table (4.3), 188 (50.5%) of study participants have 3 – 5 pregnancies, 115 

(30.9%) have two pregnancies, 195 (52.4%) had 2 – 4 deliveries and 138 (37.1%) had one 

delivery. In addition, 125 (33.6%) had previous abortions, 9 (2.4%) had chronic disease, of 

them, 5 (55.5%) have asthma, 3 (33.3%) have hypertension, and 1 (11.2%) have Diabetes 

mellitus. 
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4.2 Knowledge, attitudes, and practice about reproductive health 

4.2.1 Preconception phase  

Table (4.4): Knowledge of study participants about preconception care  

Item  
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It is essential for the mother to eat balanced 

meals before pregnancy. 
34.9 55.6 9.4 2.25 0.615 75.0 1 

Consumption of folic acid before pregnancy 

decreases the risk of fetal anomalies. 
36.3 53.2 10.5 2.25 0.634 75.0 1 

Pregnancy is risky if the mother was obese. 16.1 58.3 25.5 1.90 0.639 63.3 3 

Decrease the distance between pregnancies 

cause anemia for the mother. 
18.0 47.3 34.7 1.83 0.707 61.0 4 

Pregnancy is risky if mother’s weight (BMI) is 

low. 
11.0 52.7 36.3 1.74 0.640 58.0 5 

Pregnancy is risky if mother’s age less than 18 

years. 
9.4 51.9 38.7 1.70 0.629 56.6 6 

Pregnancy is risky if mother’s age more than 

35 years. 
9.7 49.7 40.6 1.69 0.638 56.3 7 

Decrease the distance between pregnancies 

leads to postpartum hemorrhage. 
8.6 45.4 46.0 1.62 0.638 54.0 8 

Pregnancy is risky in case of twin's pregnancy. 8.3 42.5 49.2 1.59 0.639 53.0 9 

Decrease the distance between pregnancies 

leads to congenital anomalies. 
7.0 34.1 58.9 1.48 0.624 49.3 10 

Overall average 1.80 0.376 60.0  

BMI= Body Mass Index  

Table (4.4) presented participants’ knowledge about preconception care. The results 

showed that the highest score obtained in women’s knowledge about the necessity of 

eating balanced meals with mean score 2.25 and mean percent 75%, and the knowledge 

that consumption of folic acid before pregnancy decrease the risk of fetal anomalies with 

mean score 2.25 and mean percent 75%. In contrary, the lowest score obtained in the 

knowledge about the risk of twins pregnancy with mean score 1.59 and mean percent 53%, 



48 

followed by the knowledge that decreasing the distance between pregnancies leads to 

congenital anomalies, with mean score 1.48 and mean percent 49.3%. In general, the 

results indicated moderate knowledge about preconception care with mean score 1.80 and 

mean percent 60%. This result raised the need to increase women’s awareness about 

preconception consultation and seeking advice in order to be prepared for the next 

pregnancy and pass the pregnancy period safely.  

Table (4.5): Attitudes of study participants about preconception care  

Item  
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I believe that consultation with the 

preconception clinic is helpful to prepare 

myself for pregnancy physically and 

psychologically. 

30.1 66.1 3.8 2.26 0.519 75.3 1 

I believe that preconception healthcare has 

positive effects on pregnancy and delivery. 
32.3 59.9 7.8 2.24 0.584 74.6 2 

I believe that consultation with the 

preconception clinic decrease the chance of 

complications during pregnancy. 

23.4 68.3 8.3 2.15 0.543 71.6 3 

I believe that it is necessary to do medical 

investigations (such as BP, glucose level) 

before pregnancy. 

24.2 59.4 16.4 2.07 0.633 69.0 4 

I believe that it is necessary to check blood 

group before pregnancy. 
23.7 58.6 17.7 2.05 0.641 68.3 5 

I believe that it is necessary to check 

hemoglobin level before pregnancy. 
23.1 56.7 20.2 2.02 0.658 67.3 6 

Overall average 2.13 0.454 71.0  

 

Table (4.5) presented participants’ attitude towards preconception care. The results showed 

that the highest score obtained in believing that consultation with the preconception clinic 

is helpful to self-prepare for pregnancy physically and psychologically with mean score 

2.26 and mean percent 75.3%, followed by believing that preconception healthcare has 

positive effects on pregnancy and delivery, with mean score 2.24 and mean percent 74.6%. 
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In contrary, the lowest score was in the believe that it is necessary to check blood group 

before pregnancy with mean score 2.05 and mean percent 68.3%, followed by believe that 

it is necessary to check hemoglobin level before pregnancy, with mean score 2.02 and 

mean percent 67.3%. The overall mean attitude was 2.13 and mean percent was 71%, 

which indicated above moderate attitude towards preconception care.      

Table (4.6): Practice of study participants about preconception care  

Item  
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I take balanced meals regularly before getting 

pregnant. 
36.6 41.4 22.0 2.14 0.752 71.3 1 

I take folic acid tablets regularly before getting 

pregnant. 
32.0 29.3 38.7 1.93 0.839 64.3 2 

I visited the preconception clinic before getting 

pregnant. 
18.5 50.8 30.7 1.87 0.691 62.3 3 

I make exercise / sport activities before getting 

pregnant. 
23.4 37.4 39.2 1.84 0.776 61.3 4 

I checked my blood group before getting 

pregnant 
20.7 39.5 39.8 1.80 0.754 60.0 5 

I checked my hemoglobin level before getting 

pregnant. 
17.7 36.3 46.0 1.71 0.747 57.0 6 

I check my blood pressure before getting 

pregnant. 
16.7 36.3 47.0 1.69 0.739 56.3 7 

I check my blood glucose level before getting 

pregnant. 
11.8 27.4 60.8 1.51 0.698 50.3 8 

I made heart investigations before getting 

pregnant.  
12.1 22.3 65.6 1.46 0.701 48.6 9 

Overall average 1.77 0.504 59.0  

 

Table (4.6) presented practices about preconception care. The results showed that the 

highest score obtained in taking balanced meals regularly before getting pregnant with 

mean score 2.14 and mean percent 71.3%, followed by taking folic acid tablets regularly 

before getting pregnant with mean score 1.93 and mean percent 64.3%. While the lowest 

score obtained in making heart investigations before getting pregnant with mean score 1.46 



50 

and mean percent 48.6%, followed by checking blood glucose before getting pregnant with 

mean score 1.51 and mean percent 50.3%. In general, the results indicated moderate level 

of practices of preconception care with means score 1.77 and mean percent 59%.  

4.2.2 Pregnancy phase 

Table (4.7): Knowledge of study participants about antenatal care 

Item 
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I know that antenatal clinics provide physical 

and lab. tests during pregnancy (blood analysis, 

urine analysis, albumen, blood glucose, weight, 

height).   

41.9 57.5 0.5 2.41 0.504 80.3 1 

I know that taking balanced meals is necessary 

for me and my fetus. 
40.6 56.7 2.7 2.37 0.538 79.0 2 

I know that regular visits to the antenatal clinic 

are necessary for the safety of me and my baby.  
35.8 62.9 1.3 2.34 0.503 78.0 3 

I know that antenatal clinics provide follow up 

care to the fetus during pregnancy. 
32.5 65.6 1.9 2.30 0.500 76.6 4 

I know about presence of antenatal clinics at 

PHCCs
*
 

19.9 78.0 2.2 2.17 0.435 72.3 5 

I know that antenatal clinics provide health 

services to pregnant women every day. 
18.8 75.0 6.2 2.12 0.484 70.6 6 

I know that vaginal bleeding is a risk factor of 

pregnancy. 
24.2 64.0 11.8 2.12 0.588 70.6 6 

I know that leakage of vaginal fluid is a risk 

factor of pregnancy. 
19.1 58.9 22.0 1.97 0.641 65.6 8 

I know that being pregnant with twins is 

considered risky pregnancy. 
12.1 39.2 48.7 1.63 0.689 54.3 9 

Overall average 2.16 0.357 72.0  

*PHCCs= Primary Health Care Centers 

Table (4.7) showed that the highest score obtained in knowing that antenatal clinics 

provide physical and lab. tests during pregnancy (blood analysis, urine analysis, albumen, 

blood glucose, weight, height) with mean score 2.41 and mean score 80.3%, followed by 
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knowing that taking balanced meals is necessary for the mother and her fetus with mean 

score 2.37 and mean percent 79%. In contrary, the lowest score was in knowing that being 

pregnant with twins is considered risky pregnancy with a mean score 1.63 and mean 

percent 54.3%, followed by knowing that leakage of vaginal fluid is a risk factor of 

pregnancy with a mean score 1.97 and mean percent 65.6%. In general, the results 

indicated that mothers have above moderate knowledge about ANC with mean score 2.16 

and mean percent 72%.     

Table (4.8): Attitudes of study participants about antenatal care  

Item  

S
tr

o
n

g
ly

 a
g
re

e 

A
g
re

e
 

D
is

a
g
re

e
 

M
ea

n
 

S
D

 

M
ea

n
 %

 

R
a
n

k
 

I believe that it is essential to take balanced 

meals during pregnancy for my health and ma 

fetus. 

37.1 61.6 1.3 2.35 0.507 78.3 1 

I believe that the health services provided at 

antenatal clinic are beneficial for me. 
34.9 64.0 1.1 2.33 0.496 77.6 2 

I believe that it is necessary to be committed to 

the appointments at antenatal clinic. 
33.9 64.5 1.6 2.32 0.501 77.3 3 

I believe that it is essential to check my blood 

pressure regularly during pregnancy. 
32.0 62.4 5.6 2.26 0.554 75.3 4 

I believe that the nurses and midwives at 

antenatal clinic are skillful to provide the 

needed care. 

26.3 71.5 2.2 2.24 0.476 74.6 5 

I believe that it is essential to check my blood 

glucose level during pregnancy. 
29.6 63.2 7.3 2.22 0.565 74.0 6 

I believe that it is essential to check my blood 

hemoglobin regularly during pregnancy. 
23.1 61.6 15.3 2.07 0.615 69.0 7 

I have been ready for this pregnancy physically 

and psychologically. 
20.7 61.8 17.5 2.03 0.617 67.6 8 

Overall average 2.23 0.395 74.3  

 

Table (4.8) showed that the highest score obtained in believing that it is essential to take 

balanced meals during pregnancy with mean score 2.35 and mean percent 78.3%, followed 

by believing that the health services provided at antenatal clinic are beneficial with mean 
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score 2.33 and mean percent 77.6%. In contrary, the lowest score was in being ready for 

this pregnancy physically and psychologically with mean score 2.03 and mean percent 

67.6%, followed by believing that it is essential to check blood hemoglobin regularly 

during pregnancy with mean score 2.07 and mean percent 69%. In general, the results 

indicated that the mothers have above moderate attitudes towards ANC with mean score 

2.23 and mean percent 74.3%.  

Table (4.9): Practices of study participants about antenatal care  

Item  

S
tr

o
n

g
ly

 a
g
re

e 

A
g
re

e
 

D
is

a
g
re

e
 

M
ea

n
 

S
D

 

M
ea

n
 %

 

R
a
n

k
 

I visit the antenatal clinic regularly according to 

appointments. 
89.5 10.0 0.5 2.88 0.330 96.0 1 

The nurse checks my height and weight during my 

visit. 
89.5 9.4 1.1 2.88 0.352 96.0 1 

I follow the instructions that the nurse / midwife 

provide to me at antenatal clinic. 
84.9 14.2 0.9 2.84 0.387 94.6 3 

The nurse checks my BP during my visit to antenatal 

clinic. 
80.6 17.7 1.7 2.79 0.445 93.0 4 

The nurse checks fetal movement during my visit. 66.9 30.1 3.0 2.63 0.538 87.6 5 

I continue taking folic acid and iron during 

pregnancy. 
69.1 22.6 8.3 2.60 0.637 86.6 6 

I eat balanced meals during pregnancy. 59.9 36.3 3.8 2.56 0.567 85.3 7 

The nurse checks my blood glucose during my visit . 49.7 43.0 7.3 2.42 0.624 80.6 8 

The nurse checks my hemoglobin during my visit to 

the antenatal clinic.  
49.5 36.5 14.0 2.35 0.714 78.3 9 

The nurse checks my uterus height during my visit  33.6 33.3 33.1 2.00 0.817 66.6 10 

I practice any type of exercise during pregnancy. 14.5 43.5 41.9 1.72 0.700 57.3 11 

I take medication without prescription during 

pregnancy (Acamol, analgesics, antibiotics).  
11.6 12.6 75.8 1.35 0.679 45.0 12 

Overall average 2.42 0.267 80.6  
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As shown in table (4.9), the highest score obtained in visiting the antenatal clinic regularly 

according to the designed appointments with mean score 2.88 and mean percent 96%, and 

checking mothers’ height and weight during the visit to antenatal clinic with mean score 

2.88 and mean percent 96%. In contrary, the lowest score obtained in taking medication 

without prescription during pregnancy with mean score 1.35 and mean percent 45%, 

followed by practicing any type of exercise during pregnancy with mean score 1.72 and 

mean percent 57.3%. In general, the mothers showed high level of practices of ANC with 

mean score 2.42 and mean percent 80.6%.  

