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ABSTRACT:

Background:_Preconception care (PC) is recognized as a critical component of health
care for women of reproductive age. The main goal of PC is to provide health
promotion, screening and interventions for women of reproductive age to reduce risk
factors that might affect future pregnancies.

Aim.: Measure awareness of primary health care providers (HCPs) in El-Minia
governorate about PC.

Subjects and methods: This study is a descriptive study. The target population
included 328 HCPs working in some rural units selected randomly (group 1) and
maternal and child health (MCH) centers (group Il) in EI-Minia Governorate. All
MCH centers of the governorate and only ten percent of rural units chosen randomly
from each district were included in the study. Data were collected by a questionnaire
which included personal, social data and data related to knowledge, attitude and
practices towards PC. Scoring system was designed for assessment of HCP's
knowledge, attitude and practice and one degree allocated for right answer.

Results: From this study it was found that 22% of HCPs in EI-Minia governorate
have good knowledge and 48.5% of them have positive attitude towards PC.
Percentage of HCPs with good knowledge and positive attitude were higher among
group Il (HCPs of MCH centers) than that of group | (HCPs of rural units) but the
difference was significant only regarding knowledge. Females had a higher
percentage of those having good knowledge while males had a higher percentage of
those having positive attitude with no significant difference. It was found that the
mean age and years of experience of HCPs were highest among those with fair
knowledge with a significant difference. There was a significant correlation between
attitude and both age and years of experience of HCPs. Percentage of both HCPs
having good knowledge and positive attitude were higher among those living in urban
than rural areas with a significant difference regarding knowledge only. Physicians
had the highest percentage of those having good knowledge and positive attitude but
the difference was significant only regarding attitude. Previous attendance of PC
training program affecting both knowledge and attitude towards PC as good
knowledge and positive attitude were significantly higher among those who attended
these programs before. Percentage of HCPs who had positive attitude towards PC
increased gradually from those who had poor, fair to good knowledge with a
significant difference. Twenty five percent of HCPs of EI-Minia governorate did not
apply any item of PC practice and 75% had poor practice (either they previously
attend PC training program or they have a written plan about preconception care
only). Sixty eight percent of HCPs attribute lack of PC application to absence of
female's visit to primary health care (PHC) centers before pregnancy, 25% to lack of
skills, 5% that they have no time and 2% that PC is not important.

Conclusion: Most HCPs in EI-Minia governorate have poor to fair knowledge about
PC. PC is not applied in PHC centers in El-Minia governorate as the females do not
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visit these centers before they get pregnant. Females in the child-bearing period are

not informed about the importance of PC.
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INTRODUCTION:

Preconception care is the visit
that takes place several months before
conception to identify any problems
that might be harmful once pregnancy
occurs and to teach healthy behaviors
that will result in successful pregnancy
experience. Unfortunately, a survey in
USA showed that only 28% of women
who planned their pregnancy had a
preconception visit (Decker, et at.,
2006).

A good pregnancy outcome is
partly determined by a women's
preconceptional health and healthy
lifestyle. Nowadays the incidence of
congenital malformations, preterm
births, low birth weight and maternal
mortality has not significantly declined
over the years. The most vulnerable
period for fetal defects is between 4
and 10 weeks of gestation, the period
of embryogenesis, meaning that coun-
seling for a healthy life style and
reducing high-risk conditions should
start preferably before conception
(Witters 1., et al., 2010).

During a preconception visit, the
HCP obtains a complete history and
physical examination to assess for
health problems (such as diabetes,
sexually  transmissible infections),
habits (such as use of alcohol or
drugs), or social problems (such as
domestic violence) that might unfavo-
rably affect pregnancy (Katz, 2008).

There are steps a woman can
take during PC to reduce the risk of
certain problems during pregnancy,

Health Care Providers

El-Minia.

firstly folic acid — The U.S. Public
Health Service recommends that
women of childbearing age get at least
400 micrograms of folic acid every
day, through food and/or supplements.
Many HCPs recommend suppleme-
nting the diet with folic acid for 3
months before getting pregnant and at
least during the first 3 months of
pregnancy to reduce the risk of birth
defects.

Then, proper immunizations for
the mother — Women who are thinking
about getting pregnant should make
sure they have been properly vacci-
nated for certain diseases that could
harm a developing fetus (such as
chicken pox or rubella).

