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Abstract
Background: Preconception care is a combination of preventive, promotive health, and social

services that are given for women and couples before conception. It consists of biomedical,
behavioral, and social health interventions for couples and women before conception. It has vital
role in reducing maternal and child mortality, and improving health status of the mother and the
child by both direct and indirect effects.

Objective: To determine the magnitude of preconception care utilization and its associated factors
among pregnant women attending ANC follow up in public health facilities in Bishoftu city,

Oromia region, South-East Ethiopia 2023.

Methods: Institutional based cross-sectional was conducted among 417 women attending ANC
clinic in public health facilities in Bishoftu city, Oromia, Ethiopia, from April 20 to June 20, 2023.
The collected data was entered into Epi data 3.1.0, then exported to SPSS V.27 for data analysis.
Binary logistic regression was used to fit each independent variable into a bivariable logistic
regression model separately to explore the association with the dependent variable. Independent
variables with a p-value < 0.25 in bivariable logistic regression was considered for multivariable
logistic regression analysis. The level of significance was ascertained by odds ratio (OR) with a

95% confidence interval (Cl) at a p-value < 0.05.

Results: Among the study participants 140(33.60%) of them had utilized preconception care
services from public health facilities. family planning before current pregnancy, Adujested odds
ratio (AOR=13.875; 95% CI (6.261, 30.749)), multiy Parity (AOR=17.083; 95% CI (7.035,
41.482)), good maternal knowledge on preconception care (AOR=9.622;95% CI (4.250, 21.785)),
and positive maternal attitude toward preconception care (AOR=5.471; 95% CI (2.459, 12.173))

were significantly associated with preconception care utilization

Conclusion: This study showed that preconception care utilization in this study area is low. Family
planning use before this pregnancy, multiparity, good knowledge on preconception care and
positive attitude toward preconception care were factors which had positive significant association

with preconception care utilization

Keywords: preconception care utilization, factors affecting preconception care.
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1. INTRODUCTION

1.1 Background

Maternal and child mortality is a major public health concern globally. In order to reduce both
maternal and child mortality, a continuum health care package is essential. These services begin
from the period of pre-pregnancy and extends to adulthood. However, there are gaps in this
continuum care package, and the gaps are mostly evident in preconception care, which is not

seriously considered by all stakeholders.(1)

Preconception care is a combination of preventive, promotive health, and social services that are
given for women and couples before conception. It consists of biomedical, behavioral, and social
health interventions for couples and women before conception. It has vital role in reducing
maternal and child mortality, and improving health status of the mother and the child by both direct
and indirect effects.(2)

Preconception care services consists of; management of maternal nutritional disorders, screening,
and treatment of Human Immunodeficiency Virus(HIV), and other Sexually Transmitted
Infections(STIs), family planning services, screening, and treatment of vaccine preventable
diseases, prevention and treatment of substance abuse including tobacco, and alcohol use,
treatment of subfertility, and infertility, addressing maternal mental health, screening, and

treatment of maternal chronic diseases, and prevention of unplanned pregnancies.(3)

Preconception care has a tremendous impact in reducing maternal, and childhood mortalities, and
morbidities. Adequate utilization of preconception care will prevent unplanned pregnancies,
reduces induced abortions, decreases pregnancy complications, reduces still births, preterm birth,
and low birth weights. Furthermore, it has significant benefit in reducing birth defects, neonatal
infections, and vertical transmission of Sexually Transmitted Infections(STIs).(4—6)

The magnitude of utilization of preconception care is higher in developed countries; however, in
sub-Saharan Africa, it is very low. According to a systematic review and meta-analysis done in
Africa, prevalence of utilization of preconception care was found to be 18.72%.(7) Another
systematic review and meta-analysis done in 2020 in Ethiopia showed that, the prevalence of

utilization of preconception care was 16.27%,(8) which is also very low.



There are several factors that are associated with the utilization of preconception care. Some of the
significant factors are knowledge about preconception care, preventing medical conditions,
pregnancy intentions, age, parity, occupation, marital status, educational status, and health facility
related factors. In developing countries knowledge about the services and accessibility of the

services are determinantal factors for utilization of preconception care.(8-11)
1.2 Statement of The Problem

Preconception care is a collective of biomedical, psychological ,and social health services that are
given to women or couples before pregnancy, with the aim of improving maternal and child
health.(2) delivering optimum quality, and timely health services for improving maternal and
childhood health needs a complete package of continuum health care. These services are given as
preconception care, prenatal care, intrapartum care, and postpartum care. Due to the improvement
in human medicine and technology, the prenatal, intrapartum, and post-partum health care services
being delivered in both developed and developing countries are improving. However, there is still
significant gap in preconception care utilization. Particularly in Lower-middle-income-

countries(LMIC), utilization of preconception care is very low.(1,12,13)

The preconception services have justified benefits in improving the overall maternal, and child
health outcomes. Utilization of preconception care prevents unintended pregnancy, induced
abortions, still births, spontaneous miscarriages, adverse birth outcomes, and vertical transmission
of Sexually Transmitted Infections (STIs). The positive health benefit of preconception begins
from healthier mothers, healthier babies, and extends to healthier adolescent and adults. The
service package also addresses maternal mental health which is also a neglected issue in the routine
maternal and child health care. Furthermore, the availability and utilization of preconception care

have huge role in reducing maternal and childhood mortality, and morbidity. (2,14,15)

Maternal and child mortality is decreasing globally; however, it still remains one of the essential
public health issues to be addressed vigorously. The condition is worst in least developed
countries. According the 2022, Goalkeepers gates foundation report, the global Maternal mortality
ratio(MMR),in 2021, was estimated to be 158.8 per 100,000 live births.(16) Maternal mortality
ratio (MMR) was very high in least developed countries (LDC), which was 40 times higher than
Europe. Sub-Saharan Africa was leading with the highest Maternal mortality ratio(MMR) from



South Sudan(17). In 2020 there was 5 million death in the first five years of life, and 2.4 million

death was neonatal death.(18)

According to Ethiopian demographic and health survey(EDHS) 2016, in Ethiopia, maternal
mortality was, 412 per 100000 live births.(19) Ethiopian mini demographic and health survey done
in 2019, showed that infant mortality rate was 47 deaths per 1,000 live births and the under-5
mortality rate was 59 deaths per 1,000 live births respectively.(20) Integrating the preconception
services with other maternal and child care interventions can help in reducing maternal and child

mortality and morbidity both directly and indirectly.(21)

Preconception care utilization is higher in developed countries than in developing countries.
According to facility based cross-sectional study from China, the prevalence of Preconception care
utilization was 42.2%,(22). A facility based cross-sectional study done in London. And Nepal
showed the prevalence of preconception care utilization to be 27%(23), and 26% respectively.(24)

However, the utilization of preconception care was very low in Africa. According to systematic
review and meta-analysis, the prevalence of preconception utilization was 18.72% in Africa.(7) In
Ethiopia the prevalence of preconception care(PCC) utilization was 16.27% according to
systematic review and meta-analysis done in 2020.

In Ethiopia the prevalence of utilization of preconception care is low and varied from place to
place(8). From community based cross-sectional study, it was found to be 9.6% in Adet,(25)
14.25% in West Shoa,(26)16.2% in Mizan,(27)respectviley. Furthermore, from facility based
cross-sectional study done in Hosana,the prevalence of preconception care utilization was
19.65%.(28)

Although, preconception care is the essential tool to fill the gap in the continuum of care, it is not
well implemented and utilized in developing nations. Poor utilization of preconception care is a
very severe and neglected maternal and child health care area. Still 40% of pregnancies miss
essential preconception care services, and 4/10 women had unintended pregnancies, due to poor
utilization of preconception care.(29) Considering the benefits in improving the overall maternal
and child health, preconception care utilization should be implemented in full scales and all
stakeholders should involve in the action.



Several factors were associated with utilization of Preconception care. Maternal educational status,
knowledge about preconception care, husband support, family planning use, history of adverse
birth outcome, and challenges in visiting health facilities are some of the factors associated with
utilization of Preconception care.(9,10,30-32)

In our country utilization of preconception care is not well studied, there are few researches in the
field. The magnitude of Preconception care utilization is not established country wide. Although,
there are several factors associated with utilization of Preconception care, all possible factors are
not included in the previous studies, particularly partner or spouse related factors are not well
studied. Our study will investigate partners’ knowledge and attitude as a factor contributing to

utilization of preconception care, which is not included in the other studies.

Among the few studies done in our country, almost all of them are community based cross-
sectional studies, which are prone to high non-response rate, to solve this problem Our study will
be a facility based cross-sectional study.it will be conducted on pregnant women and by assessing
preconception care utilization for the recent pregnancy, it will reduce recall bias. With the aim of
investigating the magnitude of utilization of preconception care and associated factors in our study
area; our study will fill the gap in knowledge in the field of study. Furthermore, to my knowledge,

another study has never been conducted in the area.
1.3 Significance of The Study

The study will contribute to the available knowledge in the area and in solving g practical problems
in the field. There will be a huge benefit from this study both for individuals and the community
as a whole. The health professionals who work in different public health facilities in Bishoftu city
will also be benefited from the study in terms of gaining new insight and knowledge about the

magnitude of the problem and the gap in service delivery.

The local community will also be benefited from the study in gaining new knowledge and attitude
about preconception care, and its impact on maternal and child health outcomes. Bishoftu health
office will use the study results to identify gaps in the service delivery and to implement new

strategies to enhance preconception care service delivery.

FMOH can also use the study results in order to review the policies regarding preconception care

and can implement programs to integrate preconception care services with other maternal and child



health services. All other stakeholders including Non-governmental organizations can use the
result of this study and will fund projects that will enhance preconception care utilization.
Furthermore, the result of this study will be published on scientific journal and will be used as a

new knowledge resource.



2. LITERATURE REVIEW
2.1 Utilization of Preconception Care

The prevalence of preconception care utilization is higher in developed countries than in
developing countries. According to facility based cross-sectional study done in United states of
America(USA), the prevalence of preconception care utilization was 81% for women and 38% for
men.(33) In addition to this a facility based cross-sectional study from United Kingdom(UK)
showed that 51% of the women had utilized preconception care.(23) Another facility based cross-
sectional study done in china showed the prevalence of preconception care to be 42.2%.(22) In
developed nations the magnitude of preconception care utilization is high because of the

development in health infrastructure and integrated policies of health programs.

In contrast to the higher magnitude of preconception care in developed nations, the situation in
developing nations was so different. According to facility based cross-sectional study done in
Bangladesh, Sir lanka, and Nepal, the prevalence of preconception care utilization was found to
be 33%(34), 27.2%(35), and 26%(24) respectively. This shows that the magnitude of the coverage

of preconception care in developing countries is far behind the developed nations.