4.2.3 Postpartum phase 

Table (4.10): Knowledge of study participants about postpartum care  

Item 

S
tr

o
n

g
ly

 

a
g
re

e
 

A
g
re

e
 

D
is

a
g
re

e
 

M
ea

n
 

S
D

 

M
ea

n
 %

 

R
a
n

k
 

I know that I have to be committed to the 

vaccination program. 
52.7 46.8 0.5 2.52 0.510 84.0 1 

I know that PHCCs provide vaccination and 

follow up of the growth of my baby. 
46.0 53.2 0.8 2.45 0.514 81.6 2 

I know that following a balanced diet is 

essential for me and my baby. 
41.4 55.9 2.7 2.38 0.540 79.3 3 

I know that regular visits to postnatal clinic are 

essential for my health and my baby health. 
35.2 63.7 1.1 2.34 0.497 78.0 4 

I know that regular visits to postnatal clinic are 

essential to discover postpartum complications. 
26.3 68.5 5.2 2.21 0.519 73.6 5 

I know that postnatal clinics are present in 

PHCCs. 
26.3 66.9 6.8 2.19 0.541 73.0 6 

I know that continuity of vaginal bleeding (red 

blood) is a postpartum complication. 
26.3 63.4 10.2 2.16 0.583 72.0 7 

I know that elevated temp. is a postpartum 

complication. 
25.0 62.4 12.6 2.12 0.601 70.6 8 

I know that postpartum complications could 

occur up to 6 weeks after delivery. 
19.4 60.5 20.2 1.99 0.629 66.3 9 

Overall average 2.26 0.399 75.3  
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Table (4.10) presented mothers’ knowledge about postpartum care. The results showed that 

the highest score obtained in knowledge about commitment to vaccination program with 

mean score 2.52 and mean percent 84%, followed by knowing that PHCCs provide 

vaccination and follow up of the growth of the baby with mean score 2.45 and mean 

percent 81.6%. In contrary, the lowest score was in knowing that postpartum complications 

could occur up to 6 weeks after delivery with mean score 1.99 and mean percent 66.3%, 

followed by knowing that elevated body temperature is a postpartum complication with 

mean score 2.12 and mean percent 70.6%. In general, mothers showed above moderate 

knowledge about PPC services with mean score 2.26 and mean percent 75.3%.  

Table (4.11): Attitudes of study participants about postpartum care  

Item  

S
tr

o
n

g
ly

 a
g
re
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A
g
re

e
 

D
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a
g
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e
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S
D

 

M
ea

n
 %

 

R
a
n

k
 

I believe that natural breastfeeding is a healthy 

behavior for me and for my baby. 
50.0 49.2 0.8 2.49 0.516 83.0 1 

I believe that it is necessary to vaccinate my baby 

according to the vaccination program. 
48.9 50.3 0.8 2.48 0.516 82.6 2 

I believe that it is necessary to have balanced meals 

after delivery to maintain good health for me and my 

baby. 

37.6 60.8 1.6 2.36 0.513 78.6 3 

I believe that it is necessary to follow up at PHCC 

after delivery.. 
34.1 62.1 3.8 2.30 0.536 76.6 4 

I am confident in the nurses and midwives’ skills and 

abilities to provide the needed health care. 
26.9 69.1 4.0 2.22 0.507 74.0 5 

I believe that it is necessary to have breast exam to 

discover any problem that may disrupt natural 

breastfeeding.  

27.2 65.8 7.0 2.20 0.549 73.3 6 

I believe that it is necessary to have vaginal exam to 

ensure the safety of vagina and birth canal. 
25.0 66.9 8.1 2.16 0.550 72.0 7 

I believe that it is necessary to check my BP after 

delivery. 
22.3 64.0 13.7 2.08 0.594 69.3 8 

I believe that it is necessary to check my Hgb after 

delivery. 
20.2 57.5 22.3 1.97 0.652 65.6 9 

I believe it is necessary to check my blood sugar after 

delivery. 
19.1 57.5 23.4 1.95 0.651 65.0 10 

Overall average 2222 .24.7 74.0  
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Table (4.11) showed that the highest score obtained in believing that natural breastfeeding 

is a healthy behavior for the mother and for her baby with mean score 2.49 and mean 

percent 83%, followed by mothers’ believe that it is necessary to vaccinate their babies 

according to the vaccination program with mean score 2.48 and mean percent 74%. In 

contrary, the lowest score obtained in believing that it is necessary to check blood glucose 

after delivery with mean score 1.95 and mean percent 65%, followed by believing that it is 

necessary to check hemoglobin after delivery with mean score 1.97 and mean percent 

65.6%. In general, the results indicated that mothers have above moderate attitudes 

towards PPC service with mean score 2.22 and mean score 74%.  

Table (4.12): Practices of study participants about postpartum care  

Item  

S
tr

o
n

g
ly

  

A
g
re

e
 

A
g
re

e
 

D
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a
g
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e
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n
 

S
D

 

M
ea

n
 %

 

R
a
n

k
 

I commit to the vaccination program for my baby. 92.7 7.0 0.3 2.92 0.274 97.3 1 

I wash vaginal area with soap and water many times 

during the day and after toilet. 
88.2 11.3 0.5 2.87 0.345 95.6 2 

The nurse / midwife check growth development of my 

baby (weight, height, head circumference). 
86.3 11.0 2.7 2.83 0.437 94.3 3 

I clean my breasts immediately before breastfeeding. 83.9 14.2 1.9 2.81 0.431 93.6 4 

I take balanced meals after delivery. 77.7 19.4 3.0 2.74 0.498 91.3 5 

I follow up at postnatal clinic regularly according to 

appointments. 
75.5 17.7 6.8 2.68 0.591 89.3 6 

The nurse / midwife check the temperature of my baby 

at postnatal clinic. 
75.2 17.5 7.3 2.68 0.603 89.3 6 

I make exercises / walking regularly after delivery to 

strengthen abdominal muscles 
40.6 28.5 30.9 2.09 0.841 69.6 8 

I check my blood pressure at postnatal clinic. 24.2 26.1 49.7 1.74 0.822 58.0 9 

I check my hemoglobin at postnatal clinic. 19.4 29.0 51.6 1.67 0.779 55.6 10 

I check my temperature at postnatal clinic. 14.8 27.4 57.8 1.56 0.736 52.0 11 

I check my blood glucose at postnatal clinic. 14.5 26.6 58.9 1.55 0.733 51.6 12 

The nurse / midwife performs vaginal exam at 

postnatal clinic. 
11.3 21.5 67.2 1.44 0.688 48.0 13 

The nurse / midwife performs breast exam for ulcers 

that may disrupt natural breastfeeding. 
11.0 20.2 68.8 1.42 0.682 47.3 14 

The nurse / midwife check the uterus level at postnatal 

clinic. 
7.5 20.5 72.0 1.35 0.616 45.0 15 

Overall average 22.6 .2... 72.0  
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Table (4.12) showed that the highest score obtained in mothers’ commitment to the 

vaccination program for their babies with mean score 2.92 and mean percent 97.3, 

followed by washing vaginal area with soap and water many times during the day and after 

toilet with mean score 2.87 and mean percent 95.6%. In contrary, the lowest score obtained 

in checking the uterus level at postnatal clinic with mean score 1.35 and mean percent 

45%, followed by examining the breast at postnatal clinic with mean score 1.42 and mean 

percent 47.3%. In general, the results indicated above moderate practices of PPC with 

mean score 2.16 and mean percent 72%. 

4.3 Differences in Knowledge, attitudes, and practice about reproductive health 

related to sociodemographic factors 

4.3.1 Differences in Knowledge, attitudes, and practice related to age 

Table (4.13): Differences in knowledge related to age 

Phase   Age  N Mean SD F P value 

Preconception 

20 and less 58 1.715 0.377 

1.978 0.117 
21-25 127 1.803 0.371 

26-30 117 1.861 0.383 

31 and more 70 1.812 0.366 

Total 372 1.809 0.376 

During 

pregnancy 

20 and less 58 2.147 0.350 

0.465 0.707 
21-25 127 2.143 0.353 

26-30 117 2.194 0.369 

31 and more 70 2.163 0.355 

Total 372 2.164 0.357 

Postpartum 

20 and less 58 2.226 0.453 

1.260 0.288 
21-25 127 2.250 0.362 

26-30 117 2.322 0.424 

31 and more 70 2.228 0.367 

Total 372 2.265 0.399 

One-way ANOVA test 
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As shown in table (4.13), there were no statistically significant differences in knowledge at 

preconception phase (P= 0.117), during pregnancy (P= 0.707), and at postpartum phase 

(P= 0.288). This result indicated no significant differences in knowledge about RH care 

related to age of mothers. 

Table (4.14): Differences in attitudes related to age  

Phase Age N Mean SD F P value 

Preconception 

20 and less 58 2.155 0.440 

1.731 0.160 
21-25 127 2.065 0.436 

26-30 117 2.192 0.454 

31 and more 70 2.161 0.490 

Total 372 2.137 0.454 

During 

pregnancy 

20 and less 58 2.245 0.413 

0.275 0.844 
21-25 127 2.224 0.386 

26-30 117 2.252 0.404 

31 and more 70 2.201 0.386 

Total 372 2.232 0.395 

Postpartum 

20 and less 58 2.196 0.452 

1.298 0.275 
21-25 127 2.196 0.396 

26-30 117 2.287 0.412 

31 and more 70 2.201 0.373 

Total 372 2.225 0.407 

One-way ANOVA test 

Table (4.14) showed that there were no statistically significant differences in attitudes at 

preconception phase (P= 0.160), during pregnancy (P= 0.844), and at postpartum phase 

(P= 0.275). This result indicated no significant differences in attitudes towards RH related 

to age of mothers. 
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Table (4.15): Differences in practice related to age  

Phase    Age  N Mean SD F P value 

Preconception  

20 and less 58 1.808 0.567 

0.572 0.634 

21-25 127 1.762 0.504 

26-30 117 1.812 0.492 

31 and more 70 1.722 0.475 

Total 372 1.777 0.504 

During pregnancy 

20 and less 58 2.432 0.254 

0.196 0.899 

21-25 127 2.412 0.286 

26-30 117 2.435 0.256 

31 and more 70 2.416 0.266 

Total 372 2.423 0.267 

Postpartum  

20 and less 58 2.185 0.366 

0.289 0.834 

21-25 127 2.165 0.346 

26-30 117 2.165 0.307 

31 and more 70 2.132 0.313 

Total 372 2.162 0.330 

One-way ANOVA test 

Table (4.15) showed that there were no statistically significant differences in practices at 

preconception phase (P= 0.634), during pregnancy (P= 0.899), and at postpartum phase 

(P= 0.834). This result indicated no significant differences in practices of RH related to age 

of mothers. 
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4.3.2 Differences in Knowledge, attitudes, and practice related to governorate 

Table (4.16): Differences in knowledge related to residency  

Phase  Governorate  N Mean SD F P value 

Preconception 

Rafah 53 1.830 0.386 

3.407 0.009 * 

Khanyounis 53 1.805 0.399 

Middle 53 1.801 0.409 

Gaza 160 1.861 0.362 

North 53 1.645 0.313 

Total 372 1.809 0.376 

During 

pregnancy 

Rafah 53 2.060 0.307 

5.996 0.000 * 

Khanyounis 53 2.134 0.299 

Middle 53 2.184 0.356 

Gaza 160 2.249 0.385 

North 53 2.018 0.302 

Total 372 2.164 0.357 

Postpartum 

Rafah 53 2.096 0.280 

12.953 0.000 * 

Khanyounis 53 2.247 0.377 

Middle 53 2.421 0.335 

Gaza 160 2.356 0.408 

North 53 2.021 0.391 

Total 372 2.265 0.399 

One-way ANOVA test      *Significant at 0.05 

Table (4.16) showed that there were statistically significant differences in knowledge about 

pregnancy between different governorates in the preconception phase (P= 0.009), during 

pregnancy (P= 0.000), and postpartum (P= 0.000).  
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Post hoc LSD showed that participants from the north governorate showed lower 

knowledge about RH compared to the other governorates. 