Finally, healthy behaviors -
Having a healthy weight and diet and
getting regular physical activity can
help both the mother and fetus during
pregnancy. Avoiding smoking, alcohol,
or drug use is also important. In
addition, certain medications and
exposures in the environment can be
harmful to the fetus and it is important
to avoid them during pregnancy (such
as chemicals, or cat and rodent feces)
(National institute of child health and
human development last updated
2007).

Ideally, women schedule appo-
intments with physician or nurses-
midwives before becoming pregnant
to obtain accurate reproductive life
planning information, receive reassu-
rance about fertility, and any
problems that may need correction
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through health history, pelvic exami-
nation, and Papanicolaou (PAP) test.
At this visit, hemoglobin level and
blood type (including Rh factor) can
be determined; minor vaginal
infections such as arising from
Candida or  Chlamydia can be
corrected to help ensure fertility; and
the women can be counseled on the
importance of good protein diet,
adequate intake of folic acid, and
early prenatal care if she become
pregnant (Moos MK, 2004).

Nurses are often the first HCPs
to encounter women with precon-
ception and prenatal issues. Nurses
play an important role in beginning
the preconception counseling process
and referring women and their
partners for further genetic testing
when indicated. An accurate and
thorough family history is an esse-
ntial part of preconception counse-
ling. Nurses in any practice setting
can obtain patient’s history during
initial encounter. The purpose is to
gather patient and family information
that may provide clues as to whether
the patient has a genetic trait,
inherited condition, or inherited
predisposition (Erlen, 2006).

Preconception care (PC) should
be an integral part of the primary care
services available to every woman with
the potential for childbearing. A
portion of each primary care visit for
women of childbearing should focus
on assessing the woman's risk for poor
pregnancy outcome and offering
intervention for improving those out-
comes (Moos MK, 2004).

The health of the parents, prior
to the woman's pregnancy, is vital to
the ultimate health of the baby.
Promoting the health of women, men,
and families before pregnancy thus
merits attention as an important aspect

of family- centered maternity and
newborn care. Throughout their repro-
ductive lives, most women never really
“know” when, or if they will become
pregnant (Raphael-Lerr, 1991).

In current time, couples can
become aware of the possible genetic
risks to future offspring and of the
reproductive options available. These
options include not only prenatal
diagnosis  followed (or not) by
termination of the pregnancy in case of
an affected fetus or by coming to terms
with the risk, but also the choices of
using preimplantation genetic diag-
nosis, using donor sperm or oocytes,
seeking adoption or refraining from
having children. In culturally related
marriage practices, it could also result
in choosing a different partner (Pascal
B. etal., 2011).

Throughout their lifetimes,
women and men see primary care
practitioners for a variety of reasons.
The majority of women, however, do
not specifically access a practitioner
for preconception information. It is
therefore recommended that precon-
ception health counseling be provided
as part of general preventive care, or
during primary care visit for other
health problems, during review of birth
control or during her premarital exami-
nation (Public Health Service Expert
Panel, 1989; Frede, 1993).

Preconception focuses not only
on the physical preparation for
pregnancy and parenting, but also on
the social, psychological, and spiritual
elements. Positive and realistic atti-
tudes about pregnancy and parenting,
which are formed at an early age, are
fine-turned throughout life. Although
society at large must have general
awareness of preconception health,
interest in this information will be
influenced by such factors as people’s
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age and life stage, their childbearing
history, and their life priorities (Public
Health Service Expert Panel, 1989;
Frede, 1993).

AIM OF STUDY:
Measuring awareness of primary HCPs
in EI-Minia governorate about PC.

Justification of study:

There have been important
advances in medicine and prenatal care
in recent years. Despite these
advances, birth outcomes are worse.
Many babies are born prematurely or
have low birth weight. So women need
to be healthier before becoming
pregnant. While this is not a new idea,
there has not been an organized effort
to promote preconception health and
health care until now.