In Africa the magnitude of preconception utilization was found to be very low. According to
systematic review and meta-analysis done in Africa, the prevalence of preconception care
utilization was 18.72%.(7) A facility based cross-sectional study done in Nigeria showed that
18.8% pregnant women had utilized preconception care.(36) A descriptive community based
mixed cross-sectional study from Kenya revealed that 20.3% pregnant women had utilized

preconception care.(31) Overall the coverage of preconception care in Africa is very low.

In Ethiopia the prevalence of preconception care utilization was very low. According to systematic
review and meta-analysis done in Ethiopia the magnitude of preconception care utilization was
found to be 16.27%.(8) A community based cross-sectional study done in Adet, West Shoa,
Mekele, and West Guji Zone revealed the prevalence of preconception care utilization to be
9.6%(25), 14.5%(26), 18.2%(37), and 22.3%(30) respectively. Furthermore, one facility based

study conducted in Hossana showed that 19% pregnant women utilized preconception care.(28)



2.2 Factors Associated with Preconception Care Utilization
2.2.1 Socio-Demographic and Economic Factors

According to facility based cross-sectional study from Kenya, maternal age > 30 was significantly
associated with higher likelihood of utilizing preconception care.(10) This finding was supported
with a facility based studies done in Brazil, Nigeria and China, which showed older maternal age
to be positively correlated with utilization of preconception care.(22,36,38) however, a community
based cross-sectional study from Mizan Aman showed a contrasting finding which stated, younger
age women were more likely utilized preconception care.(39)Although, a facility based study done

in Nigeria revealed no association between maternal age and preconception care utilization.(40)

A community based cross-sectional study from Southern Ethiopia showed mothers with
educational level of collage and above had higher likelihood of utilizing preconception care than
those below them.(9) A facility based cross-sectional from Nigeria was also consistent with this
finding and showed mothers who had university degree had higher utilization of preconception
care.(40) According a community based cross-sectional studies done in Guji Zone and Mizan
Aman, mothers who attended secondary and tertiary education had 4.46(30) and 2.16(39) times
more likely in utilizing preconception care services. A community based cross-sectional study
done in Adet was also consistent with the above findings in presenting maternal educational status

as a significant determining factor for utilization of preconception care.(25)

A community based cross-sectional study from West Shoa indicated women who had a better
family income were four times more likely to utilize preconception care.(26) A community based
cross-sectional study done in Guji Zone was consistent with finding and stated that mothers with
a better wealth status were 4.23 times more likely to utilize preconception care.(30) A similar
cross-sectional study from Mizan Aman showed positive correlation between wealth status of the
mother and utilization of preconception care.(39)

According to a community based cross-sectional study from Northern Ethiopia, mothers with any
kind of challenge in visiting health facilities were 76% less likely to utilize preconception care.(37)
Similar cross-sectional studies from Southern Ethiopia and Mizan Aman Town were consistent
with above findings and showed mothers who spent less than 30 minutes to get to health facilities
were 69%(9) more likely to utilize preconception care and 1.4(39) times more likely to utilize

preconception care services respectively.



However, a facility based cross-sectional study from Nepal showed no significant association

between socio-demographic factors and the utilization of preconception care.(24)
2.2.2 Reproductive, Obstetric and Medical Health Factors

A facility based cross-sectional study from Nigeria indicated significant association between parity
and utilization of preconception care. primiparous women had 41% more chance of utilizing
preconception care than their multiparous counters.(40) a similar cross-sectional study from china
supported the above finding.(22)However, a community based cross-sectional from Adet
contradicted with the above statement and showed multiparous women had 2.3 times more
likelihood of utilizing preconception care than primiparous women.(25) Despite this a cross-
sectional study from Kenya indicated no association between parity and utilization of

preconception care.(10)

According to facility based study from Hossana those mothers who had previous adverse birth
outcomes had 3.15 times more likelihood of utilizing preconception care than those who didn’t
have adverse birth outcome.(28) a community based cross-sectional study from Mekele also
supported this and showed there were 5 times more likelihood of utilizing preconception care for
mothers with previous adverse birth outcomes.(37) A similar cross-sectional study from Mizan
Aman was also in favor of this and indicated mother who had never experienced adverse birth

outcomes were 68% less likely to utilize preconception care services.(39)

A facility based cross-sectional study from Brazil revealed higher utilization of preconception care
in women who had planned their pregnancy.(38) A systematic review and meta-analysis done in
Africa also indicated mother who had pregnancy intention were 2.5 times more likely to utilize
preconception care.(7) Additionally a facility based cross-sectional study from china was
consistent with the above finding and indicated unplanned pregnancy as significant negative
predictive factor for preconception care utilization.(22)

According to a community based cross-sectional study done Iran mothers who had chronic medical
conditions had higher likelihood of utilizing preconception care.(41) A similar cross-sectional
study from Mekele indicated mothers who had chronic medical conditions were 6 times more
likely to utilize preconception care than those without chronic conditions.(37) However, a
systematic review and meta-analysis from Africa contradicts the above finding and indicated

mothers with chronic medical conditions were 29% less likely to utilize preconception care.(7)



A community based cross-sectional study from Guji Zone indicated those mothers who made
reproductive health decisions with their partner were 4.7 time more likely to utilize preconception
care services.(30) A similar cross-sectional study from Mekele was consistent with this finding
and indicated mothers who had partners’ support were nearly 14 times more likely to utilize

preconception care than those who didn’t get the support.(37)
2.2.3 Knowledge and Attitude of Preconception Care

According to a community based cross-sectional study from Southern Ethiopia those mothers who
had a good knowledge of preconception care had 34% higher chance of utilizing preconception
care.(9) A facility based cross-sectional study done in Addis Ababa was also consistent with this
finding and indicated mother with adequate knowledge of preconception care were 10.34 times
more likely to utilize preconception care than those with poor knowledge of preconception
care.(42)

Furthermore, a community based cross-sectional studies done in West Shoa, Guji Zone, and
Mekele were consistent with above finding and indicated mothers who had a good knowledge of
preconception care were 4(26), 2.34(30), and 2(37) times more likely to utilize preconception care
respectively. A similar study from Mizan Aman also indicated women with positive attitude about
preconception care had 40% higher chance of utilizing preconception care services.(39) Although
maternal knowledge of preconception care was a significant positive predictive factor for
utilization of preconception care partners’ knowledge of preconception care was not included in

any of the above studies.



2.3 Conceptual Framework

The following diagram shows the conceptual framework that indicates how the outcome variable
Preconception care (PCC) utilization interacts with the lists of independent variables from the
Socio-demographic and Economic factors, Reproductive, Obstetric and Medical factors, and

Knowledge and Attitude of preconception care from the reviewed literature by the researcher.

Sociodemographic Obstetric and medical

factors factors

e Maternal age e Adverse birth
e Education Outcome

e Income e Chronicillness

PCC

utilization

Reproductive health knowledge and

factors attitude factors

Parity

Pregnanc
& Y Maternal

intention
knowledge

Partners” ,
Partners

t
Sl knowledge

FIGURE 1: FACTORS ASSOCIATED WITH PRECONCEPTION CARE UTILIZATION (ADOPTED BY THE
INVESTIGATOR)



3. OBJECTIVES
3.1 General Objectives

e To determine the magnitude of preconception care utilization and its associated factors
among pregnant women attending ANC follow up in public health facilities in Bishoftu

city, Oromia region, South-East Ethiopia 2023

3.2 Specific Objectives

e To determine the magnitude of preconception care utilization among pregnant women
attending ANC follow up in public health facilities in Bishoftu city, Oromia region, South-
East Ethiopia 2023

e To identify factors associated with preconception care utilization among pregnant women
attending ANC follow up in public health facilities in Bishoftu city, Oromia region, South-
East Ethiopia 2023



4. METHODS AND MATERIALS

4.1 Study Area and Period

The study was conducted in Bishoftu City, which is found in East Showa Zone, Oromia, South-
East Ethiopia. It is located 47 KM from the capital Addis Ababa.. According to the data from the
Ethiopian Central Statistical Agency, the total population as of July 2021 was 197,557; of this,
93,631 were males and 103,926 females.(43) According to data from Bishoftu Health Office, the
City has 14 kebeles. There is one general public hospital, one private primary hospital, four public
health centers, one private health center, and sixteen private clinics.(44) The study was conducted
in Bishoftu General hospital, Bishoftu,Babogaya,Cheleleka, and Ketta health centers respectively.
The monthly average number of pregnant mothers attending ANC follow up in the above public
health facilities were 275,128, 138, 113, and 196 respectively.(44) The study was conducted
from April 30, 2023, to June 30, 2023, GC.

4.2 Study Design

The study design was a facility-based cross-sectional study

4.3 Source Population

All pregnant mothers who came to Bishoftu public health facilities for ANC follow up
4.4 Study Population

All randomly selected pregnant women who came to Bishoftu public health facilities for ANC
follow up during the data collection period.

4.5 Eligibility Criteria
Inclusion criteria

All pregnant women who were 18 years old and above, who came to Bishoftu public health
facilities for ANC follow up and lived in Bishoftu for the last six months

Exclusion criteria

Severely ill, was excluded in the study.



4.6 Sample Size Determination

Sample size was determined for each specific objective. For the first objective, the sample size
was calculated using the single population proportion formula, which is given as
_z’p(1—-p)
"TTpr
Taking the proportion of preconception care utilization of 56.2% from the previous facility based
cross-sectional study done in Addis Ababa(42), assuming 95% CI, 0.05 significance level, and

taking the margin of error of 0.05, the sample size was calculated as follows

1962 %.562(1-.562)
- (.05+.05)

=379

Taking the non-response rate of 10%, the final minimum sample size was, 379*1.1= 417, this was

the sample size for the first objective.

The sample size for the second objective was calculated using EPI INFO v 3.1.0 with the following

assumptions.

Associated | % Odds power Confidence | Sample | Reference
factors outcome | ratio level size

in

unexposed

groups
Parity 31.7 4.64 80% 95% 67 (42)
Knowledge | 10.4 7.22 80% 95% 61
of PCC




4.7 Sampling procedure

The study was conducted in Bishoftu General hospital, Bishoftu, Babogaya, Cheleleka, and Ketta
health centers respectively. The monthly average number of pregnant mothers attending ANC
follow up in the above public health facilities were 275,128, 138, 113, and 196 respectively. The

the total sample size was proportionally allocated to each respective health facilities.

Bishoftu City

]

N,

Bishoftu GH Bishoftu HC Babogaya Cheleleka Ketta HC

No of ANC = No of ANC HC HC No of ANC

275 =128 No of ANC No of ANC =196

N1=135 N2 = 63 =139 =113 N5 = 96
N3 = 68 N4 = 55

\ TOtaI N = 417

FIGURE 2: SAMPLING PROCEDURE AMONG PREGNANT WOMEN COMING FOR ANC FOLLOW UP IN
BISHOFTU PUBLIC HEALTH FACILITIES

Then, a systematic random sampling technique was used to select each study participant from each

health facility. Systematic sampling technique was used to select participants by considering the



Kth value. The Kth value was calculated by multiplying the total monthly expected number of
mothers coming for ANC follow up by two which is the study period in months and dividing by
sample size, which was (851 *2)/417 = 4. Then the 1st mother was selected by lottery method and
then every fourth women were taken until the required sample size will be fulfilled.