Table (4.17): Differences in attitudes related to residency  

Phase  Governorate  N Mean SD F P value 

Preconception 

Rafah 53 2.053 0.311 

4.419 0.002 * 

Khanyounis 53 2.195 0.469 

Middle 53 2.106 0.559 

Gaza 160 2.218 0.458 

North 53 1.949 0.366 

Total 372 2.137 0.454 

During 

pregnancy 

Rafah 53 2.077 0.309 

8.006 0.000 * 

Khanyounis 53 2.259 0.404 

Middle 53 2.250 0.402 

Gaza 160 2.329 0.411 

North 53 2.047 0.296 

Total 372 2.232 0.395 

Postpartum 

Rafah 53 2.075 0.252 

11.872 0.000 * 

Khanyounis 53 2.271 0.374 

Middle 53 2.290 0.393 

Gaza 160 2.328 0.422 

North 53 1.956 0.376 

Total 372 2.225 0.407 

One-way ANOVA test      *Significant at 0.05 

Table (4.17) showed that there were statistically significant differences in attitudes toward 

RH between different governorates in the preconception phase (P= 0.002), during 

pregnancy (P= 0.000), and postpartum (P= 0.000). Post hoc LSD showed that participants 
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from the north governorate showed lower attitudes towards RH than the other 

governorates. 

Table (4.18): Differences in practice related to residency  

Phase  Governora

te  

N Mean SD F P value 

Preconception 

Rafah 53 1.666 0.444 

3.978 0.004 * 

Khanyounis 53 1.763 0.472 

Middle 53 1.792 0.447 

Gaza 160 1.874 0.530 

North 53 1.595 0.512 

Total 372 1.777 0.504 

During 

pregnancy 

Rafah 53 2.487 0.269 

5.052 0.001 * 

Khanyounis 53 2.435 0.200 

Middle 53 2.375 0.311 

Gaza 160 2.456 0.257 

North 53 2.295 0.269 

Total 372 2.423 0.267 

Postpartum 

Rafah 53 2.003 0.240 

13.037 0.000 * 

Khanyounis 53 2.143 0.297 

Middle 53 2.293 0.368 

Gaza 160 2.239 0.339 

North 53 1.976 0.223 

Total 372 2.162 0.330 

One-way ANOVA test      *Significant at 0.05 

Table (4.18) showed that there were statistically significant differences in practices of RH 

between different governorates in the preconception phase (P= 0.004), during pregnancy 

(P= 0.001), and postpartum (P= 0.000). Post hoc LSD showed that participants from the 

north governorate showed lower practices about RH than the other governorates. 
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4.3.3 Differences in Knowledge, attitudes, and practice related to work 

Table (4.19): Differences in knowledge, attitudes, and practice related to work  

 

Phase  Work status N Mean Rank P value 

K
n

o
w

le
d

g
e 

Preconception  

Housewife  359 184.98 

0.151 
Working  13 228.42 

Total 372  

During pregnancy 

Housewife  359 186.03 

0.654 
Working  13 199.50 

Total 372  

Postpartum  

Housewife  359 185.49 

0.336 
Working  13 214.38 

Total 372  

A
tt

it
u

d
es

 

Preconception 

Housewife  359 185.89 

0.561 
Working  13 203.23 

Total 372  

During pregnancy 

Housewife  359 186.29 

0.838 
Working  13 192.38 

Total 372  

Postpartum 

Housewife  359 185.80 

0.502 
Working  13 205.88 

Total 372  

P
ra

ct
ic

e
 

Preconception 

Housewife  359 185.59 

0.392 
Working  13 211.54 

Total 372  

During pregnancy 

Housewife  359 184.95 

0.141 
Working  13 229.38 

Total 372  

Postpartum 

Housewife  359 184.45 

0.052 
Working  13 243.12 

Total 372  

          Mann-Whitney test 
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Table (4.19) showed that there were no statistically significant differences in knowledge at 

preconception phase (P= 0.151), during pregnancy (P= 0.654), and at postpartum phase 

(P= 0.052). This result indicated no significant differences in knowledge about RH 

between mothers who are working and mothers who are not working. 

The results also showed that there were no statistically significant differences in attitudes 

at preconception phase (P= 0.561), during pregnancy (P= 0.838), and at postpartum phase 

(P= 0.502). This result indicated no significant differences in attitudes towards RH 

between mothers who are working and mothers who are not working. 

Furthermore, the results showed that there were no statistically significant differences in 

practices at preconception phase (P= 0.392), during pregnancy (P= 0.141), and at 

postpartum phase (P= 0.052). This result indicated no significant differences in practices of 

RH between mothers who are working and mothers who are not working. 
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4.3.4 Differences in Knowledge, attitudes, and practice related to level of education 

Table (4.20): Differences in knowledge related to level of education  

Phase 
Level of 

education 
N Mean SD F P value 

Preconception 

Prep school 48 1.691 0.356 

10.815 0.000 * 

Secondary 

school 
193 1.760 0.365 

University  131 1.926 0.373 

Total 372 1.809 0.376 

During 

pregnancy 

Prep school 48 2.055 0.288 

7.540 0.001 * 

Secondary 

school 
193 2.129 0.346 

University  131 2.254 0.379 

Total 372 2.164 0.357 

Postpartum 

Prep school 48 2.108 0.367 

16.194 0.000 * 

Secondary 

school 
193 2.203 0.381 

University  131 2.413 0.392 

Total 372 2.265 0.399 

One-way ANOVA test      *Significant at 0.05 

Table (4.20) showed that there were statistically significant differences in knowledge about 

RH related to level of education in the preconception phase (P= 0.000), during pregnancy 

(P= 0.001), and postpartum (P= 0.000).  

Post hoc LSD showed that participants who had university education showed higher 

knowledge about RH compared to participants who have prep and secondary education. 
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Table (4.21): Differences in attitudes related to level of education  

Phase 
Level of 

education 
N Mean SD F P value 

Preconception 

Prep school 48 1.975 0.470 

14.101 0.000 * 

Secondary 

school 
193 2.069 0.418 

University 131 2.296 0.457 

Total 372 2.137 0.454 

During 

pregnancy 

Prep school 48 2.078 0.294 

13.298 0.000 * 

Secondary 

school 
193 2.181 0.382 

University  131 2.363 0.411 

Total 372 2.232 0.395 

Postpartum 

Prep school 48 2.064 0.321 

12.028 0.000 * 

Secondary 

school 
193 2.179 0.407 

University  131 2.352 0.401 

Total 372 2.225 0.407 

One-way ANOVA test      *Significant at 0.05 

Table (4.21) showed that there were statistically significant differences in attitudes toward 

RH related to level of education in the preconception phase (P= 0.000), during pregnancy 

(P= 0.000), and postpartum (P= 0.000).  

Post hoc LSD showed that participants who had university education showed higher 

attitudes towards RH compared to participants who have prep and secondary education. 
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Table (4.22): Differences in practices related to level of education 

Phase 
Level of 

education 
N Mean SD F P value 

Preconception 

Prep school 48 1.597 0.490 

4.266 0.015 * 

Secondary 

school 
193 1.777 0.520 

University 131 1.843 0.472 

Total 372 1.777 0.504 

During 

pregnancy 

Prep school 48 2.355 0.308 

3.248 0.040 * 

Secondary 

school 
193 2.412 0.260 

University 131 2.464 0.257 

Total 372 2.423 0.267 

Postpartum 

Prep school 48 2.054 0.260 

5.942 0.003 * 

Secondary 

school 
193 2.142 0.341 

University 131 2.231 0.325 

Total 372 2.162 0.330 

One-way ANOVA test      *Significant at 0.05 

Table (4.22) showed that there were statistically significant differences in practices of RH 

related to level of education in the preconception phase (P= 0.015), during pregnancy (P= 

0.040), and postpartum (P= 0.003).  

Post hoc LSD showed that participants who had university education showed higher 

practices of RH compared to participants who have prep and secondary education. 
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4.3.5 Differences in Knowledge, attitudes, and practice related to income 

Table (4.23): Differences in knowledge, attitudes, and practices related to income        

 Phase Income N Mean SD T value P value 

K
n

o
w

le
d

g
e
 

Preconception 

less than 

1000 
265 1.789 0.376 

-1.666 0.097 
1000 and 

more 
107 1.860 0.373 

During 

pregnancy 

less than 

1000 
265 2.143 0.349 

-1.786 0.075 
1000 and 

more 
107 2.216 0.374 

Postpartum 

less than 

1000 
265 2.259 0.393 

-0.433 0.655 
1000 and 

more 
107 2.279 0.414 

A
tt

it
u

d
e
s 

Preconception 

less than 

1000 
265 2.117 0.463 

-1.332 0.184 
1000 and 

more 
107 2.186 0.431 

During 

pregnancy 

less than 

1000 
265 2.229 0.383 

-0.226 0.821 
1000 and 

more 
107 2.239 0.425 

Postpartum 

less than 

1000 
265 2.212 0.410 

-1.024 0.307 
1000 and 

more 
107 2.259 0.399 

P
r
a
c
ti

c
e 

Preconception 

less than 

1000 
265 1.766 0.505 

-0.662 0.508 
1000 and 

more 
107 1.804 0.504 

During 

pregnancy 

less than 

1000 
265 2.406 0.283 

-1.971 0.050 * 
1000 and 

more 
107 2.466 0.220 

Postpartum 

less than 

1000 
265 2.164 0.341 

0.175 0.861 
1000 and 

more 
107 2.157 0.303 

Independent sample (t) test       *Significant at 0.05 
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Table (4.23) showed that there were no statistically significant differences in knowledge at 

preconception phase (P= 0.097), during pregnancy (P= 0.075), and at postpartum phase 

(P= 0.655). This result indicated no significant differences in knowledge about RH related 

to family income. 

The results also showed that there were no statistically significant differences in attitudes 

at preconception phase (P= 0.184), during pregnancy (P= 0.821), and at postpartum phase 

(P= 0.307). This result indicated no significant differences in attitudes towards RH related 

to family income.  

Furthermore, the results showed that there were no statistically significant differences in 

practices at preconception phase (P= 0.508), and at postpartum phase (P= 0.861). This 

result indicated no significant differences in practices of RH related to family income.  

The results also showed that there were statistically significant differences in practices 

during pregnancy (P= 0.050) which indicated that mothers who have family income of 

1000 NIS and more expressed higher level of pregnancy-related practices compared to 

mothers with lower family income. 
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4.3.6 Differences in Knowledge, attitudes, and practice related to number of 

pregnancies 

Table (4.24): Differences in knowledge related to number of pregnancies  

Phase 
Number of 

pregnancies 
N Mean SD F P value 

Preconception 

Two times 115 1.768 0.385 

2.461 0.087 
3 – 5 times 188 1.803 0.366 

6 and more 69 1.894 0.379 

Total 372 1.809 0.376 

During 

pregnancy 

Two times 115 2.139 0.348 

0.594 0.553 
3 – 5 times 188 2.166 0.363 

6 and more 69 2.198 0.360 

Total 372 2.164 0.357 

Postpartum 

Two times 115 2.261 0.405 

0.170 0.844 
3 – 5 times 188 2.275 0.406 

6 and more 69 2.243 0.371 

Total 372 2.265 0.399 

One-way ANOVA test 

Table (4.24) showed that there were no statistically significant differences in knowledge at 

preconception phase (P= 0.087), during pregnancy (P= 0.553), and at postpartum phase 

(P= 0.844). This result indicated no significant differences in knowledge about RH related 

to number of pregnancies. 
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Table (4.25): Differences in attitudes related to number of pregnancies  

Phase 
Number of 

pregnancies 
N Mean SD F P value 

Preconception 

Two times 115 2.127 0.455 

0.347 0.707 
3 – 5 times 188 2.128 0.463 

6 and more 69 2.178 0.433 

Total 372 2.137 0.454 

During 

pregnancy 

Two times 115 2.239 0.399 

0.096 0.909 
3 – 5 times 188 2.234 0.387 

6 and more 69 2.213 0.414 

Total 372 2.232 0.395 

Postpartum 

Two times 115 2.207 0.412 

0.379 0.685 
3 – 5 times 188 2.224 0.408 

6 and more 69 2.260 0.398 

Total 372 2.225 0.407 

One-way ANOVA test 

Table (4.25) showed that there were no statistically significant differences in attitudes at 

preconception phase (P= 0.707), during pregnancy (P= 0.909), and at postpartum phase 