SUBJECTS AND METHODS:
Design: The research design used for
the study was the descriptive design.
Sample: A total of 328 HCPs working
in rural units and MCH centers were
included in the present study. All MCH
centers of the Governorate were
included (their number were 10, two in
El-Minia City and one in each district
of EI-Minia governorate). Ten percent
of villages were chosen randomly from
each district to represent the rural units
(36 rural units out of total 223 rural
units were included). Those HCPs are
classified into two groups, Group |
(220 HCPs of rural units) and group Il
(108 HCPs from MCH centers) from
El-Minia Governorate. Group | com-
prises 40 physicians and 180 nurses of
rural units, Group Il comprises 30
physicians and 78 nurses of MCH
centers from EI-Minia governorate.
Tools: Tools used for data collection
consisted of: Interviewing sheet: Data
were collected by a designed well
structured questionnaire. Every HCP
was inter-viewed, the aim of the study
was explained, a verbal consent was

taken from each person participated in
the study and the questions were filled
by the researcher. The questionnaire
included: -Demographic data: name,
age, sex, residence and occupation.

The questionnaire  covered
knowledge regarding definition and
content of PC and questions about
importance and application of PC. The
questionnaire covered different aspects
of PC in terms of importance of the
following topics: checking rubella
immunity, advising about folic acid
supplementation, genetic and chronic
health problems, screening for genital
infections and for hepatitis, and
maternity care.

A scoring system was designed
for assessment of HCP's knowledge
attitude and practice about PC, four
questions were designed for know-
ledge, four for practice and 26
questions for attitude, one degree
allocated for right answer. So four
degrees for knowledge, four degrees
for practice and 26 degrees for attitude
would be considered. Three scoring
levels were determined:

1. For knowledge: Poor knowledge (1
degree), fair knowledge (2 degrees)
and good knowledge (3 or more
degrees).

2. For_attitude: Negative attitude
(<13 degrees) and positive attitude (13
or more degrees).

3. For_ practice: No practice (0
degree), Poor practice (1 degree), fair
practice (2 degrees) and good practice
(3 or more degrees).

Statistical analysis:

The data were coded and
verified prior to data entry. The
Statistical Package of SPSS version 16
for windows was used for data entry
and analysis. Descriptive Statistics
were calculated. For qualitative data,
Chi? test was used and for quantitative
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date, ANOVA test (for more than two
groups) was used. Correlation was
used to compare two quantitative data.
A significant P-value was considered
when P-value was less than 0.05.

RESULTS:

This study measures the awar-
eness of 328 HCPs in El-Minia gover-
norate about PC. Two hundred and
thirty of the studied HCPs (70.1%)
were females and 98 (29.9%) were
males and the mean age was 37.2+10.9
years.

PC is thought by HCPs in El-
Minia governorate, to be most appro-
priately delivered in general practice
despite a paucity of good training,
practitioners feel they have the appro-
priate skills and are suitable people to
offer this care. Conversely, however, it
is not a high priority for them and they
do not feel they have enough resources
to offer this service. Most HCPs
believe that women do not often plan
their pregnancies, reducing the opport-
unity for PC to be given.

It was found that the percent-
tage of HCPs with good knowledge
were higher among group Il (HCPs of
MCH centers) than that of group I
(HCPs of rural units) and the differ-

ence was significant (P = 0.01) as
shown in figure 1.
Regarding relation between

knowledge towards PC and sex, it was
found that 24.3% of females versus
16.4 % of males had good knowledge
and this difference was not significant
(P= 0.07). In the regard of residence,
29% of the HCPs who live in urban
areas versus 18.2 % of those living in
rural areas had good knowledge
towards PC and this difference was
significant (P = 0.01). In comparing
knowledge towards PC among
different jobs of HCPs, it was found

that physicians have the highest
percentage of good knowledge
(28.6%), but this difference was not
significant (P = 0.3). Among HCPs
who previously attended PC training
program, 27.1% had good knowledge
in comparison to 8.8% among those
who did not attend and this difference
was significant (P = 0.0001) as shown
in table 1.

Regarding relation of know-
ledge towards PC and both age and
years of experience of HCPs, it was
found that the mean age and years of
experience was highest among those
with fair knowledge (P = 0.03 and
0.02) for age and years of experience
respectively. On performing Post Hoc
test the difference between those
having poor and fair knowledge only
was significant (P = 0.01 and 0.07) for
both age and years of experience
respectively as shown in table 2.

In comparing different groups
regarding attitude towards PC, it was
found that percentage of HCPs with
positive attitude were higher among
group Il (HCPs of MCH centers) than
that of group I (HCPs of rural units)
but the difference was not significant P
= 0.8) as shown in figure 2.