4.8 Study Variables
4.8.1 Dependent Variable
e Preconception Care Utilization
4.8.2 Independent Variables
Socio-demographics and Economic factors

e Maternal Age in years

e Marital status

e Maternal educational status
e Husband education

e Maternal Occupation

e Husband occupation

e Average monthly income

e Ethnicity

e Religion

e Time spent to reach health facility

Reproductive Health Factors

e Gravidity

o Parity

e Previous use of family planning
e Frequency of Antenatal care

e Partners’ support for PCC

e Planned current pregnancy



Obstetric and Medical Factors

e Experienced pregnancy related complication previously
e Type of pregnancy related complication

e Experienced adverse birth outcomes previously

e Type of adverse birth outcome

e Medically confirmed disease

e Type of medically confirmed disease

Knowledge and Attitude of PCC

e Maternal knowledge of PCC
e Maternal Attitude of PCC
e Partners’ knowledge of PCC
e Partners’ Attitude of PCC

4.9 Operational Definition
Preconception care services

Preconception care services assessed by this study are screening & treatment for chronic medical
diseases, screening & treatment for STIs, HIV testing & counselling, diagnosis & treatment for
infertility/sub-fertility, getting vaccination for tetanus, taking folic acid supplementation, follow-
up and care for preexisting chronic medical condition, follow-up and care for previous adverse
pregnancy & birth outcomes, weight management, diet modification, avoiding smoking &
drinking alcohol, avoiding teratogenic & illicit drugs, avoiding chemical/radiation expo- sure in

occupational, environmental and medical settings.(28)
Utilization of preconception care

If a women received at least one type of intervention, either advice or treatment, and lifestyle
modification care (screen for any disease and get treatment, take folic acid, take vaccine, get
counseling, modify diet, cessation of alcohol, cessation of cigarette smoking, stop taking of illegal
drugs, plan pregnancy, create healthy environment) at least once before being pregnant were
considered as mother utilized PCC.(30)

Maternal knowledge on preconception care



Women level of knowledge was measured using 10 questions measuring level of knowledge on
preconception care. Each question had one correct answer. The score for each correct answer was
one point and the score for each incorrect answer was zero point. Responses for each question was
added and the total score was in range from 0-10 points. Those respondents who scored > mean
was labeled as having “good knowledge” and those respondents who scored < mean was labeled

as having “poor knowledge(26,28)
Maternal Attitude towards preconception care

Women attitude towards preconception care was measured using 12 Likert scale questions with
five scales (strongly agree, agree, neutral, disagree, and strongly disagree). The score was
(strongly agree = 5, agree = 4, neutral = 3, disagree = 2, and strongly disagree = 1) for positive
statements and vice versa for negative statements and the total score was in range from 12-60
points. Responses for each question was added & divided by 12; which was the total number of
questions to compute for mean. Those respondents who scored = mean & < mean was labeled as

“postive attitude” and “negative attitude” respectively.(28,45)
Partners’ Knowledge on preconception care

Partners’ level of knowledge will be measured using 10 questions measuring level of knowledge
on preconception care. Each question had one correct answer. The score for each correct answer
was one point and the score for each incorrect answer was zero point. Responses for each question
was added and the total score was in range from 0-10 points. Those respondents who scored >
mean was labeled as “good knowledge” and those respondents who scored < mean was labeled

as “poor knowledge.(28)
Partners *Attitude towards preconception care

Partners’ attitude towards preconception care was measured using 12 Likert scale questions with
five scales (strongly agree, agree, neutral, disagree, and strongly disagree). The score was
(strongly agree = 5, agree = 4, neutral = 3, disagree = 2, and strongly disagree = 1) for positive
statements and vice versa for negative statements and the total score was in range from 12-60
points. Responses for each question was added & divided by 12; which was the total number of
questions to compute for mean. Those respondents who scored = mean & < mean were labeled as

“positive attitude” and “negative attitude” respectively.(45)



4.10 Data Collection Tools and Techniques

The questionnaires was prepared based on the reviewed previous literatures and CDC
preconception care guideline.(28,30,37,45) The questionnaires was prepared in English and then
translated to Amharic and Afan Oromo. The questionnaires were composed of eight parts, the first
part was socio-demographic that comprises of 10 items. Part 2 was reproductive and medical health
that comprised of 12 items. The third part was maternal knowledge of preconception care related,
and it contains 10 items. The fourth part was about maternal attitude toward preconception care,
which contains 12 items of 5-point Likert scale to measure attitude towards preconception care.
Response categories are 5-point Likert scales ranging from 1 strongly disagree to 5 strongly agree.
During analysis, the Likert scale items will be categorized into two response categories to compute
women’s attitude on preconception care. All scores were summed and transformed to percentage.
The fifth and sixth parts were the same knowledge and attitude assessment questions for maternal
partners. The seventh part of questionnaires was related to preconception care utilization, which

comprises 15 yes /no format response that measures, the outcome variable.(28,30,37,45)
4.11 Data Quality Control

Five midwives were recruited for the data collection task, and a supervisor was also be assigned
to monitor the data collectors on the data collection tasks. Training was given for the data
collection team for two days, and the training focused on the study's objective, data collection
tools, data collection procedures, and confidentiality of the client's information. The questionaries'
was pretested in other unselected public health institutions on 21 random mothers by taking the
recommended 5% of the estimated sample size. The researcher supervised the data collection team;
through all the processes, there was a data audit for completeness and legibility for each data

collection form.
4.12 Data Management and Analysis

The collected data was checked for clarity and completeness, then coded, verified, and categorized.
After that, it was entered into Epi data 3.1.0, then exported to SPSS V.27 for data analysis.

Frequency tables, and pie charts were used to present the information.

Descriptive statistics such as frequencies, proportions, and summary statistics were computed.

First, simple binary logistic regression was used to explore the association with the dependent



variable. Independent variables with a p-value < 0.25 in the simple/bivariate logistic regression
was considered for multivariable logistic regression analysis. The goodness of fit of the tests was
checked using Hosmer and Lemeshow tests wich showed (p value of 0 .994, with chi-square of
1.070). there is no multicollinearity between independent variables.

Factors that will independently be associated with utilization of preconception care was identified
using multivariable logistic regression, and the level of significance was ascertained by odds ratio
(OR) with a 95% confidence interval (CI) at a p-value < 0.05

4.13 Ethical Consideration

Ethical clearance was obtained from St. Paul’s Hospital Millennium Medical College, the School
of Public Health, Ethical Review Committee. A letter of permission and support was written to the
Bishoftu health office and the public health facilities in Bishoftu. The study subjects were informed
about the study's objective, their right to refuse to participate, and the confidentiality of their

information. Informed consent was obtained from all the study participants.



5. RESULT

5.1 sociodemographic characterrstics of the study participants

A total of 417 study participants were involved in the study and the response rate was 100%. The
majority of the mothers,357(85.6%) were in the age category of 20-30 and only 13(3.1%) of them
were under 20 years. Almost all of them,414(99.3%) were married. About 233(55.9%) of them
were Oromo and 239(57.3%) were Orthodox. More than half of them,251(60.2%) had attended
secondary education and 195(46.5%) of them were merchants. The majority of them, 397(95.2%)
had monthly income above 2000 ETB and about 296(71%) of them were able to reach health

facility within 30 minutes.

TABLE 1: SOCIODEMOGRAPHIC CHARACTERSTICS OF WOMEN ATTENDING ATENATAL CARE CLINICS

OF PUBLIC HEALTH FACILITIES IN BISHOFTU, OROMIA, ETHIOPIA,2023 (N=417)

Variable Category Frequency Percentage
Age <20 13 3.1
20-29 357 85.6
>=30 47 11.3
Marital status Married 414 99.3
Single 3 7
Ethnicity Oromo 233 55.9
Ambhara 155 37.2
Gurage 24 5.8
Others 5 1.2
Religion Orthodox 239 57.3
Muslim 60 14.4
Protestant 117 28.1
Catholic 1 2




Educational level No formal 15 3.6
education
Read and write 23 5.5
Primary education 40 9.6
Secondary 251 60.2
education
Diploma and above | 88 21.1
Husband No formal 4 1.0
Educational level education
(n=415) Read and write 16 3.8
Primary education 30 7.2
Secondary 180 43.2
education
Diploma and above | 185 44.4
Maternal Government 46 11.0
occupation employee
Merchant 195 46.8
Farmer 6 1.4
House wife 134 32.1
Daily labourer 14 3.4
others 22 5.3
Husband Government 113 271
occupation (n=415) | employee
Merchant 138 33.1
Farmer 8 1.9
Daily labourer 34 8.2
others 122 29.3




Monthly incomein | 1001-1999 20 4.8
ETB

>=2000 397 95.2
Time to reach health | <30 minutes 296 71.0
facility

>= 30 minutes 121 29.0

5.2 Reproductive and Medical Health Characteristics

More than half of the of them, 214(51.3%) were multigravidas and about 113(27.3%) of them were
primiparous. Almost all of them 392(94%) had received antenatal care 2-3 times and more than
half of them, 226(54.2%) had used family planning before current pregnancy The majority of them,
325(80.5%) had planned their current pregnancy. Very few of them, 6(1.4%) had experienced
pregnancy complication and the most common pregnancy complication was preeclampsia 3(.7).
about 10(2.4%) of them had experienced adverse pregnancy outcome and the most common
adverse pregnancy outcome was abortion 5(1.25). about 14(3.4 %) had medically confirmed

disease and the most common disease was chronic hypertention 6(1.4%).