(P= 0.685). This result indicated no significant differences in attitudes towards RH related 

to number of pregnancies. 
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Table (4.26): Differences in practice related to number of pregnancies 

Phase 
Number of 

pregnancies 
N Mean SD F P value 

Preconception 

Two times 115 1.822 0.503 

0.738 0.479 
3 – 5 times 188 1.765 0.502 

6 and more 69 1.735 0.515 

Total 372 1.777 0.504 

During pregnancy 

Two times 115 2.410 0.270 

0.207 0.813 
3 – 5 times 188 2.431 0.265 

6 and more 69 2.423 0.272 

Total 372 2.423 0.267 

Postpartum 

Two times 115 2.191 0.366 

0.964 0.382 
3 – 5 times 188 2.158 0.317 

6 and more 69 2.122 0.303 

Total 372 2.162 0.330 

One-way ANOVA test 

Table (4.26) showed that there were no statistically significant differences in practices at 

preconception phase (P= 0.479), during pregnancy (P= 0.813), and at postpartum phase 

(P= 0.382). This result indicated no significant differences in practices of RH related to 

number of pregnancies. 
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4.3.7 Differences in Knowledge, attitudes, and practice related to number of deliveries 

Table (4.27): Differences in knowledge related to number of deliveries  

Phase 
Number of 

deliveries 
N Mean SD F P value 

Preconception 

One time 138 1.797 0.381 

0.759 0.469 

2 – 4 times 195 1.804 0.367 

5 times and 

more 
39 1.879 0.407 

Total 372 1.809 0.376 

During 

pregnancy 

One time 138 2.156 0.358 

0.176 0.839 

2 – 4 times 195 2.173 0.363 

5 times and 

more 
39 2.142 0.337 

Total 372 2.164 0.357 

Postpartum 

One time 138 2.278 0.412 

1.081 0.340 

2 – 4 times 195 2.273 0.398 

5 times and 

more 
39 2.176 0.345 

Total 372 2.265 0.399 

One-way ANOVA test 

Table (4.27) showed that there were no statistically significant differences in knowledge at 

preconception phase (P= 0.469), during pregnancy (P= 0.839), and at postpartum phase 

(P= 0.340). This result indicated no significant differences in knowledge about RH related 

to number of deliveries. 
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Table (4.28): Differences in attitudes related to number of deliveries  

Phase 
Number of 

deliveries 
N Mean SD F P value 

Preconception 

One time 138 2.159 0.460 

0.359 0.699 

2 – 4 times 195 2.130 0.452 

5 times and 

more 
39 2.094 0.450 

Total 372 2.137 0.454 

During 

pregnancy 

One time 138 2.267 0.406 

1.543 0.215 

2 – 4 times 195 2.225 0.390 

5 times and 

more 
39 2.144 0.371 

Total 372 2.232 0.395 

Postpartum 

One time 138 2.223 0.421 

0.653 0.521 

2 – 4 times 195 2.240 0.406 

5 times and 

more 
39 2.159 0.361 

Total 372 2.225 0.407 

One-way ANOVA test 

Table (4.28) showed that there were no statistically significant differences in attitudes at 

preconception phase (P= 0.699), during pregnancy (P= 0.215), and at postpartum phase 

(P= 0.521). This result indicated no significant differences in attitudes towards RH related 

to number of deliveries. 
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Table (4.29): Differences in practice related to number of deliveries 

Phase 
Number of 

deliveries 
N Mean SD F P value 

Preconception 

One time 138 1.819 0.495 

2.233 0.109 

2 – 4 times 195 1.777 0.515 

5 times and 

more 
39 1.626 0.466 

Total 372 1.777 0.504 

During 

pregnancy 

One time 138 2.413 0.284 

0.205 0.815 

2 – 4 times 195 2.432 0.252 

5 times and 

more 
39 2.416 0.286 

Total 372 2.423 0.267 

Postpartum  

One time 138 2.187 0.359 

0.775 0.461 

2 – 4 times 195 2.153 0.315 

5 times and 

more 
39 2.119 0.300 

Total 372 2.162 0.330 

One-way ANOVA test 

Table (4.29) showed that there were no statistically significant differences in practices at 

preconception phase (P= 0.109), during pregnancy (P= 0.815), and at postpartum phase 

(P= 0.461). This result indicated no significant differences in practices of RH related to 

number of deliveries. 
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4.3.8 Differences in Knowledge, attitudes, and practice related to history of abortion 

Table (4.30): Differences in knowledge, attitudes, and practices related to history of 

abortion  

 
Phase 

Previous 

abortion 
N Mean SD T value P value 

K
n

o
w

le
d

g
e
 

Preconception 
No 247 1.778 0.378 

-2.283 0.023 * 
Yes 125 1.872 0.366 

During 

pregnancy 

No 247 2.143 0.355 
-1.589 0.113 

Yes 125 2.205 0.360 

Postpartum 
No 247 2.239 0.390 

-1.735 0.084 
Yes 125 2.315 0.412 

A
tt

it
u

d
e
s 

Preconception 
No 247 2.097 0.439 

-2.382 0.018 * 
Yes 125 2.216 0.476 

During 

pregnancy 

No 247 2.215 0.385 
-1.139 0.255 

Yes 125 2.265 0.413 

Postpartum 
No 247 2.183 0.394 

-2.878 0.004 * 
Yes 125 2.310 0.419 

P
r
a
c
ti

c
e 

Preconception 
No 247 1.757 0.504 

-1.071 0.285 
Yes 125 1.816 0.506 

During 

pregnancy 

No 247 2.407 0.265 
-1.629 0.104 

Yes 125 2.455 0.270 

Postpartum 
No 247 2.161 0.337 

-0.079 0.937 
Yes 125 2.164 0.318 

Independent sample (t) test       *Significant at 0.05 
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Table (4.30) showed that there were statistically significant differences in knowledge about 

RH at preconception phase (P= 0.023), which indicated that mothers who had history of 

previous abortions had higher knowledge about PCC compared to mothers who did not 

have previous abortions, but there were no statistically significant differences in 

knowledge during pregnancy (P= 0.113), and at postpartum phase (P= 0.084) related to 

previous abortions. 

In addition, there were statistically significant differences in attitudes towards RH at 

preconception phase (P=0.018), and at postpartum phase (P= 0.004), which indicated 

higher level of attitudes towards RH among mothers who had previous abortions, while 

there were no statistically significant differences in attitudes towards RH during pregnancy 

phase (P= 0.255) related to previous abortions. 

Moreover, there were no statistically significant differences in practices at preconception 

phase (P= 0.285), during pregnancy (P= 0.104), and at postpartum phase (P= 0.937). This 

result indicated no significant differences in practices RH related to previous abortions.  

4.4 Discussion 

This study was conducted to assess level of KAP about RH among mothers at 

governmental PHCCs in GS. The sample of the study consisted of 372 women, about one-

third of them aged 21 – 25 years with mean age 26.029 years, half of them had secondary 

school education and more than one-third had university education, the vast majority are 

housewives, and more than two-thirds have low income of less than 1000 NIS. Most of the 

study participants were multiparous, one-third had history of previous abortion, and the 

vast majority of them do not have history of chronic disease. Our study result was 

consistent with other studies that confirm the same age 20-25 years old (Akhtar et al., 

2018; Ahirwar, 2018; Lilungulu et al., 2016). 
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At the same time our study was not in agreement with a study carried out in Sudan which 

their result revealed that the mean age of the participants was 30.92 years, 44% of the 

women were educated, and most of them were multiparous (Ahmed et al., 2015).  

The study carried out by Ahmed et al. (2015) found that mean age of the participants was 

30.92 years, 44% of the women were educated, and most of them were multiparous, and 

Kassa and Yohannes (2018) found that one-fifth of the women never attended formal 

education, more than half attended primary education, and about two-thirds of participants 

were urban residents. 

In my opinion, our results were inconsistent with some studies and that could be attributed 

to cultural differences as in GS many girls are married at young age and many are married 

at teen age while they are in the secondary school, while in other cultures it is common to 

marry after completing university education. 

Knowledge, attitudes, and practice about preconception care   

Preconception counseling is an important aspect of the care of reproductive-aged women 

(Arluck and Mayhew, 2018). Therefore, newly married and engaged females need to have 

adequate KAP about RH and pregnancy so they can be well prepared for pregnancy and 

childbirth.  

The results of the present study indicated that mothers had moderate degree of knowledge, 

above moderate positive attitude, and practice about pregnancy at preconception phase. 

These results were consistent with the results of Ahmed and Jamil (2017) who found that 

about three-fourths of mothers had fair knowledge about PCC, and the majority of mothers 

expressed good attitude about PCC. Moreover, Kasim et al., (2016) found that half of 

mothers had good knowledge of PCC, the vast majority had good attitudes, and 45.2% had 

good practices of PCC. 

https://www.ncbi.nlm.nih.gov/pubmed/?term=Yohannes%20Z%5BAuthor%5D&cauthor=true&cauthor_uid=30486891
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Controversy, the present study is inconsistent with Gaferi et al. (2018) study which showed 

that more than two-thirds of the participants had inaccurate knowledge, while only about 

one-third had correct knowledge regarding RH. The majority of participants had positive 

attitudes regarding RH, while only 11.7% had negative attitudes, and mothers were a vital 

source of information regarding RH.  

According to the researcher opinion, I believe that understanding and awareness about 

PCC is important for the future mothers and their babies, and increase mothers' 

commitment to follow ANC instructions. In this regard, Ahmed et al. (2015) found that 

awareness regarding PCC was seen in only 11% of the women, nearly one-third had 

positive attitudes towards PCC, and the majority of the women either have partial 

knowledge or have no knowledge about the impact of pregnancy on their disease and 

health condition. Moreover, Kassa and Yohannes (2018) found that one-fifth of women 

had good level of knowledge about PCC. In addition, Zhou et al. (2019) found that 

utilization of RH services was poor in individuals as about one-third of study participants 

could access RH policies, education, counselling, contraceptive use, and examinations. 

It is recommended to take folic acid supplementation for all women preferably before 

pregnancy to reduce anomalies such as neural tube defects (Barua et al., 2014), and in this 

study the results showed that the majority of mothers knew that consumption of folic acid 

before pregnancy decrease the risk of fetal anomalies. 

In this study, RH components included preconception care, antenatal care during 

pregnancy, and postpartum care and FP. In this regard, Yemaneh et al. (2017) found that 

one-fifth of study participants were knowledgeable about RH service and less than half of 

them knew about component of RH, 12.5% were knowledgeable about FP and STI, 92.5% 

knew about ways of pregnancy prevention. Moreover, less than half expressed favorable 

https://www.ncbi.nlm.nih.gov/pubmed/?term=Yohannes%20Z%5BAuthor%5D&cauthor=true&cauthor_uid=30486891
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attitude towards RH service, and majority of the respondents strongly agreed about the 

importance of RH service for youths, but about one-third had practice of RH services. 

According to the researcher opinion, variations in results concerning KAP about PCC are 

attributed to differences in the target groups being studied, with cultural and beliefs in 

different societies. In addition, some cultures consider the utilization of PCC before 

marriage or even before getting pregnant is prohibited and unacceptable due to norms and 

values of the society. It is worth to say that PCC as part of RH should be initiated early at 

secondary school and university in order to gain adequate and accurate knowledge about 

RH and in consequence enhance their attitude and practice of healthy behaviors about their 

RH.  