On studying the relation
between attitude and sex, it was found
that 47.4% of females versus 51 % of
males had positive attitude and this
difference was not significant (P= 0.5).
Regarding attitude, 49.1% of HCPs
living in urban areas versus 48.2% of
those living in rural areas had positive
attitude towards PC but the difference
was not significant (P = 0.8). In
comparing attitude towards PC among
different jobs of HCPs, it was found
that the highest percentage of those
having positive attitude (61.4%) was
among physicians with a significant
difference (P = 0.005). Nearly 59% of
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HCPs who previously attended PC
training program versus 22% of those
who did not attend had positive attitude
and the difference was significant
(0.0001) as shown in table 3.

Figure 3 showed that there was
a significant fair correlation between
attitude score of HCPs towards PC and
their age (r= 0.28 and P= 0.0001).
Figure 4 showed that there was a signi-
ficant moderate correlation between
attitude score of HCPs towards PC and
their years of experience (r= 0.43 and
P=0.0001).

Figure 5 showed that perce-
ntage of HCPs who had positive
attitude  towards PC  increased

gradually from 33.8% among those
who had poor knowledge to 47.2% and
68.1% among those who had fair and
good knowledge respectively with a
significant difference (P = 0.0001).

Twenty five percent of HCPs of
El-Minia governorate did not apply
any item of PC practice and 75% had
poor practice (either they previously
attend PC training program or they
have a written plan about precon-
ception care only) as shown in figure 6.
Sixty eight percent of HCPs attribute
lack of PC application to absence of
female's visit to PHC centers before
pregnancy, 25% to lack of skills, 5%
that they have no time and 2% that PC
IS not important as shown in figure 7.

Figure (1): Knowledge towards PC in different study groups of HCPs,
El-Minia governorate, 2010.
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Table (1): Relation between knowledge towards PC and some demographic
characters of HCPs in EI-Minia governorate, 2010.

Some demographic charact Knowledge P-value
and previous attendance Poor Fair Good Total
of PC training program No % | No % No % | No %
80 24.3| 176 53.7 72 22 | 328 100
Sex Male 31 316 | 51 52 16 164 | 98 100
Female 49 21.3 125 54.3 56 24.3 | 230 0.07
Residence | Rural 63 28.6| 117 53.2 40 18.2 | 220 100
Urban 17 15.7) 59 54.7 32 29.6 | 108 100 0.01
Job Nurse 62 59| 126 52.8 51 21.3 | 239 100
Rural raeda | 4 21.1 10 52.6 5 263 | 19 100 0.3
Physician 10 14.3 40 57.1 20 286 | 70 100
PC training | No 45 9.4 38 41.8 8 8.8 | 91 100
Program Yes 35 4.7) 138 58.2 64 27.1 | 237 100 0.0001
attendance

Table (2): Relation between knowledge towards PC, age and years of experience of
HCPs in EI-Minia governorate, 2010.

Item Knowledge P-value
Poor Fair Good
(mean £SD | (mean +SD (mean +SD
Age 34.5+£10.1 38.3+£10.7 37.5£11.6 0.03
Years of 1349.9 16.9+10.9 16.1+11.2 0.02
experience

Post Hoc test

Item

Poor and fair

Poor and good | Fair and good

Age

0.01

0.09 0.6

Years of experience

0.007

0.07 0.5

Figure (2): Attitude towards PC in different study groups
of HCPs, EI-Minia governorate, 2010.
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Table (3): Relation between attitude towards PC and some demographic characters of
HCPs in EI-Minia governorate, 2010.

Attitude Total P-value
Some demographic characters - —
and previous attendance of PC Negative Positive
training program No % | No % | No %
169 515 | 159 485 | 328 100
Sex Male 48 49 | 50 51 198 100
Female 52.6 47.4 230 100 0.5
Residence Rural 114 51.8 | 106 48.2 | 220 100
Urban 55 50.9 | 53 49.1 | 108 100 0.8
Job Nurse 127 53.1 | 112  46.9 | 239 100
Rural leader | 15 789 |4 211 | 19 100 0.005
Physician 27 386 | 43 614 | 70 100
Attendance of No 71 78 | 20 22 191 100
PC training Yes 98 414|139 586 | 237 100 | 0-0001
program

Figure (3): Relation between attitude score towards PC and age of HCPs in El-
Minia governorate, 2010.