TABLE 2: REPRODCUTIVE AND MEDICAL HEALTH CHARACTERSTICS OF WOMEN ATTENDING

ATENATAL CARE CLINICS OF PUBLIC HEALTH FACILITIES IN BISHOFTU, OROMIA,

ETHIOPIA,2023(N=417)

Variable Category Frequency Percentage
Gravidity 1 202 48.4
2-3 214 51.3
4-5 1 3
Parity 1 113 27.1
2-3 101 24.7
4-5 1 3
ANC use frequency 1 8 1.9
2-3 392 94.0




4-5 17 4.1
Family planning use No 191 45.8
before current
pregnancy Yes 226 54.2
Pregnancy complication | Yes 6 1.4
in previous pregnancies
No 247 59.2
Primigravida 163 39.1
Preeclampsia 3 7
Type of pregnancy
complication Gestational DM 1 2
RH incompatibility 2 .5
Not developed 247 59.2
Primigravida 163 37.9
Yes 10 2.4
Adverse pregnancy
outcome in previous No 244 58.5
pregnancy Primigravida 163 39.1
Type of Adverse Congenital anomaly 2 20
pregnancy outcome
(n=10) Abortion 5 50
Still birth 3 30
Medically confirmed No 403 96.6
disease
Yes 14 3.4
Type of medically Diabetes mellitus 4 28.57
confirmed
disease(n=14) Chronic Hypertension | 10 71.4
Pregnancy intention Unplanned 82 19.7
Planned 335 80.3




5.3 Knowledge on preconception care
More than half of the study participants, 261(62.5%) knew that womens’ health and life style

before pregnancy can influence both fertility and the health of the mother and child. however,
almost all,412(98.8%) did not know preparation and maintaince of health before getting pregnant.
About 165(39.5%) of them didn’t know women or couple should plan pregnancy and visit health
facility before pregnancy. More than half of them 61% didn’t know that chronic medical condition
such as Diabetes, Hypertention and others can affect the fetus. More than two third of them didn’t
know life or behavioral factors can affect the fetus. About 104(24.9%) didn’t know how
frequantely preconception care services need to be provided. Regarding overall knowledge

participants on preconception care, 125(30%) of them had good knowledge on preconception care.

Regarding partners’ knowledge on preconception care, more than half of the study participants,
361((86.6%) knew that womens’ health and life style before pregnancy can influence both fertility
and the health of the mother and child. however, almost all,416(99.8%) didn’t know preparation
and maintaince of health before getting pregnant. About 202(48.4%) of them didn’t know women
or couple should plan pregnancy and visit health facility pregnancy. About 416(99.8%) didn’t
know that chronic medical condition such as Diabetes, Hypertention and others can affect the fetus.
More than two third of them didn’t know life or behavioral factors can affect the fetus. About
104(24.9%) didn’t know how frequantely preconception care services need to be provided.
Regarding overall knowledge participants on preconception care, 100(23.98. %) of them had good
knowledge on preconception care.

TABLE 3: KNOWLEDGE ON PRECONCEPTION CARE OF WOMEN ATTENDING ATENATAL CARE CLINICS
OF PUBLIC HEALTH FACILITIES IN BISHOFTU, OROMIA, ETHIOPIA,2023(N=417)

Knowledge Questions Response Frequency Percent

Yes 261 62.58




Women’s health and lifestyle before pregnancy | No 156 37.42
can influence both the fertility and the health of
mother and child.
women should prepare & maintain their health | Yes 5 1,20
before getting pregnant

No 412 98.80
women/couples should plan pregnancy, and visit | Yes 252 60.43
health facilities before pregnancy?

No 165 39.57
chronic medical conditions such as DM, Yes 162 38.85
hypertension and others can affect the fetus?

No 255 61.15
behavioral or environmental conditions such as Yes 127 30.46
smoking, drinking alcohol and chemical exposure
can affect the fetus? No 290 69.54
preconception care and counseling are needed 52 12.47
for all reproductive age women? Yes

365 87.53

No
Improving maternal health, improving pregnancy | Yes 198 47.48
outcome and reducing unplanned pregnancy are
benefits of preconception care No 219 52.52
preconception care is important for both the Yes 102 24.46
mother and the baby

No 315 75.54
All health professionals are appropriate to Yes 155 37.17
provide preconception care services

No 262 62.83
Preconception care services should be provided Yes 51 12.23
continuously

No 366 87.77

Table 4: attitude toward preconception care of women attending atenatal care clinics of public

health facilities in Bishoftu, Oromia, Ethiopia,2023(n=417)

‘ Attitude questions ‘ SA

| ANo (%)

| N No (%)

| DNo (%)

SD No (%)
| |




No (%)

Preconception care is a high health care
priority for all women/couples planning
pregnancy

67(16.07)

121(29.02)

75(17.98)

80(19.18)

74(17.75)

Women with medically confirmed
diseases should only receive
preconception care services.

6(1.44)

11(2.64)

14(3.36)

377(90.41)

19(4.57)

Women who had pregnancy
complications or adverse birth
outcomes previously should only
receive preconception care services.

54(12.95)

86(20.62)

100(23.98)

90(21.58)

87(20.86)

Preconception care services should be
provided for reproductive age women

112(26.86)

98(23.50)

67(16.07)

73(17.51)

67(16.07)

Preconception care services should be
provided for married women

58(13.91)

90(21.58)

123(29.49)

89(21.34)

59(14.15)

Preconception care services should be
provided for unmarried women

3(.72)

8(1.92)

7(1.69)

10(2.39)

389(93.29)

Preconception care services are not
important for adolescent girls

33(7.91)

29(6.95)

33(7.91)

89(21.34)

233(55.86)

Hushands should accompany their
wives while seeking any preconception
care services

4(.96)

393(94.24)

8(1.92)

6(1.44)

6(1.44)

Preconception care services should be
provided by male health professionals.

77(18.47)

67(16.07)

123(29.49)

60(14.39)

90(21.58)

Preconception care services should be
provided by female health
professionals.

124(29.74)

134(32.13)

67(16.07)

47(11.27)

45(10.79)

Preconception care services should be
provided by traditional birth attendants

50(11.99)

68(16.31)

167(40.05)

89(21.34)

43(10.31)

Preconception care does not have any
effect on birth outcome

56(13.43)

54(12.95)

122(29.26)

90(21.58)

95(22.78)

5.1.4 Attitude toward preconception care
About 121(29.0%) of the study participants strongly agreed on preconception care to be high health

care priority for all women or couples planning pregnancy. Almost all of them, 406(97.4%)
disagreed that women with medially confirmed disease should only receive preconception care

services. About 393(94.2% of the study participants agreed that partners should accompany their



wives while seeking any preconception care services. Regarding over all attitude toward

preconception care, 155(37.4%) had positive attitude toward preconception care.

Regarding parteners’ attitude toward preconception care, about 62(14.9%) of the study participants
strongly agreed on preconception care to be high health care priority for all women or couples
planning pregnancy. Almost all of them, 410(98.5%) disagreed that women with medially
confirmed disease should only receive preconception care services. About 389(93.3%) of the study
participants agreed that partners should accompany their wives while seeking any preconception
care services. Regarding over all attitude toward preconception care, 111(26.6%) had positive
attitude toward preconception care.

TABLE 5: PARTNERS KNOWLEDGE ON PRECONCEPTION CARE OF WOMEN ATTENDING ATENATAL
CARE CLINICS OF PUBLIC HEALTH FACILITIES IN BISHOFTU, OROMIA, ETHIOPIA,2023(N=415)

Knowledge Questions Response | Frequency Percent
Women’s health and lifestyle before pregnancy | Yes 361 86.99
can influence both the fertility and the health of
mother and child. No 54 13.01
women should prepare & maintain their health | Yes 3 a7
before getting pregnant

No 412 99.23
women/couples should plan pregnancy, and visit | Yes 202 48.67
health facilities before pregnancy?

No 203 51.33

chronic medical conditions such as DM, Yes 4 3.37
hypertension and others can affect the fetus?

No 401 96.63

behavioral or environmental conditions such as Yes 18 3.34
smoking, drinking alcohol and chemical exposure
can affect the fetus? No 397 95.66
preconception care and counseling are needed 16 3.86
for all reproductive age women? Yes

399 96.14
No




Improving maternal health, improving pregnancy | Yes 38 9.16
outcome and reducing unplanned pregnancy are
benefits of preconception care No 377 90.84
preconception care is important for both the Yes 5 3.61
mother and the baby

No 400 96.39
All health professionals are appropriate to Yes 71 17.11
provide preconception care services

No 344 82.89
Preconception care services should be provided Yes 26 6.27
continuously

No 389 93.73

TABLE 6: PARTNERS ATTITUDE ON PRECONCEPTION CARE OF WOMEN ATTENDING ATENATAL CARE

CLINICS OF PUBLIC HEALTH FACILITIES IN BISHOFTU, OROMIA, ETHIOPIA,2023(N=415)

Attitude questions SA A No (%) N No (%) D No (%) SD No (%)
No (%)

Preconception care is a high health care | 62(14.94)) | 121(29.17) | 75(18.07) | 80(19.28) | 77(18.55)

priority for all women/couples planning

pregnancy

Women with medically confirmed 6(1.44) 11(2.65) 11(2.65) 390(93.98) | 3(.72)

diseases should only receive

preconception care services.

Women who had pregnancy 54(13.01) | 84(20.24) | 100(24.09) | 90(21.69) | 87(20.96)

complications or adverse birth

outcomes previously should only

receive preconception care services.

Preconception care services should be | 110(26.50) | 96(23.13) | 67(16.14) | 73(17.59) | 67(16.14)

provided for reproductive age women

Preconception care services should be | 56(13.49) | 90(21.69) | 123(29.64) | 89(21.44) | 59(14.22)

provided for married women

Preconception care services should be 3(.72) 8(1.93) 7(1.69) 8(1.93) 389(93.73)

provided for unmarried women

Preconception care services are not 31(7.47) 29(6.99) 33(7.95) 89(21.44) | 233(56.14)

important for adolescent girls

Husbands should accompany their 4(.96) 391(94.21) | 8(1.93) 6(1.44) 6(1.44)

wives while seeking any preconception

care services

Preconception care services should be | 77(18.55) | 67(16.14) | 123(29.64) | 6014.46) | 90(21.69)

provided by male health professionals.




effect on birth outcome

Preconception care services should be | 122(29.39) | 134(32.29) | 67(16.14) | 47(11.33) | 45(10.82)
provided by female health

professionals.

Preconception care services should be | 50(12.04) | 66(15.90) | 167(40.24) | 89(21.45) | 43(10.36)
provided by traditional birth attendants

Preconception care does not have any 54(13.01) | 54(13.01) 122(29.39) | 90(21.69) | 95(22.84)

5.1.5 Preconception care utilization

Among 417 study participants 140(33.6%) of them had utilized preconception care services from

public health facilities. The most common preconception care services utilized was folic acid

supplementation 63(45.00%) and followed by getting tetanus vaccination 43(37.71%),

respectively. Two thirds of them utilized the services from health center and during the frist three

months of pregnancy.



pcc utilization

= pcc utilized = pcc not utilized

FIGURE 3: PRECONCEPTION CARE UTILIZATION OF WOMEN ATTENDING ATENATAL CARE CLINICS OF
PUBLIC HEALTH FACILITIES IN BISHOFTU, OROMIA, ETHIOPIA,2023

5.1.5 Factors Associated with Preconception care
Maternal age, educational level, husbands’ occupation, parity, monthly income, family planning

use, adverse birth outcome, pregnancy complication, overall maternal knowledge and attitude
toward preconception care had a p-value of <=0.25 in the bivariate analaysis and then taken in to
the final model for multivariable analysis. These variables were candidates for multivariable
analysis and taken to control for potential confounding effect. In multivariate analysis parity,
family planning use, overall maternal knowledge and attitude were statistically significantly

associated with preconception care utilization at a p-value < 0.05.