Knowledge, attitudes, and practice about antenatal care during pregnancy   

The results of the present study indicated that mothers have above accepted moderate 

degree of knowledge about ANC. The majority of study participants knew that antenatal 

clinics provide physical and lab. tests during pregnancy including blood analysis, urine 

analysis, albumen, blood glucose, weight, and height. Moreover, the majority of study 

participants knew that regular visits to the antenatal clinic are necessary for the safety of 

mothers and their babies. In addition, the majority of participants knew that antenatal 

clinics provide follow up care to the mother and her fetus during pregnancy. These results 

were consistent with the results of Akhtar et al. (2018) which showed that more than two-

thirds of study participants agreed that pregnant women need to go for antenatal check-up, 

more than two-thirds agreed that the first antenatal check-up should be done in the first 3 

months, and the majority of participants agreed that regular BP examination is necessary 

during pregnancy. 
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The results also indicated that most of the participants knew that taking balanced meals is 

necessary for them and their fetus, and the majority of participants knew that vaginal 

bleeding or leakage of vaginal fluid is a risk factor for pregnancy. The results of Ahirwar 

(2018) found that the majority of participants had correct knowledge that a pregnant 

woman should visit a doctor after first missed period. More than two-thirds had correct 

knowledge that fetal movement is first felt between 4
th

 and 5
th

 month of pregnancy, and 

about two-thirds had correct knowledge that fetal well-being is known by regular antenatal 

checkup, about two-thirds had knowledge about warning signs during pregnancy and the 

vast majority knew that they should report to a doctor in case of vaginal bleeding during 

antenatal period. Furthermore, more than three-fourths of participants had knowledge 

regarding essential examinations during antenatal checkup, most of study participants had 

correct knowledge regarding tetanus immunization. The majority of participants had 

correct knowledge that adequate diet during pregnancy helps for growth and development 

of fetus, and the majority of participants had knowledge that extra iron is needed during 

pregnancy to prevent anemia, While about half of participants had knowledge that folic 

acid is needed during pregnancy to prevent anemia and birth deformities. In addition, 

Oumer and Hussein (2019) found that about one-third and 11.7% were agreed and strongly 

agreed on the role of FP in prevention of anemia, and almost half of participants agreed 

that child spacing is important to prevent IDA. 

In addition, the results of the present study indicated that the mothers have above moderate 

attitudes towards ANC. The majority of study participants believed that it is necessary to 

be committed to the appointments at antenatal clinic, and the vast majority of participants 

believed that it is essential to check their BP regularly during pregnancy. These results 

were consistent with the results of Akhtar et al. (2018) which showed that most of study 

participants believed that early antenatal booking is good for their pregnancy, the majority 
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of participants believed that antenatal follow up is good to monitor mother’s and fetus’ 

health, and three-fourths of participants will allow the doctor to check their blood pressure.  

Moreover, the results of the study indicated that the mothers expressed high level of 

practices about ANC. Most of study participants visited the antenatal clinic regularly 

according to appointments, the majority of them had BP measurement, the majority of 

them take folic acid and iron supplement, more than three-fourths take balanced meals, and 

the majority of them had checkup of their hemoglobin and blood glucose level. These 

results were inconsistent with the results of Akhtar et al. (2018) which found that only one-

fifth of study participants seek ANC regularly during pregnancy, about three-fourths 

waited for the fetus movement before going for ANC, only 5% had five antenatal visits 

during pregnancy. Moreover, half of participants agreed to receive Tetanus Toxoid 

injection during pregnancy, while the majority of them agreed about the need to take 

vitamin supplement and iron, folic acid tablet during pregnancy. Furthermore, Oumer and 

Hussein (2019) found that two-thirds of pregnant women had a good knowledge on 

prevention methods of iron deficiency anemia (IDA), and more than half of them had 

favorable attitude towards prevention of IDA, but less than two-thirds of them had poor 

adherence to prevention practice of IDA. In addition, about one third of participants knew 

that anemia can be prevented by healthy and balanced nutrition, half of them agreed and 

recommend the use of iron supplementation for pregnant in addition to regular diet to 

prevent IDA.  

According to the researcher opinion, pregnancy is a special event during the life of married 

women. Every woman wants to pass this period and give birth to her baby safely. It is 

important for every pregnant woman to monitor and follow up her pregnancy, and that 

could be attained by utilizing ANC services. In order to comply with ANC, the pregnant 

woman need to have adequate knowledge about the importance of ANC services, enhance 
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positive attitudes about ANC, which in turn will be reflected in appropriate practices of 

ANC. Nurses and midwives play a major role in ANC, with adequate knowledge and 

skills, they can provide quality ANC services in monitoring the progress of pregnancy and 

early detection of abnormalities, which will have positive effect on pregnant women and 

increase their utilization of ANC. 

Knowledge, attitudes, and practice about postpartum care 

Postpartum period is a critical stage in the lives of mothers and newborn babies as most 

maternal deaths occur after birth (WHO, 2014), therefore, special care and attention should 

be paid during PP period.  

The results of the present study showed that mothers showed above moderate knowledge 

about PPC. Comparing the results of the current study with other studies, the results 

obtained by Kebede (2019) showed that more than half of study participants had good 

knowledge, and Tesfahun et al. (2014) reported that the majority of the women were aware 

and considered PPC necessary. The majority of study participants knew the importance of 

PPC for their health and their baby health, the importance of vaccination program, and 

knew about the complications that may occur such as vaginal bleeding and elevated body 

temperature. Yadav et al. (2016) found that most of mothers knew about immunization, 

signs of illness in newborn and newborn feeding during antenatal checkups. In contrary, 

maternal knowledge about newborn danger signs was low, breast feeding practice was not 

satisfactory, and maternal knowledge on newborn hygiene care was unsatisfactory, while 

Majumder et al. (2018) found that a small proportion of respondents had good level of 

knowledge about newborn care. 

The results of the study also showed that mothers have above moderate attitudes towards 

ANC. Different results obtained by Majumder et al. (2018) which showed that a small 
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proportion of respondents had good attitude towards newborn care. In addition, the results 

of the study indicated that the majority of participants believe that natural breastfeeding is 

a healthy behavior for the mother and for the baby. in this regard, Vijayalakshmi et al. 

(2015) reported that mothers have good knowledge on breast feeding, but they expressed 

neutral attitudes toward breast feeding, and mothers who were currently breast feeding had 

more positive attitudes than non- breastfeed mothers. 

Furthermore, the results of the study indicated above moderate practice of PPC. Consistent 

results obtained by Tesfahun et al. (2014) who found that more than two-thirds of women 

obtained PPC, and Kebede (2019) found that about two-thirds of participants had good 

practice of newborn care, and Abota and Atenafu (2018) reported that more than three-

fourths of mothers attended postnatal clinic mainly to immunize their baby. 

According to the researcher's opinion, attitudes are very important as positive attitudes 

towards RH will enhance good practices of RH which will be reflected in good outcome of 

pregnancy and reduce complications that may encounter during pregnancy and childbirth.  

Differences in Knowledge, attitudes, and practice related to sociodemographic factors 

The results of the study indicated no statistically significant differences in KAP about RH 

related to age of mothers, work, income, number of pregnancies, and number of deliveries.  

In my opinion, these results are logic, because having adequate knowledge and maintaining 

healthy behaviors of RH is essential for every woman at preconception, during pregnancy 

and after childbirth for her wellbeing and her baby regardless to any factors and any 

circumstances. In this study, all the participants are mothers in the reproductive age, who 

have been pregnant and have babies, therefore, they should have adequate KAP about their 

RH because they gained experience from previous pregnancies and deliveries, and that 

would improve their KAP about RH. Kebede (2019) found that age of the mother and 

https://www.ncbi.nlm.nih.gov/pubmed/?term=Abota%20TL%5BAuthor%5D&cauthor=true&cauthor_uid=29983526
https://www.ncbi.nlm.nih.gov/pubmed/?term=Atenafu%20NT%5BAuthor%5D&cauthor=true&cauthor_uid=29983526
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occupation have significant association with utilization of PPC, and overall knowledge and 

attitude levels have significant association with newborn care practice.  

To enhance access to the PPC services and reduce maternal and neonatal mortality, women 

must receive appropriate education. A study conducted by Wudineh et al. (2018) showed 

that maternal education, monthly income, pregnancy outcomes, and the place of birth were 

closely related to the use of PPC services. 

The results of the study also showed that participants from the north governorate showed 

statistically significant lower KAP about RH than the other governorates.  

In my opinion, the north governorate especially Bet Hanoon and Bet Lahia are considered 

conservative rural areas with many women are belonging to farmer families and working 

in agriculture in their lands, thus, they are not free and do not have adequate time to seek 

knowledge and counselling about RH. In addition, many women marry at younger age in 

in these areas as part of cultural and societal norms, which in turn affect their preparedness 

to acquire KAP about their RH, and most of the new mothers gain their knowledge and 

practice of RH from their mothers or their mothers in law, which mostly based on 

traditions and believes. This result was consistent with the results of Kassa and Yohannes 

(2018) who found that women who are urban residence had significantly higher level of 

knowledge on RH. In addition, Ahirwar (2018) found significant association between place 

of residence and booking status for ANC with higher utilization among urban women 

compared to rural women. Furthermore, Tesfahun et al. (2014) found that place of 

residence, distance from the health institution, ANC visits were factors found to be 

significantly associated with PPC utilization. Also, Abuidhail (2014) found that rural 

Jordanian mothers depended on the cultural health beliefs and knowledge to perform the 

PPC practices. 

https://www.ncbi.nlm.nih.gov/pubmed/?term=Yohannes%20Z%5BAuthor%5D&cauthor=true&cauthor_uid=30486891
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Moreover, the results of the study indicated that participants who had university education 

showed statistically significant higher KAP about RH compared to participants who have 

prep and secondary education. In my opinion, this result is logic.  

I believe that education plays an important role in gaining KAP of RH, because women 

who have higher education are willing to learn, have higher awareness and understanding 

of their health needs in general and RH in particular, therefore, they would have better 

KAP compared to low educated or illiterate women.  

This result was consistent with the result of Kassa and Yohannes (2018) who found that 

women who have secondary and above education level had significantly higher level of 

knowledge on RH, and having secondary and above education is a significant predictor of 

knowledge on PCC. In addition, Ahirwar (2018) reported significant association between 

booking status for ANC and education status of participants as graduate and post graduate 

mothers had significantly higher booking for ANC compared to illiterate and those 

educated up to primary school. It is obvious that education have great effect on the 

practices of pregnant women regarding attaining of ANC regularly during pregnancy. 

Accordingly, Akhtar et al. (2018) reported that there was significant association between 

qualification and KAP of RH.  

On the other hand, some studies reflected different results. Majumder et al. (2018) found 

highly significant statistical association between the knowledge and attitude level and 

socio-demographic characteristics of respondents. Berhan and Gulema (2018) found that 

poor knowledge has strong association with women’s occupation, parity of the women as 

women who were primiparous are more likely to have poor knowledge compared to 

women who were multiparous, and women who had less than four antenatal visits were 

more likely to have poor knowledge than those who visit four times and above. In addition, 

https://www.ncbi.nlm.nih.gov/pubmed/?term=Yohannes%20Z%5BAuthor%5D&cauthor=true&cauthor_uid=30486891
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Zhou et al. (2019) found that age was significantly associated with the use of RH 

education, and the average monthly income had a significant beneficial effect on the use of 

free RH examinations. Abota and Atenafu (2018) reported that some factors that decrease 

the utilization of PPC services such as lack of information which was considered a main 

reason for not following PPC, working women were less likely to attend for PPC, while 

women who were aware of problems that may occur during postnatal period were more 

likely to attend PPC. In addition, married women who followed ANC were more likely to 

attend PPC compared with those who did not attend ANC at all. Furthermore, Mukonka 

(2018) found that the main factor that hindered attendance to PPC included lack of advice 

given by midwives to return for PPC. Awareness of PPC services, mothers' educational 

level and growth monitoring all promoted utilization of PPC. These results have 

implications for training and practice; therefore, nursing schools should emphasize the 

importance of postnatal care and, and in practice, supervisors should ensure that mothers 

are appointed for PPC.  

In my opinion, PPC is very important for monitoring the health status of the mother and 

her baby. In addition, through PPC, health problems would be detected early and 

appropriate interventions would be implemented, which will prevent and reduces maternal 

and neonatal morbidity and mortality. Therefore, all the mothers should receive PPC 

regardless of their sociodemographic factors and cultural background. 
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Chapter Five 

Conclusion and Recommendations 

5.1 Conclusion 

The main objective of this study was to assess KAP of mothers for RH services in GS 

based on mothers' perspectives.  

The results of the study revealed that the study participants have moderate degree of 

knowledge, above moderate positive attitude, and moderate level of practice about 

preconception care. Also, the results indicated above moderate degree of knowledge, above 

moderate positive attitude, and high level of practices about ANC during pregnancy. 

Furthermore, the results showed moderate degree of knowledge, above moderate positive 

attitudes, and above moderate practices about PPC.  

The results indicated that there were no statistically significant differences in KAP about 

RH related to mothers' age, work, income, number of pregnancies, and number of 

deliveries. In addition, participants from the north governorate showed statistically 

significant lower KAP about RH compared to other governorates, while participants who 

had university education showed statistically significant higher KAP about RH compared 

to participants who have prep and secondary education. 

Generally, the study revealed that mother have low level of practice regarding 

preconception care, moderate knowledge regarding antenatal care and moderate practice 

for postnatal practice.  
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5.2 Recommendations 

In the light of the study results, the researcher recommends the following: 

 Monitoring and evaluating the reproductive health services provided at primary 

health care centers in Gaza Strip. 