60.00— r=0.28 P =0.0001 (e} o

o

[e]
[¢]
[¢]
o
0OO o
[¢]
OOO [¢] §O
[¢]

50.00— o [e] o o

8
o 880800 0§00080

o

o8
000
OOo

o
3
o 8§ X338

40.00— (ele)

:

Age in years
o

goo
o O

30.00—

o
20.00— O 00 O 00

0.00 10.00 20.00 30.00 40.00 50.00 60.00
Attitude score

100



EL-MINIA MED. BULL. VOL. 23, NO. 1, JAN., 2012 Mosalem et al

Figure (4): Relation between attitude score towards PC and years of experience
of HCPs in El-Minia governorate, 2010.
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Figure (5): Relation between knowledge and attitude towards PC among HCPs

in EI-Minia governorate, 2010.
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Figure (6): Practice towards PC among HCPs in El-Minia governorate, 2010.

O no practice

@ poor practice

Figure (7): causes of lack of PC practice application among HCPs in
El-Minia governorate, 2010.

M No time
O No skill
B Not important
O No visits

DISCUSSION:

Every woman of reproductive
age who is capable of becoming
pregnant is a candidate for PC,
regardless of whether she is planning
to conceive. Preconception care is
aimed at identifying and modifying
biomedical, behavioral, and social risks
through preventive and management
interventions. Key components include
risk assessment, health promotion,

medical and psychosocial interve-
ntions. Patients should formulate a
reproductive life plan that outlines
personal goals about becoming preg-
nant based on the patient's values and
resources. Preconception care can be
provided in the primary care setting
and through activities linked to
schools, workplaces, and the comm.-
unity (Michael. L.U, David G., 2007)
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The results of this study
demonstrated that the HCPs in El-
Minia governorate exhibited gaps in
knowledge about specific preconce-
ption health topics, but they understood
the importance of PC and realized that
it should be obtained. Although they
realized PC importance, the majority
did not apply it in their work. This is in
agreement with Henderson JT, et al,
2002 who found that all providers who
routinely treat women for well-woman
examinations or other routine visits
play an important role in improving
preconception health. However, only
approximately one of six obstetrician/
gynecologists or family physicians had
provided PC to the women for whom
they provided prenatal care. Previous
studies confirmed that women do have
an increased awareness of the impor-
tance of folic acid supplementation
(Morin et al., 2002); (De Jong et al.,
2005); (Chacko et al., 2003) and (Per
low, 2001).

PC is thought by HCPs in El-
Minia governorate, to be most appro-
priately delivered in general practice.
Despite a paucity of good training,
practitioners feel they have the
appropriate skills and are suitable
people to offer this care. Conversely,
however, it is not a high priority for
them and they do not feel they have
enough resources to offer this service.
Most HCPs believe that women do not
often plan their pregnancies, reducing
the opportunity for PC to be given. In
this study, 68% of HCPs attribute lack
of PC application to absence of
female's visit to PHC centers before
pregnancy, 25% to lack of skills, 5%
that they have no time and 2% that PC
is not important. Woolf S.H. and
Atkins D., 2001 said that, as with other
types of preventive care services, time
constraints limit physicians' ability to
deliver health promotion interventions.
It appears that service access problems

and resource constraints may be
preventing the delivery of an important
and useful service, PC which could
benefit the health of the population
(Rogers et al., 1998).

A Healthy People 2000
objective is that 60% of primary care
physicians should provide age-appro-
priate PC. This objective was deleted
from Healthy People 2010 because it
was not being measured. Although no
specific objective for preconception
exists, several of those specified in
Healthy People 2010 are relevant to
preconception health (US, 2000).

CONCLUSION:

Most HCPs in El-Minia gover-
norate have poor to fair knowledge
about PC. PC is not applied in PHC
centers in EI-Minia governorate as the
females did not visit these centers
before they get pregnant. Females in
the child-bearing period are not
informed about the importance of PC.

RECOMMENDATIONS:

PC curriculum can serve as a
roadmap for both graduate and
continuing medical education to
improve the knowledge and skill of the
physician workforce in the delivery of
comprehensive preconception health
care. Health care providers also need
accurate and up-to-date information on
preconception health issues. Contin-
uous PC training programs must be
performed for HCPs, health education
for women about PC importance is
necessary. Ministry of health must put
PC as a must in all PHC centers. It is
recommended that  preconception
health counseling be provided as part
of general preventive care, or during
primary care Vvisit for other health
problems or during her premarital
examination to improve women's
health today and get healthy babies
tomorrow.
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