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Abstract

Introduction: Maternal and child morbidity and mortality continue to be major public health
problems worldwide, especially in developing countries. In Ethiopia, though progresses have
been observed, maternal and neonatal mortality is one of the highest in Africa. Although
preconception care has numerous benefits for enhancing maternal and infant health outcomes,
evidences showed that its utilization among women of reproductive age in Ethiopia is low and

inconsistent.

Objective: To assess preconception care utilization level and associated factors among mothers

who had given birth within the last 12 months in Bahir Dar City, Northwest Ethiopia.

Methods: A community-based cross-sectional study was conducted among women who had
given birth within the last 12 months (May 1, 2022 to April 30, 2023) in Bahir Dar City. A
multistage sampling technique was employed to select a total of 504 mothers. Face-to-face
interviews were used to gather data, and a pre-tested, structured questionnaire was used. Data
were entered into Epi Info version 7.2.4 and exported to Statistical Software Package for Social
Sciences version 26 for analysis. Binary logistic regression was applied to identify the factors
associated with the dependent variable. A variable was regarded as statistically significant if its

adjusted odds ratio and 95% confidence interval had a p-value of less than 0.05.

Result: A total of 119 (24.1%) mothers utilized preconception care for their last pregnancy out
of the 494 recently (in the last 12 months) delivered mothers interviewed. Mothers’ educational
level of secondary school (AOR=4.74; 95% CI: 1.43, 15.75) and diploma or above (AOR=4.51;
95% CI: 1.43, 14.22), household monthly income (AOR=4.66; 95% CI: 1.81, 11.99), prior ANC
follow-up (AOR=5.01; 95% CI: 1.23, 20.44), previous adverse pregnancy outcome (AOR=2.81;
95% CI: 1.28, 6.18), husband support (AOR=5.46; 95% CI: 2.85, 10.49), knowledge about
preconception care (AOR=2.88; 95% CI. 1.44, 5.78), adequate medication availability
(AOR=3.85; 95% CI: 1.33, 11.08) and chronic health problems (AOR=6.03; 95% CI: 2.25,

16.19) showed statistically significant association with utilization of preconception care.

Conclusion: This study revealed that the level of preconception care utilization among women

in the study area is low. There is a need to expand health education, establish separate

VI



preconception care units, and develop a preconception care guideline to increase its uptake and

ultimately improve pregnancy outcomes.
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1. Introduction

1.1. Background

Preconception care is a critical component of health and includes the provision of biomedical,
behavioral, and social health interventions to women of reproductive age and couples before
conception (1-3). The World Health Organization (WHO) developed promotive, preventive, and
curative intervention packages for preconception care. Family planning, micronutrient
supplementation, food fortification, nutrition education, tobacco cessation, reducing harmful
environmental exposures, and improving sexual health and behavior are among the basic
packages. The expanded package includes mental health problems, intimate partner and sexual
violence, alcohol and drug use, and non-population-specific genetic diseases (1). Packages of
care for the prevention of teenage pregnancy, multifaceted youth development initiatives, and
domestic abuse prevention were also suggested through systematic reviews and evidence

synthesis (2).

Four out of ten women worldwide claim that their pregnancies were unintentional. As a result,
40% of pregnancies miss the essential health interventions required prior to pregnancy (4).
Despite significant improvements in maternal health in the twenty-first century, far too many
women continue to die or suffer from severe pregnancy complications every year. Worldwide, in
2017, nearly 295, 000 women died during and following pregnancy and childbirth. The maternal
mortality ratio in the least developed countries is more than 40 times higher than in Europe (5).
In 2020, 2.7 million children under the age of five died worldwide, with neonates accounting for
47% of those deaths (6). Nearly 30% of the under-five-year-old children’s deaths were in the
African region. In Ethiopia, the maternal mortality ratio is estimated to be 353 per 100,000 live
births, and the infant mortality rate is 43 per 1,000 live births in 2019. Despite the substantial
effort to improve newborn and neonatal health, Ethiopia still has one of the highest rates of

neonatal deaths compared to other developing countries (24 neonatal deaths per 1,000 live births)

).

Preconception care closes the gap in the continuum of care and addresses pre-pregnancy health
risks and health problems that could have undesirable maternal and fetal outcomes (3). It

provides a full range of effective interventions, focused primarily on the health of women of
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reproductive age and their partners, prior to or between pregnancies, that promote the
opportunity for safe motherhood and the birth of a healthy infant with the expectation of healthy

longevity (8).

Evidence strongly suggests that earlier care before pregnancy leads to improved women's health
and a better pregnancy outcome for both the mother and the newborn. Therefore, preconception
care is any intervention given to women and couples of reproductive age prior to conception to
enhance the health of pregnant women, newborns, and children (9). In recent community-based
studies, the proportion of mothers who had used preconception care for their most recent
pregnancy was 18.2% in Mekele city (10), 13.4% in Debre Birhan town (11), and 14.5% in West
Shewa (12), suggesting lower levels of preconception care utilization. The main aim of this study
is to assess the level of preconception care utilization and its associated factors among mothers

who gave birth in the last 12 months in Bahi Dar City.