 Empowering and engaging community institutions (such as Red Crescent), 

UNRWA in campaigns to integrate the efforts about reproductive health. 

 The need to include reproductive health in young age at secondary school as part of 

increase awareness about the importance of reproductive health as part of general 

health. 

 Further studies should be conducted a barrel study at UNRWA, and private sector 

as comparison study to present study. 

 Further studies should be conducted to identify factors that affect the utilization of 

maternal reproductive health care services. 

 Conduct further studies to determine knowledge, attitudes, and practice of 

reproductive health at UNRWA and private sectors. 
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Annexes  

Annex (1): List of experts 

Name  Place of work 

Dr. Hamza Abdeljawad Palestine College of Nursing 

Dr. Ahmad Nijm Al Azhar University 

Dr. Yousef Fahajan Al Najjar Hospital 

Dr. Abed Al Kareem Radwan Islamic University – Gaza 

Dr. Ahmed Al Shaer Islamic University – Gaza 

Dr. Mysoon Abd El Aziz Islamic University – Gaza  
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Annex (2): Sample size calculation 

Determine Sample Size 

Confidence Level: 95% 99% 

Confidence Interval: 5
 

Population: 11440
 

       

Sample size needed: 
 

  372 

 

Number of women who received ANC and PPC at governmental PHCCs in GS 

Year  2018 2017 2016 Average  

Pregnant women who received antenatal care 17,266 16,350 16,332 16,649 

Number of women who received postpartum 

care 

12,500 11,900 9,920 11,440 
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Annex (3): Consent form 

 انفاضهت:  انسيذة

 وبركاته الله ورحًت عهيكى انسلاو

 أَب انطبنجخ/ طبثشٍٚ خهٛم جشاد ، يهزحمخ ثجشَبيج يبجغزٛش طحخ الأو ٔانطفم ثجبيؼخ انمذط أثٕ دٚظ.

ٙ رٓذف إنٗ انزؼشف ػهٗ يغزٕٖ ثٍٛ أٚذٚكى اعزجبَخ خبطخ ثشعبنخ انًبجغزٛش انزٙ ألٕو ثئجشائٓب ْٔ

انًؼشفخ ٔالارجبْبد ٔانًًبسعبد نذٖ الأيٓبد انًزشدداد ػهٗ ػٛبداد انظحخ الإَجبثٛخ فٙ يشاكض 

 انشػبٚخ الأٔنٛخ انحكٕيٛخ فٙ لطبع غضح.

ٚشجٗ الاعزجبثخ ػهٗ جًٛغ فمشاد الاعزجبَخ ثشكم أيٍٛ، حٛش أَّ لا رٕجذ إجبثبد خبؽئخ ٔنكٍ إجبثزك 

ٚك انشخظٙ، يغ انؼهى أٌ انًؼهٕيبد انزٙ عٛزى جًؼٓب عٕف رغزخذو لأغشاع انجحش رؼجش ػٍ سأ

 انؼهًٙ فمؾ، ٔلا داػٙ نكزبثخ اعًك انشخظٙ.

 

 أشكشكى ػهٗ حغٍ رؼبَٔكى ،،،

 انباحثت                                                                       

 صابرين جراد                                                                    

  856...592.جىال :                                                                
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Annex (4): Knowledge, Attitudes, and Practice about Reproductive Health 

Questionnaire (Arabic Version) 

ت والاتجاهاث وانًًارساث نذي الأيهاث انًتردداث عهً عياداث انصحت استبانت خاصت بانًعرف

 الإنجابيت في يراكز انرعايت الأونيت انحكىييت في قطاع غزة 

 انًحىر الأول: انبياناث انشخصيت وبياناث انحًم وانىلادة:

 .......... عُخ انؼًش: .1

 انشًبل غضح   انٕعطٗ   خبََٕٛظ    سفح      يكبٌ انغكٍ: .2

 يطهمخ أسيهخ    يزضٔجخ       انحبنخ الاجزًبػٛخ: .3

 رؼًم / يٕظفخ    سثخ ثٛذ       انؼًم: .4

 جبيؼٙ صبَٕ٘   إػذاد٘   اثزذائٙ فألم     انًؤْم انؼهًٙ: .5

 .......... شٛكم انذخم انشٓش٘: .6

 ...........  ػذد يشاد انحًم: .7

 ........... ػذد يشاد انٕلادح: .8

ػذد يشاد  .9

 جٓبع:الإ
........... 

 

 لا َؼى ْم رؼبٍَٛ يٍ أيشاع يضيُخ؟ .10

 إرا كبَذ الإجبثخ )َؼى(، حذد٘ َٕع انًشع.................................................... .11

 

انسيذة انفاضهت 22 يرجً الإجابت عهً جًيع فقراث الاستبانت بكم أيانت ورنك بهذف انحصىل عهً 

 تساعذنا في تطىير انرعايت انصحيت نك ونطفهك2 يعهىياث دقيقت

 انًحىر انثاني: فترة يا قبم انحًم  

 الإجاباث فترة يا قبم انحًم

 يذي انًعرفت بانًعهىياث راث انعلاقت بانحًم

أوافق 

بذرجت 

 عانيت

 أوافق

 لا 

 أوافق

    عُخ. 18رٕجذ خطٕسح فٙ انحًم إرا كبٌ ػًش الأو ألم يٍ  1

    عُخ فًب فٕق. 35ٙ انحًم إرا كبٌ ػًش الأو رٕجذ خطٕسح ف 2

3 
رٕجذ خطٕسح فٙ انحًم ػُذيب ٚكٌٕ ٔصٌ الأو لهٛم )كزهخ انجغى 

 ألم يٍ انطجٛؼٙ(.
  

 

    رٕجذ خطٕسح فٙ انحًم ػُذيب ٚكٌٕ ٔصٌ الأو كجٛش )انغًُخ(. 4

    ٚؼزجش انحًم خطشاً ػهٗ الايٓبد ػُذيب رحًم ثزٕأو أٔ أكضش. 5

    ذو انًجبػذح ثٍٛ انحًٕلاد إنٗ حذٔس فمش انذو نذٖ الأو.ٚؤد٘ ػ 6

    ٚؤد٘ ػذو انًجبػذح ثٍٛ انحًٕلاد إنٗ رشِٕ خهمٙ نهجٍُٛ. 7

    ٚؤد٘ ػذو انًجبػذح ثٍٛ انٕلاداد إنٗ َضٚف ثؼذ انٕلادح. 8

9 
ارجبع َظبو غزائٙ يزٕاصٌ لجم انحًم ٚؼزجش ػشٔس٘ نهًشأح 

 انحبيم.
  

 

   حًغ انفٕنٛك لجم انحًم ٚمهم يٍ يخبؽش حذٔس  رُبٔل ألشاص 10
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 رشْٕبد خهمٛخ نهجٍُٛ.

 الاتجاهاث نحى انحًم

أوافق 

بذرجت 

 عانيت

 أوافق

 لا 

 أوافق

1 
أػزمذ أٌ أخز انًشٕسح يٍ ػٛبدح الأيٓبد لجم انحًم ٚغبػذ فٙ 

 رٓٛئزٙ جغذٚبً َٔفغٛبً نهحًم.
  

 

2 
م انحًم ٚمهم يٍ أػزمذ أٌ أخز انًشٕسح يٍ ػٛبدح الأيٓبد لج

 ايكبَٛخ حذٔس يؼبػفبد أصُبء انحًم.
  

 

3 
أػزمذ أٌ انشػبٚخ انظحٛخ لجم انحًم نٓب أصبس إٚجبثٛخ ػهٗ انحًم 

 ٔانٕلادح.
  

 

4 
أػزمذ ثؼشٔسح إجشاء فحٕطبد ؽجٛخ )ػغؾ انذو، انغكش( لجم 

 حذٔس انحًم.
  

 

5 
 أػزمذ ثؼشٔسح إجشاء فحض انًٕٓٛغهٕثٍٛ فٙ انذو لجم حذٔس

 انحًم.
  

 

    أػزمذ ثؼشٔسح إجشاء فحض فظٛهخ انذو لجم حذٔس انحًم. 6

 لا أحيانا   دائًا   انًًارساث راث انعلاقت بانحًم

    ألٕو ثضٚبسح ػٛبدح يب لجم انحًم لجم حذٔس انحًم. 1

    ألٕو ثئجشاء فحض انًٕٓٛغهٕثٍٛ فٙ انذو لجم انحًم. 2

    انحًم.ألٕو ثئجشاء فحض فظٛهخ انذو لجم  3

    ألٕو ثئجشاء فحض انغكش فٙ انذو لجم حذٔس انحًم. 4

    ألٕو ثمٛبط ػغؾ انذو لجم حذٔس انحًم. 5

    ألٕو ثئجشاء فحٕطبد نهمهت لجم حذٔس انحًم. 6

    أرُبٔل ألشاص حًغ انفٕنٛك ثبَزظبو لجم حذٔس انحًم. 7

    أرُبٔل ٔججبد غزائٛخ يزٕاصَخ لجم حذٔس انحًم. 8

9 
أيبسط انشٚبػخ )أ٘ َٕع .. يشٙ، رًبسٍٚ سٚبػٛخ ...( لجم 

 حذٔس انحًم.
  

 

 

 انًحىر انثانث: خلال فترة انحًم 

 الإجاباث خلال فترة انحًم

 يذي انًعرفت بانحاجت نهرعايت انصحيت خلال فترة انحًم

أوافق 

بذرجت 

 عانيت

 أوافق

 لا 

 أوافق

    شاكض انشػبٚخ الأٔنٛخ.أػشف ثٕجٕد ػٛبداد نشػبٚخ انحٕايم فٙ ي 1

2 
أػشف أٌ ػٛبداد سػبٚخ انحٕايم رمذو خذيبد ٔسػبٚخ طحٛخ 

 نهحٕايم ثشكم ٕٚيٙ.

 
  

3 
أػشف أٌ انضٚبساد انذٔسٚخ نؼٛبداد سػبٚخ انحٕايم ػشٔسٚخ نزًش 

 فزشح انحًم ثشكم آيٍ نٙ ٔنطفهٙ.

 
  

4 

أػشف أٌ ػٛبداد سػبٚخ انحٕايم رمذو خذيخ انفحٕص انًخجشٚخ 

ٔانجغًٛخ خلال فزشح انحًم )فحض انذو، فحض انجٕل، انضلال، فحض 

 انغكش، انٕصٌ، انطٕل(.

 

  

5 
أػشف أٌ ػٛبداد سػبٚخ انحٕايم رمذو خذيخ يزبثؼخ رطٕس انجٍُٛ 

 خلال فزشح انحًم.

 
  

    أػشف أٌ انحًم ثزٕأو أٔ أكضش ٚظُف كحًم خطش. 6

7 
يبد انخطش ػهٗ أػشف أٌ رغشة انغبئم انًٓجهٙ ٚؼزجش يٍ ػلا

 انحًم.
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    أػشف أٌ انُضٚف انًٓجهٙ ٚؼزجش يٍ ػلايبد انخطش ػهٗ انحًم . 8

9 
أػشف أٌ ارجبع َظبو غزائٙ يزٕاصٌ أصُبء انحًم ٚؼزجش ػشٔس٘ نٙ 

 ٔنهجٍُٛ.

 
  

 انحاني الاتجاهاث نحى انحًم

أوافق 

بذرجت 

 عانيت

 أوافق

 لا 

 أوافق

    انُبحٛخ انجغذٚخ ٔانُفغٛخ.نمذ كُذ يغزؼذح نٓزا انحًم يٍ  1

2 
أػزمذ ثؼشٔسح الانزضاو ثًٕاػٛذ انضٚبساد نؼٛبدح سػبٚخ انحٕايم أصُبء 

 انحًم.

 
  

3 
أػزمذ أٌ انًًشػبد / انمبثلاد فٙ ػٛبدح سػبٚخ انحٕايم ًٚزهكٍ 

 انًٓبسح ٔانكفبءح نزمذٚى انشػبٚخ انظحٛخ انًطهٕثخ.

 
  

4 
نزٙ رمذيٓب ػٛبداد سػبٚخ انحٕايم أػزمذ أٌ خذيبد انشػبٚخ انظحٛخ ا

 يفٛذح نٙ.