The odds of utilizing preconception care in women who had used family planning before this
pregnancy were 13.9 times more likely than those who had not used family planning before current
pregnancy (AOR=13.875; 95% CI (6.261,30.749).

The odds of utilizing preconception care was 17 times more likely in multiparous women than in
nulliparous women (AOR=17.083; 95% CI (7.035,41.482)



The odds of utilizing preconception care utilization in those who had an overall good knowledge
on preconception care was 9.6 times more likely than in those who had an overall poor knowledge
about preconception care (AOR=9.622;95% CI (4.250,21.785)

The odds of utilizing preconception care was 5.5 times more likely in those who had an overall
positive attitude toward preconception care utilization than those who had an overall negative
attitude toward preconception care (AOR=5.471; 95% CI (2.459,12.173)

TABLE7: BIVARIABLE AND MULTIVARIABLE LOGESTIC ANALYSES FOR FACTORS ASSOCIATED WITH
PRECONCEPTION CARE WOMEN ATTENDING ATENATAL CARE CLINICS OF PUBLIC HEALTH FACILITIES

IN BISHOFTU, OROMIA, ETHIOPIA,2023(N=417)

variable Preconception | COR (95%) AOR (95%) P
care value
utilization
Yes No
Freq Freq

Age <20 3 10 1 1

20-29 110 247 .222(.054,.914) .726(.113,4.471) .726
>=30 27 20 .330(.177,.613) .486(.62,3.775) 486
Educational | No formal 11 4 1 1
level education
Read and 14 9 .566(.137,2.336) 1.199(.162,8.875) .859
write
Primary 18 22 .298(.081,1.095) .348(.048,2.533) ..298
education
Secondary 76 178 .158(.049,.512) .236(.039,1.417) .115
education
Diploma 21 67 .114(.033,.396) .132(.018,.989) .049
and above

Husbands Government | 31 82 1 1

occupation employee

merchant 58 80 1.918(1.124,3.2710 1.143(.468,2.791) .769
farmer 7 1 18.516(2.188,156.694 | 3.934(.022,706.236) | .605
)




Daily 11 23 1.265(.552,2.898) .475(.102,2.213) .343
labourer
other 31 91 .901(.504,1.610) .9599.386,2.384) .929
Parity nulliparous | 26 170 1 1
multiparous | 114 107 6.966(4.268,11.369) 17.083(7.035,41.482) | <.001
1001- 13 7 1 1
Monthly 1999ETB
income
>=2000 ETB | 127 270 .253(.099,.650) .151(.015,1.527) .109
Family No 23 168 1 1
planning use
Yes 117 109 7.840(4.718,13.029) 13.875(6.261,30.749) | <.001
No 133 274 1 1
Adverse
birth yes 7 3 4.807(1.224,18.885) | 3.148(.389,25.479) | .282
outcome
Pregnancy No 137 273 1 1
complicatio
n
yes 2 4 1.004(.182,5.548) 2.159(.069,67.955) .662
Maternal poor 61 231 1 1
knowledge
good 79 46 6.504(4.105,10.304) 9.622(4.250,21.785) | <.001
Maternal negative 45 215 1 1
attitude
positive 95 60 7.565(4.796,11.932) 5.471(2.459,12.173) | <.001
6. Discussion

This study assessed preconception care utilization and associated factors among pregnant women

attending antenatal care clinics of public health facilties in Bishoftu city. This study showed that



the magnitude of preconception care utilization to be 33.6%. The finding of this study is similar
with the study done in Bangladesh which was 33% (34). This might be due to the simililarity in
study design and socioeconomic similarities in the study population. The finding of this study sudy
also approaches the result of study done in West Shoa Zone which showed magnitude of
preconception care utilization to be 38.2%, the similarity might be due to similar study design and

the slight descripancy might be due to larger sample size in the later study(46).

The finding of this study is higher than the reports from study done in Adet(9.6%),
Debrebirhan(16%), and Mizan Aman(20%). This dissimilarity might be due to study design and
study setting. For instance, those studies done in Adet, Mekele and Mizan were community based
cross-sectional studies (25,26,39). However, it is lower than a cross-sectional study done in Addis
Abeba which was 42.2%, the discrepancy might be due to larger sample size in the later study
(42). It is also lower than a cross-sectional study done in China which was found to be 42.2%. this

discrepancy might be due to socioeconomic, and health care structure dismilarities (22).

The odds of utilizing preconception care in women who had used family planning before this
pregnancy were 13.9 times more likely than those who had not used family planning before current
pregnancy. This finding is supported by a similar result from studies done in Hosana, and west
shoa which showed family planning use before the index pregnancy had a siginifacnt positive
effect on the odds of utilizing preconception care (26,28). This might be due to those women who
had been using family planning were exposed to preconception care information and service
package which enables them to utilize preconception care more likely. This implies integrating
preconception care services to other maternal and child health services such as family planning

services is so important to advance preconception care utilization.

According to this study the odds of utilizing preconception care was 17 times more likely in
multiparous women than in nulliparous women. This finding is inline with the study done in Adet,
which showed multiparous women were 2.3 more likely to utilize preconception care than
nulliparous ones. This might be due to the frequent exposure of multiparous women to the health
facilities and subsequent access of information on preconception care services. However, a study
done in Nigeria contradicts this finding and shows that nulliparous women had 41% more chance

of utilizing preconception care utilization than multiparous women (25,40).



This study showed that the odds of utilizing preconception care utilization in those who had an
overall good knowledge on preconception care was 9.6 times more likely than in those who had
an overall poor knowledge about preconception care. This finding is in line with studies done in
Hosana, Mekele and Addis Abeba. This might be due to women who had poor knowledge on
preconception care didn’t know the benefits, the service packeges and availability of preconception
care as a result they were not able to utilize preconception care services (28,37,42). This implies
that information on preconception care services and benefits of preconception care should be
dissiminated in health facilities, schools and on mass medias so that it can increase womens’

knowledge on preconception care.

According to this study the odds of odds of utilizing preconception care was 5.5 times more likely
in those who had an overall positive attitude toward preconception care utilization than those who
had an overall negative attitude toward preconception care utilizing preconception care was 5.5
times more likely in those who had an overall positive attitude toward preconception care
utilization than those who had an overall negative attitude toward preconception care. This finding
is inline with a study done in Miazn which indicated women with positive attitude toward
preconception care had 40% more likely to utilize preconception care. This might be due to those
women who had a positive attitude toward preconception care had increased health seeking
behavior and more inclination toward utilizing preconception care services. This implies after
increasing and improving womens’ knowledge it is also important to work on women so that they

will have a positive attitude toward preconception care.

Although we have included partners’ knowledge and attitude toward preconception care utilization
either of them showed statistically significant association with preconception care utilization.
However, it is important to enhance partenrs’ knowledge and attitude toward preconception care

indorder to advance the overall magnitude of preconception care utilization.

6.1 Strength and Limitation of the study
The strength of this were, it incorparted partners or husbands on the inquiry of knowledge and

attitude on preconception care which hadn’t been done previously and the large sample size it has
got is believed to increase the validity of the results found. It also focused on the current pregnancy

which reduces recall bias.



The limitations of this study were, it was a cross-sectional study and temporal causal relationship
can’t be established with this study design. Another one this study was facility-based study and
this may slighetly reduce the representativeness to the general local community.



7. CONCLUSION AND RECOMMENDATION

7.1 Conclusion
This study showed that preconception care utilization in this study area is low. Family planning

use before this pregnancy had increased the utilization preconception care 13.9 times. Being
multiparous had also increased the utilization of preconception care 17 times. knowledge on
preconception care and attitude toward preconception care had increased the utilization of
preconception care 9.6 and 5.5 respectively.

7.2 Recommendations

This study reveiled that preconception care utilization is low in the study area. So inorder to
advance and increase preconception care utilization several stake holders should engage actively
and with full effort. By availing this continuum care for mothers, we can improve both maternal

and child health outcome.

For instance, the study indicated that family planning use before the current pregnancy was
associated with more likely use of preconception care. This implies integrating maternal and child
health service programs such as family planning use with preconception care service packages
availing both services at the same unit will enhance and improve the magnitude of preconception

care utilization. By doing so we will improve the overall maternal and child health outcomes.

From this study maternal knowledge on preconception care and attitude toward preconception care
utilization were significantly associated with preconception care utilization. Those with good
knowledge on preconception and positive attitude toward preconception care were more likely
utilized preconception care services. So, increasing maternal knowledge on preconption care is
very important. Health education on preconception care, information dissemination in health
facilities, schools and other public gathering places will help advance the knowledge on
preconception care utilization. It is also important to work on the attitude of women toward

preconception care. This will cumulatively increase the overall preconception care utilization

Last but not least additional researches with case control methodology should be conducted on the
factors that can influence preconception care utilization and programs, and guidelines should be

revised accordingly.
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9. ANNEXES

9.1 Annex -1: Information sheet and consent form
Dear Respondents, this questionnaire is prepared to assess the Prevalence of Preconception care

utilization and Associated Factors among pregnant mothers Who will come for ANC follow up in
a public health facility in Bishoftu town, North East Ethiopia, 2023. The assessment will be done
for the partial fulfillment of MPH Degree in a general MPH. Therefore, you kindly requested to
provide a genuine response to the questions. The information you provide is confidential and is
used only for this study. Do not hesitate to ask the data collector if you have any questions. Your

cooperation and participation until the interview are vital for completing the assessment.
Thank you for your cooperation!

Data collector’s sign:

9.2 Annex 2: English version questionnaire:

SECTION 1: Socio — demographic information

S.no

Demographic Questions Responses Skip

Code

Age of the mother 1.<20
2.20-29
3.>230

. Married

. Single

. Divorced
. Widowed

What is your marital status?

Oromo

Ambhara

Gurage

. Others (specify).........

What is your ethnicity?

. Orthodox

. Muslim

. Protestant

. Catholic

. Others (specify)..............

What is your religion?

. No formal education
Read and write

. Primary education

. Secondary education
. Diploma and more

What is your level of educational status?
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What is your husband’s level of
educational status?

. No formal education
. Read and write

. Primary education

. Secondary education
. Diploma and more

What is your Occupation?

. Government employee

. Merchant

. Farmer

. House wife

. Daily laborer

. Others (specify).............

What is your husband’s occupation?

LN A WNREPSNOWOWDNERPRODWODNPRE

. Government employee

. Merchant

. Farmer

. Daily laborer

. Others (specify).............

How much is your monthly income?

1. Lessthan 500
2. 501-1000

3. 1001-2000

4, 2001 and above

10.

How much time you spent to reach health

facility?

1.less than 30 min
2.30 min and above

SECTION 2: Reproductive & Medical Characteristics

S.no Questions Responses Skip Code
11. | How many times have you been pregnant so far
including this pregnancy? (Gravidity)
12. | Have you ever given birth? 1. Yes If No, goto Q
2. No 22
13. | How many times have you given birth whether it’s
alive or dead? (Parity)
14. | How many times did you receive antenatal care
during this pregnancy?
15. | Have you used family planning before current 1. Yes If No, goto Q
pregnancy? 2. No 28
16. | Have you ever experienced complications during 1. Yes If
pregnancy 2. No Primigravida,
go to Q.32
17. | Which type of complication during pregnancy 1. Antepartum hemorrhage
have you experienced? (multiple responses are 2. Preeclampsia
possible) 3. Eclampsia
3. Gestational DM
4. Postpartum hemorrhage




5.RH incompatibility
6. Complications during labor & delivery
7. Intrauterine growth restriction
8. C/S delivery
9. Others (specify)............
18. | Have you ever experienced adverse pregnancy 1. Yes If No, go to
outcomes? 2. No Q.32
19. | Which type of adverse pregnancy outcome have 1. Congenital anomalies
you experienced? (multiple responses are possible) | 2. Low birth weight
3. Preterm
4. Abortion
5. Still birth
6. Neonatal death
7. Others (specify).............
20. | Do have medically confirmed diseases? 1. Yes If No, go to
2. No Q.35
21. | If yes, which type of medical disease do you have? | 1. Diabetes mellitus
(multiple responses are possible) 2. Chronic hypertension
3. Chronic renal disease
4. Asthma
5. Cardiac disease
4. HIV/AIDS
5. Others (specify).............
22. 1. Yes
Is your current pregnancy planned? 2. No
23. | Does your partner support you about your 1. Yes
pregnancy? 2. No
SECTION 3: Knowledge of mothers on preconception care
S.no Knowledge Questions Response S | Code
ki
p
24 Women’s health and lifestyle before pregnancy | 1. Yes 1=yes
can influence both the fertility and the health of | 2. No 0=no
mother and child. 3.1don’t know 0=I don’t
know
25 women should prepare & maintain their health | 1. Yes 1=yes
before getting pregnant 2. No 0=no
3. 1 don’t know 0=I don’t
know
26 women/couples should plan pregnancy, and visit | 1. yes 1=yes
health facilities before pregnancy? 2.no 0=no
3. I don’t know 0=I don’t
know




21 chronic medical conditions such as DM, 1. yes 1=yes
hypertension and others can affect the fetus? 2.no 0=no
3. 1 don’t know 0=I don’t
know
24 behavioral or environmental conditions such as 1. Yes 1=yes
smoking, drinking alcohol and chemical exposure 2. No 0=no
can affect the fetus? 3. Tdon’t know 0=I don’t
know
29 preconception care and counseling are needed 1. yes 1=yes
for all reproductive age women? 2. no 0=no
3. Idon’t know 0=I don’t
know
3( Improving maternal health, improving pregnancy 1. yes 1=yes
outcome and reducing unplanned pregnancy are 2. no 0=no
benefits of preconception care 3. Idon’t know 0=I don’t
know
3] preconception care is important for both the 1. vyes 1=vyes
mother and the baby 2. no 0=no
3. Idon’t know 0=I don’t
know
34 All health professionals are appropriate to 1. vyes 1=vyes
provide preconception care services 2. no 0=no
3. Idon’t know 0=I don’t
know
39 Preconception care services should be provided 1. Yes 1=yes
continuously 2. No 0=no
3. Idon’t know 0=I don’t
know

Section 4: Attitude of mothers on preconception care

S.no Attitude Questions Responses
SA A SD
1. Preconception care is a high health care priority for all
women/couples planning pregnancy.
2. Women with medically confirmed diseases should only receive

preconception care services.




Women who had pregnancy complications or adverse birth
outcomes previously should only receive preconception care

services.

4, Preconception care services should be provided for reproductive
age women

5. Preconception care services should be provided for married
women

6. Preconception care services should be provided for unmarried
women

7. Preconception care services are not important for adolescent girls

8. Husbands should accompany their wives while seeking any
preconception care services.

9. Preconception care services should be provided by male health
professionals.

10. Preconception care services should be provided by female health
professionals.

11. Preconception care services should be provided by traditional birth
attendants

12. Preconception care does not have any effect on birth outcome.

SECTION 3: Knowledge of mothers on preconception care

S.no Knowledge Questions Response S | Code
ki
p
34 Women’s health and lifestyle before pregnancy | 1. Yes 1=vyes
can influence both the fertility and the health of | 2. No 0=no
mother and child. 3.1 don’t know 0=I don’t
know
3% women should prepare & maintain their health | 1. Yes 1=vyes
before getting pregnant 2. No 0=no
3. I don’t know 0=I don’t
know
3¢ women/couples should plan pregnancy, and visit | 1. yes 1=yes
health facilities before pregnancy? 2.no 0=no
3. I don’t know 0=I don’t
know
37 chronic medical conditions such as DM, 1. yes 1=yes
hypertension and others can affect the fetus? 2.no 0=no
3. 1 don’t know 0=I don’t

know




34 behavioral or environmental conditions such as 4. Yes 1=yes
smoking, drinking alcohol and chemical exposure 5. No 0=no
can affect the fetus? 6. Idon’tknow 0=I don’t
know
39 preconception care and counseling are needed 4. yes 1=yes
for all reproductive age women? 5. no 0=no
6. Idon’t know 0=I don’t
know
4( Improving maternal health, improving pregnancy 4. yes 1=yes
outcome and reducing unplanned pregnancy are 5. no 0=no
benefits of preconception care 6. Idon’t know 0=I don’t
know
41 preconception care is important for both the 4. yes 1=yes
mother and the baby 5. no 0=no
6. Idon’t know 0=I don’t
know
47 All health professionals are appropriate to 4. yes 1=vyes
provide preconception care services 5 no 0=no
6. Idon’tknow 0=I don’t
know
43 Preconception care services should be provided 4. Yes 1=vyes
continuously 5. No 0=no
6. Idon’tknow 0=I don’t
know

Section 6: Attitude of partners on preconception care

S.no Attitude Questions Responses
SA A SD
13. Preconception care is a high health care priority for all
women/couples planning pregnancy.
14, Women with medically confirmed diseases should only receive
preconception care services.
15. Women who had pregnancy complications or adverse birth
outcomes previously should only receive preconception care
services.
16. Preconception care services should be provided for reproductive

age women




17. Preconception care services should be provided for married
women

18. Preconception care services should be provided for unmarried
women

19. Preconception care services are not important for adolescent girls

20. Husbands should accompany their wives while seeking any
preconception care services.

21. Preconception care services should be provided by male health
professionals.

22. Preconception care services should be provided by female health
professionals.

23. Preconception care services should be provided by traditional birth
attendants

24, Preconception care does not have any effect on birth outcome.

Section 7: Utilization of preconception care

S.no | Utilization Questions Responses Skip Code
4{ Have you ever received preconception care service 1. Yes If No,
from health facility during any of your previous 2. No goto
pregnancy? Q.73

e~

If yes Q. 71, which preconception care services have
you received?

1. Being screened & treated for
chronic medical diseases

2. Being screened & treated for STIs
3. HIV counseling, testing &
initiating HAART if reactive

4. Being diagnosed & treated for
infertility/sub-fertility

5. Getting vaccination for tetanus
6. Taking folic acid supplementation
7. Had follow up and care for
preexisting chronic medical
condition before getting pregnant
8. Had follow up and care for
previous adverse pregnancy & birth
outcomes before getting pregnant
9. Weight management

10. Diet modification

11. Avoiding smoking & drinking
alcohol

12. Avoiding teratogenic & illicit
drugs




13.Avoiding chemical/radiation
exposure in occupational,
environmental and medical settings

Have you received preconception care service from
health facility in the current pregnancy?

1. Yes
2. No

&

If yes to Q.73, which preconception care services had
you received in the current pregnancy?

1. Being screened & treated for
chronic medical diseases

2. Being screened & treated for STls
3. HIV counseling, testing &
initiating HAART if reactive

4. Being diagnosed & treated for
infertility/sub-fertility

5. Getting vaccination for tetanus
6. Taking folic acid supplementation
7. Had follow up and care for
preexisting chronic medical
condition before getting pregnant
8. Had follow up and care for
previous adverse pregnancy & birth
outcomes before getting pregnant
9. Weight management

10. Diet modification

11. Avoiding smoking & drinking
alcohol

12. Avoiding teratogenic & illicit
drugs

13.Avoiding chemical/radiation
exposure in occupational,
environmental and medical settings

When did you receive preconception care service in the
current pregnancy?

1. When | planned to get pregnant
2. 3 months before being pregnant
3. During the first 3 months of
pregnancy

4. Between pregnancies

. Others (specify)............

4

In which unit have you received the preconception care
service in the current pregnancy?

. Family planning unit

. Post-natal care unit

. Gyn-OPD

. Chronic disease follow-up clinic
. Others (specify).........

5

Where did you receive the preconception care service
in the current pregnancy?

. Public hospital

. Health center

. Health post

. Private clinic

. Others (specify).........

Who provided you the preconception care service in
the current pregnancy?

. Doctor

Nurse

. Midwife

. Health officer

. Health extension worker
. Others (specify).........




5] Who makes decision on pregnancy planning & seeking | 1. Women alone
health care services? 2. Husband alone
3. Women & Husband
4. Others (specify............. )
5| Did your husband supports & accompany you while 1. Yes
having preconception care services? 2. No
5/ How many times did you receive preconception care
services in the current pregnancy? | —-eee-
5| If you were screened for chronic medical conditions as | 1. Hypertension
preconception care services in the current pregnancy, 2. Diabetes
which condition had you screened? 3. Tuberculosis
4. Anemia
5. Epilepsy
6. Infertility
7. Asthma
8. Others
5| If you managed your weight as preconception care 1. Maintained healthy weight
services in the current pregnancy, what kind of weight | 2. Lost weight
management have you done?
5| If you took folic acid supplementation, have you 1. Yes
consistently used them? 2. No
5{ If you modify your diet as preconception care services | 1. Foods with high-carbohydrate
in the current pregnancy, what kind of modifications avoided
have you made? 2. Foods with high saturated fat
avoided
3. Foods with high glycemic avoided
4. Eating balanced diet& increased
meal frequency with diversified food
items
5. Others (specify------------- )

9.3 Annex: Questionnaire Amharic Version

NNA&+ N+ NMITF M5 +FMF DD PA 16N M-C ATHTF NACTHT NLT NQLLLA

PM.S NTTA HLP PAFM AMPPI® AT +HME 11T

PPA-OMER T/ /2015 PG+ PIe ... PPA-OMEE hE

NEA 1:-91A-F¢h a8 M E8AN D PEPT

+.% nPe RART HAA he
1| 6&mP A% 102 (N+MePed 1.<20
an 2.20-29
AEHR) 3.230
2. | PINF UsFP RIET 1002 1. pInF
2. PAINF
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. RCTAAN
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. TCENFIT

htAR

AT (BOAR)

PTIRUCT BLEP 97 PUA 10?2

. NG F9oYCt LAMAL,

. 3NN AF ARRUE P9 T4

. fpapBan/p 0/ 8 FIOUCT PMTPP
.FATE 248 F9°UCT PMadd

8. TAT AT NH NAL

PNAR PHIRUCT £2E 9B PUA 10-?