 
  

    أػزمذ ثؼشٔسح إجشاء لٛبط ػغؾ انذو ثشكم دٔس٘ أصُبء انحًم. 5

    أػزمذ ثؼشٔسح إجشاء فحض يغزٕٖ انغكش فٙ انذو أصُبء انحًم. 6

    أػزمذ ثؼشٔسح إجشاء فحض انًٕٓٛغهٕثٍٛ ثشكم دٔس٘ أصُبء انحًم. 7

8 
ٔججبد غزائٛخ يزٕاصَخ أصُبء انحًم نهًحبفظخ أػزمذ ثؼشٔسح رُبٔل 

 ػهٗ طحزٙ ٔطحخ انجٍُٛ.

 
  

 لا أحيانا   دائًا   انًًارساث راث انعلاقت بانحًم انحاني

    ألٕو ثضٚبسح ػٛبدح سػبٚخ انحٕايم ثبَزظبو حغت انًٕاػٛذ انًحذدح نٙ. 1

2 
ٚزى إجشاء فحض انًٕٓٛغهٕثٍٛ فٙ انذو خلال صٚبسرٙ نؼٛبدح سػبٚخ 

 انحٕايم.

 
  

3 
أرجغ انزؼهًٛبد ٔالإسشبداد انزٙ رمذيٓب نٙ انًًشػبد /انمبثلاد فٙ 

 ػٛبدح سػبٚخ انحٕايم.

 
  

4 
ٚزى إجشاء فحض يغزٕٖ انغكش فٙ انذو خلال صٚبسرٙ نؼٛبدح سػبٚخ 

 انحٕايم.

 
  

    ٚزى لٛبط ػغؾ انذو خلال صٚبسرٙ نؼٛبدح سػبٚخ انحٕايم. 5

    صٌ خلال صٚبسرٙ نؼٛبدح سػبٚخ انحٕايم.ٚزى لٛبط انطٕل ٔانٕ 6

    ٚزى فحض حشكخ انجٍُٛ خلال صٚبسرٙ نؼٛبدح سػبٚخ انحٕايم. 7

    ٚزى لٛبط اسرفبع انشحى خلال صٚبسرٙ نؼٛبدح سػبٚخ انحٕايم. 8

9 
أَب يغزًشح فٙ رُبٔل ألشاص حًغ انفٕنٛك ٔانحذٚذ ثبَزظبو خلال 

 فزشح انحًم.

 
  

10 
ثذٌٔ ٔطفخ ؽجٛخ خلال فزشح انحًم )أكبيٕل، يغكُبد، أرُبٔل أدٔٚخ 

 يؼبداد حٕٛٚخ(.

 
  

    أرُبٔل ٔججبد غزائٛخ يزٕاصَخ خلال فزشح انحًم. 11

    أيبسط أ٘ َٕع يٍ إَٔاع انشٚبػخ ثشكم يُزظى خلال فزشح انحًم. 12

 

 انًحىر انرابع: فترة يا بعذ انىلادة 

 الإجاباث فترة يا بعذ انىلادة

 نًعرفت بانحاجت نهرعايت انصحيت بعذ انىلادةيذي ا

أوافق 

بذرجت 

 عانيت

 أوافق

 لا 

 أوافق

1 
أػشف أَّ رٕجذ ػٛبداد نًزبثؼخ الأيٓبد ثؼذ انٕلادح فٙ يشاكض 

 انشػبٚخ الأٔنٛخ.
  

 

   أػشف أٌ انضٚبساد انذٔسٚخ نؼٛبداد يزبثؼخ الأيٓبد ثؼذ انٕلادح  2
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 ػشٔسٚخ نظحزٙ ٔنظحخ ؽفهٙ.

3 
أٌ انًزبثؼخ انًُزظًخ فٙ ػٛبداد يزبثؼخ الأيٓبد ثؼذ انٕلادح أػشف 

 رؤد٘ لاكزشبف انًؼبػفبد انزٙ لذ رحذس ثؼذ انٕلادح لجم رفبلًٓب.
  

 

4 
أػشف أٌ يؼبػفبد انٕلادح لذ رحذس خلال انفزشح انحغبعخ ٔانزٙ 

 رًزذ نغزخ أعبثٛغ ثؼذ انٕلادح.
  

 

5 
ًش( ٚؼزجش يٍ انًؼبػفبد أػشف أٌ اعزًشاس انُضٚف انًٓجهٙ )دو أح

 انزٙ لذ رحذس ثؼذ انٕلادح.
  

 

6 
أػشف أٌ اسرفبع دسجخ حشاسح انجغى ٚؼزجش يٍ انًؼبػفبد انزٙ لذ 

 رحذس ثؼذ انٕلادح.
  

 

7 
أػشف أٌ ارجبع َظبو غزائٙ يزٕاصٌ ثؼذ انٕلادح ٚؼزجش ػشٔس٘ نٙ 

 ٔنطفهٙ.
  

 

8 
ٛى ٔيزبثؼخ انًُٕ أػشف أٌ يشاكض انشػبٚخ الأٔنٛخ رمذو خذيخ انزطؼ

 نطفهٙ.
  

 

    أػشف أَّ ٚزٕجت ػهٙ الانزضاو ثجذٔل انزطؼًٛبد انًحذد ثذلخ. 9

 الاتجاهاث نحى انرعايت انصحيت بعذ انىلادة

أوافق 

بذرجت 

 عانيت

 أوافق

 لا 

 أوافق

    أػزمذ ثؼشٔسح انًزبثؼخ فٙ يشاكض انشػبٚخ الأٔنٛخ ثؼذ انٕلادح. 1

2 
ًًشػبد / انمبثلاد فٙ رمذٚى انشػبٚخ انظحٛخ أصك فٙ لذسح ٔكفبءح ان

 انًطهٕثخ نٙ ٔنطفهٙ.
  

 

3 
أػزمذ أٌ إجشاء انفحض انًٓجهٙ ػشٔس٘ نهزأكذ يٍ علايخ انًٓجم 

 ٔلُبح انٕلادح.
  

 

4 
أػزمذ أٌ إجشاء فحض انضذ٘ ػشٔس٘ لاكزشبف أ٘ يشبكم لذ رؼٛك 

 ػًهٛخ انشػبػخ انطجٛؼٛخ.
  

 

    ػغؾ انذو ثشكم دٔس٘ ثؼذ انٕلادح. أػزمذ ثؼشٔسح إجشاء لٛبط 5

    أػزمذ ثؼشٔسح إجشاء فحض يغزٕٖ انغكش فٙ انذو ثؼذ انٕلادح. 6

    أػزمذ ثؼشٔسح إجشاء فحض انًٕٓٛغهٕثٍٛ ثشكم دٔس٘ ثؼذ انٕلادح. 7

8 
أػزمذ ثؼشٔسح رُبٔل ٔججبد غزائٛخ يزٕاصَخ ثؼذ انٕلادح نهًحبفظخ 

 ػهٗ طحزٙ ٔطحخ ؽفهٙ.
  

 

9 
مذ ثؼشٔسح إػطبء انزطؼًٛبد نطفهٙ حغت انجذٔل انًحذد فٙ أػز

 انؼٛبدح.
  

 

    أػزمذ أٌ انشػبػخ انطجٛؼٛخ رؼزجش يٍ انًًبسعبد انظحٛخ نٙ ٔنطفهٙ. 10

 لا أحيانا   دائًا   انًًارساث انصحيت راث انعلاقت بفترة يا بعذ انىلادة

1 
ح ثبَزظبو حغت ألٕو ثبنًشاجؼخ فٙ ػٛبدح يزبثؼخ الأيٓبد ثؼذ انٕلاد

 انًٕاػٛذ انًحذدح.
  

 

2 
ٚزى إجشاء فحض انًٕٓٛغهٕثٍٛ فٙ انذو فٙ ػٛبدح يزبثؼخ الأيٓبد ثؼذ 

 انٕلادح.
  

 

3 
ٚزى إجشاء فحض يغزٕٖ انغكش فٙ انذو فٙ ػٛبدح يزبثؼخ الأيٓبد ثؼذ 

 انٕلادح.
  

 

    ٚزى لٛبط ػغؾ انذو فٙ ػٛبدح يزبثؼخ الأيٓبد ثؼذ انٕلادح. 4

    ى لٛبط دسجخ حشاسرٙ فٙ ػٛبدح يزبثؼخ الأيٓبد ثؼذ انٕلادح.ٚز 5

6 
ٚزى إجشاء فحض يٓجهٙ نهزأكذ يٍ علايخ انًٓجم ٔلُبح انٕلادح فٙ ػٛبدح 

 يزبثؼخ الأيٓبد ثؼذ انٕلادح.
  

 

7 
ٚزى إجشاء فحض انضذ٘ نهزأكذ يٍ ػذو ٔجٕد رشممبد لذ رؼٛك ػًهٛخ 

 انشػبػخ انطجٛؼٛخ نطفهٙ.
  

 

    لٛبط اسرفبع انشحى فٙ ػٛبدح يزبثؼخ الأيٓبد ثؼذ انٕلادح.ٚزى  8

9 
ٚزى يزبثؼخ انًُٕ )لٛبط انطٕل ٔانٕصٌ ٔيحٛؾ انشأط( نطفهٙ فٙ ػٛبدح 

 يزبثؼخ الأيٓبد ثؼذ انٕلادح.
  

 

    أرجغ جذٔل انزطؼًٛبد نطفهٙ حغت انًٕاػٛذ انًحذدح. 10
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    ٚزى لٛبط دسجخ حشاسح ؽفهٙ فٙ ػٛبدح يزبثؼخ الأيٓبد ثؼذ انٕلادح. 11

    ألٕو ثغغم انضذ٘ ٔانزأكذ يٍ َظبفزّ يجبششح لجم إسػبع ؽفهٙ. 12

13 
ألٕو ثغغم يُطمخ انًٓجم ثبنًبء ٔانظبثٌٕ ػذح يشاد فٙ انٕٛو ٔػُذ 

 اعزؼًبل انحًبو. 
  

 

    دح.أرُبٔل ٔججبد غزائٛخ يزٕاصَخ ثؼذ انٕلا 14

15 
أيبسط انزًبسٍٚ انشٚبػخ / انًشٙ ثشكم يُزظى ثؼذ انٕلادح نشذ 

 ػؼلاد انجطٍ.
  

 

 

 أشكركى عهً حسن تعاونكى ،،،
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Annex (5): Knowledge, Attitudes, and Practice about Reproductive Health 

Questionnaire (English Version) 

Dear participant .. would you please respond to all the following items. 

Preconception phase 

No. Knowledge    
Strongly 

agree 
Agree Disagree 

1 
Pregnancy is risky if mother’s age less than 18 

years. 
   

2 
Pregnancy is risky if mother’s age more than 35 

years. 
   

3 
Pregnancy is risky if mother’s weight (BMI) is 

low. 
   

4 Pregnancy is risky if the mother was obese.    

5 Pregnancy is risky in case of twin's pregnancy.    

6 
Decrease the distance between pregnancies cause 

anemia for the mother. 
   

7 
Decrease the distance between pregnancies leads 

to congenital anomalies. 
   

8 
Decrease the distance between pregnancies leads 

to postpartum hemorrhage. 
   

9 
It is essential for the mother to eat balanced meals 

before pregnancy. 
   

10 
Consumption of folic acid before pregnancy 

decreases the risk of fetal anomalies. 
   

No. Attitude   
Strongly 

agree 
Agree Disagree 

1 

I believe that consultation with the preconception 

clinic is helpful to prepare myself for pregnancy 

physically and psychologically. 

   

2 

I believe that consultation with the preconception 

clinic decrease the chance of complications during 

pregnancy. 

   

3 I believe that preconception healthcare has    
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positive effects on pregnancy and delivery. 

4 

I believe that it is necessary to do medical 

investigations (such as BP, glucose level) before 

pregnancy. 

   

5 
I believe that it is necessary to check hemoglobin 

level before pregnancy. 
   

6 
I believe that it is necessary to check blood group 

before pregnancy. 
   

No. Practice    
Strongly 

agree 
Agree Disagree 

1 
I visited the preconception clinic before getting 

pregnant. 
   

2 
I checked my hemoglobin level before getting 

pregnant. 
   

3 I checked my blood group before getting pregnant    

4 
I check my blood glucose level before getting 

pregnant. 
   

5 I check my blood pressure before getting pregnant.    

6 
I made heart investigations before getting 

pregnant.  
   

7 
I take folic acid tablets regularly before getting 

pregnant. 
   

8 
I take balanced meals regularly before getting 

pregnant. 
   

9 
I make exercise / sport activities before getting 

pregnant. 
   

 

Pregnancy phase 

No. Knowledge    
Strongly 

agree 
Agree Disagree 

1 
I know about presence of antenatal clinics at 

PHCCs
*
 

   

2 I know that antenatal clinics provide health    
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services to pregnant women every day. 