. DPNG F9oYCt PAMAS,

. 3NN AF ARRUE P9 T4

L fpapgan/p 0/8 FIPYCT PMTPP
.FATE 248 F9°UCT PMadd

& TAT AT NH NAL

PG PANP TRILT 10k

., PADYONF ALrtE

108,

N

PNt ACRNE

L OAFP NertE

AT (BARY) ...

PNAR ¢ PIET 10?2

. PADYOINF ALrtE

108,

N

OAFP Nertd

AT (BARY) ...

O WNROUOMWNDRODMWNNR|[OOAONRODWNRIMWN R W

M™CYR MNP N+ 1@-?

1.AFPNF oo N+F
2.501-1000
3. 1001-2000

4.2001 AT hHP NAL

10.

PaRPLe NFP P 10?2

1. h+mm
2.1MC




11.

ML MT F2I° ACRL/N % PUA 14 | 1N 30 &4 NFT

RLENFA?

2N 30 22$ AT NHP NAL

NEA 2:-PNT-+PAL AT PMT ANATY PR8N M D PEPT

S.no

Questions

Responses

Skip

Code

12.

2UTT ACTHT 9P ANN AT 92T PUA
1H 180 MC PIPA?

13.

AR DALM, PM.PA?

1. AP
2. ARA.$JP

AN AAML$FP
nUT @L M. <.
22 15

14.

ULt PA AE LU 092+ A7+ 2H 1o
PMAST?

15.

NMOASNT L NAhL®F P1NE+ AT 1N4.?

16.

NMMASNT 1H NTTF URTT 9P+Pa?

17.

NAHLDt P+DAS NBA 17 PP+ AT
Ao PH?

1. hP
2. PAR gD

amAf PATGR
nUr me m.<.
19 245

18.

NUL®TF htmAS NBA AT+ AET 9o+?

19.

NAL-F AT N3 NALDF PA AST NF
TFM?

20.

pangan/p AEPY AMAS NIt 9ae3 1NC?

21.

PARLLA ABPT AOF INC POASF?

22.

NAog /A AR NET PALY ABPTY aDF
YNC POAST ?

23.

AT N1 @&F ACTHH 19PH?

24.

NHU ACIHT @%T AT 1H PACTIHT AttA
A+ PA?

25.

P+HAN PN +MPM, PMO.PA?

1. AP
2. ARAM.PIP

26.

PHE MY HE, 10 PHMPaF? (NH JRART
AF4 BFAX)

1. At MUK RN TMhLMC
2. P@7E HC MATAALL EN TNEMC
3. MYRT MNP PRPNC AT




4, ao(g,

5.N&8 NC P $NC PACOIHST aPhANP
6. PACIIHT a®nNANL AThNA

7. e@3L hyege

8. PNt hege

9. £77+8 PACIHT aPhANh P

10. PhATEC HE

11. M-+ PN+ PACOIHST APhAN P
HE

12. N1+ T1F @& F POYE HC AN L
M6 TMEAN

27.

ALY NA® ACIHT NET PRtA oMt
+MPaDPLH?

1. AP
2. RAtMmeIe g

28.

AN AP NP PHE@- HE, +MPADPA?
(Nt FPART AFé £FAx)

1. At TRURT RN MASMC

2. P2 HC MN+HAAL L £N TAFMC
3. MYRT N PRPNC AT
4,004,

5.N&8 NC PTPNC PACSIHT a2hANP
6. PACTHT aPhANS ATANA
7.Pm73L nyLgD

8. Pt hegm

9. &77+§ PACIHT a™hAh P

10. PhATLC HE,

11. M-+ PN+t PACOIHT ahANP
12. N1+ T7F 03F P HEC AT DL
M.65 &AM

29.

NACTIHT P+ NACSIHS IC P+ PH FoICF

AIHaM- PM-PA?

1.AP
2. APM.P9

AOREAD/ 0 H,
hUY PLHFm
ML Mm%, 32
248

30.

AN APT NPT NACTHT @%F NACTIHT IC
PP L1 9o KETT FICT 1P FA? (N

FOARTF AT% £FAN)

1. P$LdD MA L RF° ARENN

2. NACTIHG P+ PPH PRI 914t

aD g, an(

3. NACIHS P+PPH PRI® 914+
MG AS LN NFE POLP

4. NACTHS P+ £ PH PAN.C Yargm

5. P2UL DAL BT AR&EANS.A+AL
6. N°MT NOAL 1H PTNAT FoIC
7. NT98'r MNH PR NAT PXTN

D (T, 650




8. NATAAY CPMAL
9. AA (RIAR)............
31 | hHU Nt AMAS hUsF IC +LLH AhA 1. hP aAN APM.$IP
AIMPO-F POrPA? 2. hPM.Bg" NPy @ M.+
33 245
32. | a0AM APY NP P T APYF NURY IC 1. PA&MMC FC PANT URY
P+PLPH ARA 1 IRPF INC? (NH IRART 2. H$+5 nNLt PAM. URT
A4 ETFAX) 3. LM ALLCH P+MAL URY
4. 87N MNDLE
5. 9% P+MAL URY
6. PERBA URY ot
33. | NAhAIRT P+ 27M NAZF AANPF? 1. hP @AM PANFID
2. PANEgD hoy @8 m.4.
35 248
34. | AP NUY T PFT @ 92Y1F NAF AANPT? (NH | 1. PhN.C yarge
IOART AF4 LFAN) 2. &CPALE PRI™ 9K+
3. #C PNRL PIFAA T NASF
4. hho®
5. AN NASF
6. T AL N/ AEN
7. AA (BOAR). ...
35. | NR+AN NARIRT P+221M NAF PANT AM. | 1. AP amAnh PAGD
AA? 2. PAg nwy me
aq AM,
A&A 248,
36. | AP NUPY F PG 92YF NAFIQ. PANT? 1. PhnC yaegm
(N PPART ATS 2FAKN) 2. #C PNRL PRI @14t
3. &C PALE PIFAAT NS
4. hho®
5. PAN NAF
6. AT AR N/ AN
7. A (29AR).............
37. | hHU N&T hiNgt ACTHTPF adhnd A%Lm. | 1. AP
L INC? 2. RAINZI
38. | PAUF ACTHT AP LM, 100 PLTIHT ME? 1. AP
2. 2 LA

h&A 3: N3 La 670 AThNNN AL PATHTF A+ e+aAh+ D PEPF




+.¢ nee goART HAA he
39. | NACTIHST Nt PAFT MG AT AESC Urd | 1. AP
NATET AT PAET MG ARGR P NARRIN AL | 2. K2 F A
+ROF ALALC BFAA 3. RAD-$GD
40. | A$T NAPEIATO N&FT MSFOT MHIET | 1. AP
AT MNP ATSANTD PO P2 2. PANF M9
3. AAD-&9
41. | DA 2a0 70 AYANNN ATP+D- PrA? | 1. AP mAp
2. ARAD-&9P AADR$IR NPT
mL .4 46
248
42. | aoE@mY NPt ATTFE? (N TPART A4 1. PNtA ANAT / HAPRF
2FAK) 2. 388
3. hm& NAT>PPF PMT AANERT
NAT™PPTF (IO
4. NATRE APART
5. NOFF PATT (&PF
6. NARIGE NHYTY (680 T FANLHT T
JHM T MYNSP M8 P)
7. NNATF
8. AfeT (£91AR) ..........
43. | NACIHT N&t 97 dapele) AT18ANT | 1. AP aoAn
POPNx? 2. ARAD-$go AAM-$I NPT
me Mm.¢. 48
248
44. 1 hP NPT T AT [ NATECT NACIHT N | 1. ACTTHT e e

gor apyt YICTY el AANFE? (Nt
FOART AT% LFAX)

2. NA MEFT ACTTHT INCT ATRL A
PMT +2MFy INTF

3. NC ANRE PMG FoIC JoCans. 9L/
AG @D Fngo

4. TR0 AT PANAHC NAFPTY
goCans. a9 849 RS AR Fhgo

5. DYy} ARADCADC G D Fngo
6. At10 Nt oA e

7. ABTY AL ATPMAL PN
0% LY Mg

8. BAN AL PN L

9. PA@.YF ANLHY TA+hnA




10. A@® 271 TA+hha

11. AJ¢ TebuN AT AADA APt
m&ge

12. 6707 PR I8. AT Ah7-0

an & 51 $F7 AAGD Mg

13. NNé T NNNN, AT NAhNIRT +2amF
AN ARANEAL TN / Pl C

hae gAm ae@m-

14. ANEAL U A7 NHZ-ARA JC
AtPPH FoCF PHZ-ARA JRRC T gRCans.
AT Uh9Rg @997

15. £ 3P Pt NAAN AP FF PG
ATANNN ATA AT T 24 AT
PATANG & o0& aPhMmt

16. NHU N&F NC PARL PMuT FoIC
AANT AT hamgih N&F 9oNC T goCans.
AT Uh9mg @997

17. hHU N&*+ AN NACTIHS IC P+20 fH
FIC/NUKYT IC P+ P PH ANA Ahh9RT
NATEZ FoAC T3 T+

18. AT (29AR) ...

45.

PHEm G PARE PMS Uik 8T A8
RFAA? (N PART AP £FAX)

. PANC yargm

AL PNLE PRID @l

G PALE PIFAAT NS

AhgD

. PANT PLIR 030, NASF

. hT.AL.M AT PANAHC NAFPT
. NHC PR +AASE NAF

. PmmA NAF

. 6Pt

10. hA@»&9P

46.

PHFDY PAHEMT HEN MEIP NUL DETD
ANNNPD Loz 830rT A8 £FAA? (N
FOART AT% £FAN)

1. NI Tehui

2. RADA MM+

3. A1dM ARTY AR L

4. ha®my NAL ANLt / hthhAg
ANLT N+ Aoy

5. AhulC MEI™ N AT D IAM
6. APF® n Pt AAN P

7. RAD-$gD




47.

$La0 g3n ATANNN AT TH9NC ATRY
PNEAIA NAD- PIRTA?

1. AF81PF

2. PMMAS 3£ NAA MAD Ak APTF
3. #C PNLEL PMT FoIC AANF@- A+
4. $L9° A PACIHT FaIC/NURT IC
P+PPH ANA AANFO AST

5. AATM mYAT

6. ANAT8CF

7. AUATR (T 8. ARAD-&gD

48.