3 
I know that regular visits to the antenatal clinic are 

necessary for the safety of me and my baby.  
   

4 

I know that antenatal clinics provide physical and 

lab. tests during pregnancy (blood analysis, urine 

analysis, albumen, blood glucose, weight, height).   

   

5 
I know that antenatal clinics provide follow up 

care to the fetus during pregnancy. 
   

6 
I know that being pregnant with twins is 

considered risky pregnancy. 
   

7 
I know that leakage of vaginal fluid is a risk factor 

of pregnancy. 
   

8 
I know that vaginal bleeding is a risk factor of 

pregnancy. 
   

9 
I know that taking balanced meals is necessary for 

me and my fetus. 
   

No. Attitude   
Strongly 

agree 
Agree Disagree 

1 
I have been ready for this pregnancy physically 

and psychologically. 
   

2 
I believe that it is necessary to be committed to the 

appointments at antenatal clinic. 
   

3 
I believe that the nurses and midwives at antenatal 

clinic are skillful to provide the needed care. 
   

4 
I believe that the health services provided at 

antenatal clinic are beneficial for me. 
   

5 
I believe that it is essential to check my blood 

pressure regularly during pregnancy. 
   

6 
I believe that it is essential to check my blood 

glucose level during pregnancy. 
   

7 
I believe that it is essential to check my blood 

hemoglobin regularly during pregnancy. 
   

8 
I believe that it is essential to take balanced meals 

during pregnancy for my health and ma fetus. 
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No. Practice    
Strongly 

agree 
Agree Disagree 

1 
I visit the antenatal clinic regularly according to 

the designed appointments. 
   

2 
The nurse checks my hemoglobin during my visit 

to the antenatal clinic.  
   

3 
I follow the instructions that the nurse / midwife 

provide to me at antenatal clinic. 
   

4 
The nurse checks my blood glucose during my 

visit to antenatal clinic. 
   

5 
The nurse checks my blood pressure during my 

visit to antenatal clinic. 
   

6 
The nurse checks my height and weight during my 

visit to antenatal clinic. 
   

7 
The nurse checks fetal movement during my visit 

to antenatal clinic. 
   

8 
The nurse checks my uterus height during my visit 

to antenatal clinic. 
   

9 
I continue taking folic acid and iron supplement 

during pregnancy. 
   

10 
I take medication without prescription during 

pregnancy (Acamol, analgesics, antibiotics).  
   

11 I eat balanced meals during pregnancy.    

12 I practice any type of exercise during pregnancy.    
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Postpartum phase 

No. Knowledge    
Strongly 

agree 
Agree Disagree 

1 I know that postnatal clinics are present in PHCCs.    

2 
I know that regular visits to postnatal clinic are 

essential for my health and my baby health. 
   

3 
I know that regular visits to postnatal clinic are 

essential to discover postpartum complications. 
   

4 
I know that postpartum complications could occur 

up to 6 weeks after delivery. 
   

5 
I know that continuity of vaginal bleeding (red 

blood) is a postpartum complication. 
   

6 
I know that elevated body temperature is a 

postpartum complication. 
   

7 
I know that following a balanced diet is essential 

for me and my baby. 
   

8 
I know that PHCCs provide vaccination and 

follow up of the growth of my baby. 
   

9 
I know that I have to be committed to the 

vaccination program.  
   

No. Attitude   
Strongly 

agree 
Agree Disagree 

1 
I believe that it is necessary to follow up at PHCC 

after delivery. 
   

2 

I am confident in the nurses and midwives’ skills 

and abilities to provide the needed health care to 

me and to my baby. 

   

3 
I believe that it is necessary to have vaginal exam 

to ensure the safety of vagina and birth canal. 
   

4 

I believe that it is necessary to have breast exam to 

discover any problem that may disrupt natural 

breastfeeding.  

   

5 
I believe that it is necessary to check my blood 

pressure after delivery. 
   

6 
I believe that it is necessary to check my blood 

glucose after delivery. 
   

7 
I believe that it is necessary to check my 

hemoglobin after delivery. 
   

8 

I believe that it is necessary to have balanced 

meals after delivery to maintain good health for 

me and for my baby. 
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9 
I believe that it is necessary to vaccinate my baby 

according to the vaccination program. 
   

10 
I believe that natural breastfeeding is a healthy 

behavior for me and for my baby. 
   

No. Practice    
Strongly 

agree 
Agree Disagree 

1 
I follow up at postnatal clinic regularly according 

to appointments. 
   

2 I check my hemoglobin at postnatal clinic.    

3 I check my blood glucose at postnatal clinic.    

4 I check my blood pressure at postnatal clinic.    

5 I check my temperature at postnatal clinic.    

6 
The nurse / midwife performs vaginal exam at 

postnatal clinic. 
   

7 
The nurse / midwife perform breast exam for 

ulcers that may disrupt natural breastfeeding. 
   

8 
The nurse / midwife checks the uterus level at 

postnatal clinic. 
   

9 
The nurse / midwife check growth development of 

my baby (weight, height, head circumference). 
   

10 I commit to the vaccination program for my baby.    

11 
The nurse / midwife checks the temperature of my 

baby at postnatal clinic. 
   

12 
I clean my breasts immediately before 

breastfeeding. 
   

13 
I wash vaginal area with soap and water many 

times during the day and after toilet. 
   

14 I take balanced meals after delivery.    

15 
I make exercises / walking regularly after delivery 

to strengthen abdominal muscles 
   

 

 

 



114 

Annex (6): Approval from Helsinki Committee 
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Annex (7): Approval from Ministry of Health 
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 عنوان الدراسة: المعرفة والاتجاه والممارسة لمصحة الإنجابية لدى الأمهات المترددات عمى مراكز 

 الرعاية الأولية الحكومية في قطاع غزة.

 إعداد: صابرين خميل جراد

 إشراف: د. عريفة الكسيح

 ممخص الدراسة
حةهح رررا ة رررجا حطف  حةدفرررذه اررر ست ارررتق حة لح رررا  ةررر  ت  ررر   تعتبرررل حة رررجا حة أحب رررا نجررر  حة    رررحت

حة علسرررا  حاتأرررحق  حة  حل رررا ةا رررجا حة أحب رررا ةررر   حط هرررحت حة ترررل  حت  اررر   لح ررر  حةل ح رررا حط ة رررا 
حةج    ا س   جحسظحت غ ة،  تف ح تخ حف حة ر ه  حة  رف  سر  ارتق حة لح راه ت   رت    را حة لح را  ر  

 ا   لح   حةل ح ا حط ة ا حةج    ا بغلض حةل ح ا حة ج ا بعر  حةر ا ةه     حط هحت حة تل  حت 273
ةأ رررل حةب ح رررحت، لح رررت حةبحج رررا بة ررر ح  ح رررتبح ا ة علسرررا   رررت   حة علسرررا  حاتأرررحق  حة  حل رررا ةا ررررجا 
حة أحب ررا،  لرر  تررف ت   ررل حا ررتبح ا  ارر   أ   ررا  رر  حةخبررلحا بهرر ة حختبررحل  رر   حا ررتبح ا،   ررح تررف 

ن رلنة بهر ة حةتد ر   ر   برحت حا رتبح ا، ج رث بارك  عح رذ  ل  برح   23ح را ح رتدي  ا   ار  حأرلحا  ل 
ه ةتجا ذ حةب ح حت ح تخ  ت حةبحج را بل رح   حةرل ف حةج رح  ا 3.ه3نةفح ةأ  ل نبعح  حا تبح ا ن  ل    

SPSS (22) ت ر ، - رح ،  تف ح تخ حف حةت لحلحت، حة  ب حة    ا، حة ت  دحت، حختبرحل تت،، حختبرحل 
  حختبحل حةتبح   حطجح يه

 32 – 30%    حط هحت حة شحل حت س  حة لح ا تلح جت ن  رحلا  بر   3ه.2ب  ت  تح   حة لح ا ن  
% لبرررحت 2ه.5% جح ررريت  اررر  حةشرررهح ة حةأح ع رررا، 3ه22% ن هررر  حةتعاررر ف حة رررح  ي  5ه23 ررر ا، 
%  ر  حط هرحت تلح جرت 2ه23شر  ذ سر  حةشرهله ن  رح   3333% ةر  ه   خرذ نلرذ  ر  3ه73ب  ت، 

%  ر  حط هرحت  ح رت ن ذ  ا ة ةهر ، 3ه27 رلحت، سر  جر   ن   2 – 2     لحت حةج ذ ة  ه  ب   
%    حط هحت ة س ة  ه  تحل خ  ل   طي  ر  .ه57%  ح  ة  ه   أهحض  حب ،   ح ن  .ه22

 حط لحض حة    اه

 ررت حة تررح    أرر     ررت    ت  ررد  رر  حة علسررا بحة  رربا ةال ح ررا حة ررج ا سرر  ستررلة  ررح لبررذ حةج ررذ، س رر  ب 
%،،    ررررت    ت  ررررد  رررر  73؛ 32ه3%،،   ررررت   سرررر   حة ت  ررررد سرررر  حاتأررررحق تف= 3.؛ .ه3تف= 

%،ه بحة  ررربا ةال ح رررا حة رررج ا خررريذ سترررلة حةج رررذ، س ررر  ب  رررت حة ترررح    أررر   25؛ 77ه3حة  حل رررا تف= 
   سر   حة ت  رد سر  حاتأرحق تف= %،،   ت73؛ .3ه3  ت     ت   س   حة ت  د س  حة علسا تف= 

،ه بحة  رربا ةال ح ررا حة ررج ا .ه3.؛ 3.ه3%،،   أرر     ررت    ررحذ  رر  حة  حل ررا تف= 2ه.7؛ 32ه3
%،، 2ه72؛ .3ه3 رررح بعررر  حةررر ا ة، س ررر  ب  رررت حة ترررح    أررر     رررت   سررر   حة ت  رررد سررر  حة علسرررا تف= 
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  حة ت  ررد سرر  حة  حل ررا %،،   أرر     ررت   سرر  .7؛ 33ه3  ررت   سرر   حة ت  ررد سرر  حاتأررحق تف= 
 %،ه  73؛ .3ه3تف= 

 نظهرلت  تررح   حة لح ررا  رر ف  أرر   سررل   تحت  اةررا  ج ررح  ا سرر  حة علسررا  حاتأررحق  حة  حل ررا ةا ررجا 
 حة أحب ا تع   ة ذ      ل حط هحت، حةع ذ، حة خذ حةشهلي،      لحت حةج ذ       لحت حة ا ةه 

سرر  حة ررحب   ررح  ةرر  ه    ررت   حة علسررا بحةل ح ررا  ررح لبررذ   ب  ررت حة تررح   ن  حط هررحت حةيترر  نأه رر 
حةج رررذ ن اررر ،    رررت   ن اررر   ررر  حاتأرررحق  جررر  حةل ح رررا  رررح لبرررذ حةج رررذ  حةل ح رررا بعررر  حةج رررذ   حل رررا 

 بحط هحت حطخل حت، س  ج   ةف ت أ  سل   س  حة  حل اه 

ةا ررجا حة أحب ررا  ررح  ن  رر   سرر  حة  حبررذ نظهررلت  تررح   حة لح ررا ن    ررت   حة علسررا  حاتأررحق  حة  حل ررا
ة   حط هحت س   جحسظا شر حذ غر ة   حل را بحة جحسظرحت حطخرل ، سر  جر   ن  حط هرحت ت حت حةتعار ف 
حةأرح ع   رح  ةر  ه    رت   ن ارر   ر  حة علسرا  حاتأرحق  حة  حل ررا ةا رجا حة أحب را   حل را بحط هررحت 

 ت حت حة  ت   حةتعا    حة ح  ي  حة  ح يه

 أر     رت    تر     ر  حة  حل را سر  سترلة  رح لبرذ حةج رذ،   رت    حة لح را  تح   نظهلت س  حةأ حذ
ه  ةا   ت  د    حة علسا بحة  با ةال ح ا ن  حا حةج ذ    ت    ت  د  ر  حة  حل را سر  سترلة  رح بعر  حةر

بعرر   علسررا  حة  حل ررا سرر  ستررلة  ررح لبررذ حةج ررذ   ررح حةجحأررا  ةرر  لسررل  لأررا حةرر     حة  ن  ررت حة لح ررا
 ه  س  حة  ت بذبه ة    ح ا  بش ذ أ   ةاج ذ  حة ا ة  حة ا ة

 

 