$La0 70 ATANNN A741FF ATRT
AL, MPA> LOrPA?

1. AP
2. ARA@-$9°

aeAn
AAD-PI® NPT
ML Mm% 53
295

49.

@AM AP NPT T mPIRE 9oL §FO?

1. PATHTT MT AN

2. NTOAS. YTt JC O+ PPH ANA
ATIAAA

3. PAF$L ACTHT AdRPiN

4, RAD-3G

50.

$La0 g0 ATANNN AT 2MPT4?

1. AUST I NF

2. ARSI NF

3. AU9Y AT AATT
4. hAD-$9P

51.

AFTF / NATSCT PP Lan 70 ATANNN
aof o7 AANFa-?

1. AT9CTH AL APOM-

2. hangih 3 m™C N&+

3. NACSTHS papgan/ pPE 3 M-t
4, NFAT ACTHTPF aphna

. RAD-$gP

52.

$La0 670 ATANNN A74TF ACPAMT
TN A@ T770-?

. BNt+C

. Mg aehyy

.M ePLa

 PMST AANEINT Wit
AR A0, TF @
AAD-FID

53.

$0ap 930 ATANNN A74%7%F PF
ATLMAM PO A?

 Pan ot PAT AT
. PMS MNPPT
.PMS NAPT




. P74 AALPF
n+
. ARAM-$ gD

54.

$2ap 30 ATANNN A7A%7FF 907 PUA
10 AMT AANTFO-?

.A1871E 1H
N 10
. PATIRLMm
. RAGR&gP

55.

e o730 ATANNN A14FTF NAMPAL
aoE ATLMAM AM- PO-PA?

. NACIHS N+ @8 LA+ NH 1H

. NACSIHG PaRBan/ PPE 2 MCF
NOAE 1H

. NOAL N3A 8 PO

. NUAT ACSIHTPF aphha
 APE/ DIAT ATREYA HOE,

N U+N+ 1H

7. NMIT@-9° LH NATSCT AdRETN
ALPS

8. hAM-$gP

N&A 4: NP LA 670 AThNNN AL PATHT Ad®ANDhT e+aeAhk p PEPF

+.¢ PP goART
NAN | AN [ AP | AA | NAA
6. $La0 430 ATANNN A7A% T ACTHT ATLLPS. ATT /
NATECF UA D& PA #2090 Py AMO- 8L Y0 ::
o7. NANIRT P+2,7M NAZF PANTFE ASTF NF $La0 670
ATNNNN A749FFY a2PNA AANTF@-::
58. NHU $L9° NACIHST IC P+ PPH FoIC PANTFO.L ML YD
NUSY IC P+PPH ANA PATFM AFT NF PPLAD MA &
ATANNN A749A T ARPNA AANTFO-::
59. $oan 4730 ATANNN A7A% ST PaPm-AL 0293 hAA
@.AD Ak AT NF RAMT AANT::
60. 0ap 30 ATANNN A7A9%FF AT ATT NF PAMT
AANT::
61. $0ap 470 ATANNN A7A74FF AAIT AT NF PAMT

AANT::




62. $2an §70 ATNNNN A7A1TT ARPR-YPT ALY AT
ANEAL AR 2ATO:

63. NAF QT M-79° $2a0 4730 ATANNN A7A%AT 1H
NMONFFFO JC aLE AANTFD- ==

64. a0 4730 ATANNN A7A%FF NO7L PMS NATE-PP T
aAmt AANTF- =

65. $eao 4730 A7TANNN A7A%%T NAT PMS NAT PPF
aAmt AANTFE- =

66. $ a0 4730 ATANNN A7A%FTF NATRL APAET APAMT
AANTO-::

67. a0 370 ATANNN A7A9 T NTALMAS. U5T AL goygP

AD-M RPADMGP i

h&d 5: N Lan 70 AThNhN AL PNAFT Ad-$T e+aAh+ D PEPT

+.¢ med PRART HAA he
68. | NACIHT N&F PAST MG AT ASZC Ui | 1. AP
NATHT AT PART MT ALIR PT NAPRIN AL | 2. hETFAgD
+20F APALC £FAA 3. RAD-$D
69. | ATT NAREIATM NF MSTFMT TMHIBT | 1. AP
AS MNP ATSANTFD- PO-PA? 2. PANFm9™
3. ARAD-$9P
70. | AA @L£a0 830 ATANNN AP+HD POPA? | 1. AP anAn
2. RAM-$ gD AAD-$IP NPT
MP M.b. 46
248,
71| aoZB MY NPF ATFE? (N PPART A4 1. PNtA ANAT / HARRF

2FARK)

2.
3.

308F
nNMme NAT>PPF PM.T RANENT

NAPPF (BI°

4.
5.
6.

NAGR L APABTF
NAET PATT ALPTF
NaRITE NHYY (8.0 T FAATHT !

JHM T MYNGP .8.P)




7. NNATF
8. AT (£91AR) ..........

72.| NACTIHT N&T 9o aeRlel AT8ANY | 1. AP aeAn
PO-PA? 2. ARA@-$9° AAD-$IP NPT
ML M.+ 48
295
73.1 AP NP7 T AFTF / NATSCF NACTIHST N&t | 1. ACTTHT T e

goy aeyt YICTY el RANFE? (Nt
FOART AT% LFAX)

2. DA MSY ACTHT PALCT ATRL A
PM4 +LIYTY aINTE

3. NC ANRL PM.T FoIC JoCaDes. QL2
AS dpnge

4. T AL.N0, AT PANAHC NAFPTY
goLans. e/ AS AR Fnge

5. Yy ARARCAR( A AP FNgD

6. AN TNt BOAL

7. AETY ALCE ATPMAL PN

0% £y AdMmege

8. £A N AN MmN L

9. PA@TTF ANLTT TA+hNA

10. Ad® 37N MA+hNhA

11. A J¢ TN AT AdhA aPMmmt7
am&gn

12. 6707 P9R18. AS AT-0D

a0 oY1+ %Y AADRMbgD

13. NAZ- T NNNN, AT NAAIRT a9t
@-NP ARANEATL RTLNA / PetnlC

nae oA ae&m-)

14. ANEAL BT A7% hHL-ARA JC
AtPPH FCF PHL-ARA JRRC T gRCans.
AT UhgPT Q9T+

15. 8® Mt AAN APFT PMLT
ATANNN A1AIARTT | 244 AT
Ph1ANT £I& Mt

16. hHU N&F NC PALEL PG FoIC
AANT AT haegih N+ 9RAC T IoCane
AT UhIPT Q9T

17. hHU N&AF AN NACTTHS IC P+ PH
FaC/NULRT IC P+PPH ANA Mh9eg
NATRL:Z oNC T3 T




18. AT (B1AR) .oooen .

74.

PHEm o PALLE PMS Ui d Y A8
2FAA? (NI FPART AF% LFAK)

. PANC yangm

AL PNLE PRID 91T

LA PNRE PRAAT NAF

Ahge

. PANT PRI 030 NA S

R T.AL.M AT PANAHC NAFPTF
. NHC P +AAE NAF

P MA NAS

. 6Pt

10. ALAQ»&9P

75.

PHED-Y PAHEMT HEN MRIP NUL LR
ANNNPD Loz 87T A8 £FAA? (N
FOARTF ATG £FAN)

1. \J¢ TN

2. hAhA MM+

3. A1dM ARTT AL

4. h@™Mm7 NAL ANLF / hthhAT
ANLT NFT aeyy

5. AghulC MEIR N NATF D IAM
6. APF® n T AAN AP

7. RAD-$gD

76.

$Lam g0 ATANNN AT TTNC AT
PNEAIA NAD- PIRTA?

1. AF+81PF

2.PPMAS 0L hAA MNP Ak AT
3. C PALL PMT FIC AANFO- AFF
4. $L9° LA PACTIHT FC/NUSKY IC
P+PLOH ANA AANTFD ATTF

5. AAIMT mYRTF

6. ANAT8CT

7. AUAT® AFF 8. AAM-$ID

17,

$Lao 70 ATANNN AT41FF ATRT
AL, MPA LOrPA?

1. AP
2. hRA@-$9°

amAN
AAD-$I° NPT
ML Mm% 53
215

78.

@AM AP NPT T mPIRE R L TFMD-?

1. PATHTT MG TAARA

2. hm.mAS8. U5+ IC P+ PH Aha
ATIAAA

3. PAFPL ACTHST AdRPIN

4. ARAG-$gD




79.

$La0 3N ATANNN AT EMPTA?

1 AU NF

2. ARSI NF

3. AU9Y AT AATT
4, RAD-P9

80.

AFTF [ NATSCT PP LD 70 AThNNN
aoE @997t AANTFO-?

1. ATICTH AL ALPOM-

2. haegyh 3 ™C N+

3. NACSIHS PaREan/ PPE 3 M-t
4. NAF ACTHTPTF aohha

. ARAD-$gD

81.

$La0 30 ATANNN A7A4F ACPAMT
+IND- A@D TBI@®-?

 ARTC

. PMg aenyy

L MEPLE

PMT RANEINT Wits
AR A0, TF @
AAM-& 9D

82.

$Lao 70 ATANNN AT41A+F OF
AT2MNM POrPA?

Pyt PAT AT
. PMms M PPF

. PMT RAPT

. P74 NALPT

n+

. RAGRSgP

83.

$oan 4730 ATANNN A74%5TF 907 PUA
1H AMT AANTFO-?

CAT8TE 1R
N7 10
. PAMRLMm
. RAD-$9P

84.

$oao 4730 ATANNN A7A%TT NAMPAL
aE A2 AM- AM- POrPA?

. NACIHST N&F @8 PO+ NH 1H
.NACIHG PAREAD/PPF 2 MCTF
NOAL 1K

.NDA & N3A @8 PO+

. NUAT ACTHTPT aohha

AR/ DIET ATRETIN HOE,
NmUP+NT 1H

7. NEF@-g° 1H NATSCF AdReYN
NPPS.

8. ARAM-$g

N&d 6: N3 Lan 70 AThNhN AL PNAFT Aa®AhhF e+aeAhE B PEPF




+.¢ e gRART
NAN | AN [ AP | AA | NAA

85. $2an §0 ATNNNN A7A%1F ACTIHT ATLPP 8. ATT /
NAT8CT UA D& PA #2090 Py AMM- 1828 Y0 ::

86. NANIRT P+2,I7M NAGF PANTFE ATT NF &40 §70
ATANNN A749 T dReNA AANTFO-:

87. NHU $L9™ NACIHS IC P+ PPH T9IC PANTFM. ML YD
NURY IC P+PPH AhA PATFM AT NF PR LAD DAL
ATANNN A749A T dRPNA AANTFO-::

88. $2an g0 ATNNNN A7ATAFT PAP@m-AL 0,299 NAA
@.AD A AT NF PAMT AANT::

89. dean g0 ATNNNN A7AFF AT ART NF ARAMT
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