1.2. Statement of the problem

Worldwide, preconception care is not yet practiced routinely, mainly in developing countries. On
the other hand, the highest maternal, newborn, and child death burdens are seen in these
countries. About 77% of maternal, newborn, child, and stillbirth deaths could be averted by
delivering vital preventive, promotive, and curative care in a community, health center, and
hospital setting (13). Since preconception care is recognized as a critical component of health
care for women of reproductive age, increasing its access and quality can reduce the risk of
maternal and infant mortality and pregnancy-related complications. Implementing preconception
care interventions has been shown to prevent or reduce the risk of preterm birth, low birth
weight, congenital anomalies, maternal complications, neonatal complications, and intrauterine
growth restriction. By optimizing health prior to pregnancy, preconception care reduces

mortality and the risk of adverse health effects for the woman, fetus, and neonate (14).

If appropriate preconception care is given, the majority of pregnancy and delivery
related adverse consequences could be avoided (15). For women of reproductive age who plan to
be pregnant, taking iron supplements reduces their risk of anemia by 27%. In 72% of cases,
prenatal folic acid supplementation prevents neural tube abnormalities, and in 68% of cases, it
lowers the chance of recurrence. Prenatal multivitamin supplementation lowers preeclampsia by
27% and congenital abnormalities by 42%-62%. Preconception counseling regarding

contraception lowers adolescent pregnancies by 37% and first-time pregnancies by 15% (16).

The level of preconception care utilization among women prior to their most recent pregnancy
was 29.7% in Los Angeles (17) and 40% in China (18). In low-income countries, preconception
care has not been widely implemented because its aims and objectives are not widely understood
and accepted (19). It was reported to be only 18.8% in Nigeria (20) and 14.6% in Kenya (21). In
Ethiopia, prior research findings showed inconsistent levels of preconception care utilization as

low as 6.3% in Manna district of Jimma Zone (22) and as high as 19% in Hossana town (23).

Prior evidence showed that advanced maternal age (34—49 years old) (11,24), married women
(11,25), tertiary education (11,25,26), being formally employed (25), residing in an urban area

(22), and higher family monthly income (12) were significant factors associated with better
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preconception care utilization. Furthermore, multigravidity (25), multiparity (24), prior
experience with adverse pregnancy outcomes (17,25,26), intended pregnancy (24-27), having
enough information about preconception care (25), having good knowledge of preconception
care services (11,12,22,26,28), having an available unit for preconception care (11,28), having a
history of post-natal care (PNC) (12), and being on follow-up for pre-existing medical illnesses

(22) were significant factors associated with better preconception care utilization.

In the critical period of organ development, antenatal care is too late to prevent the negative
impact that a woman's (and her partner's) health risks or health issues may have on the fetus. The
continuum is completed by preconception care, which guarantees continual health monitoring
and early intervention to ensure that women start pregnancies in the best possible health (29).
Despite the substantial pre-pregnancy risk factors, women's and their partners' intentions to
undertake preconception care are still insufficient in low-income countries (30). Preconception
care services are not offered in Ethiopia in a separate unit in a regular manner, as per the
standard. The service is instead offered in chronic disease follow-up clinics, mother and child

health care units, and other facilities without integration (31,32).

Despite the fact that preconception care is essential for improving the health of both the mother
and the unborn child, prior studies showed that the utilization of preconception care among
women of reproductive age in Ethiopia is low and inconsistent (22-24,26). Identifying factors
that hinder the utilization of preconception care is crucial to designing an effective
implementation strategy that scales up its utilization in the years to come. Thus, the current study
is aimed at assessing the level of preconception care utilization and its associated factors among

delivered women in Bahir Dar City.



1.3. Significance of the study

The findings of this study will assist health planners, decision-makers, policymakers and other
stakeholders in developing interventions and policies that will enhance women’s uptake of

preconception care, ultimately improving maternal and child health.

The findings of this study will also serve as a reference and a manual for future research on

preconception care practices and the factors that influence them.



2. Literature review

2.1. Magnitude of preconception care utilization

Globally, less than one-third of women of reproductive age visit a health facility to consult a
health care professional and check their health status before becoming pregnant (1). The
utilization of preconception care varied widely among different ethnicities and cultural

backgrounds, with some groups being less likely to access preconception care services.

The level of preconception care utilization by women prior to their current pregnancy was
reported to be 42% in China (33) and 29.7% in Los Angeles (17). However, a much lower level
of preconception care utilization was reported in studies conducted in developing countries, such
as in Ghana (15%) (34) and Brazil (15.9%) (35). Preconception care utilization in other
developing countries such as Kenya (25) and Nigeria (27) was 25.8% and 23.4%, respectively,

indicating that the service uptake among reproductive-age women is low.

Community-based cross-sectional studies carried out in Ethiopia revealed a very low level of
preconception care use among pregnant women in Manna district (6.3%) (22) and Adet town
(9.6%) (24). Preconception care was used by 18.2% of reproductive-aged women in Mekele city
(10), 28.6% in Mizan-Aman town (26), and 19% in Hosanna town (23). A similar study carried
out among reproductive-age women in Debre Birhan town showed preconception care utilization
to be 13.4% (11). Another community-based cross-sectional study conducted in the West Shewa
Zone revealed that only 14.5% of the reproductive-age women who participated in the survey
had utilized preconception care (12). A similar community-based cross-sectional study
undertaken in Debre Tabor town showed that 15.8% of women had a good level of practice on

preconception care utilization (36).

2.2. Factors associated with utilization of preconception care

Socio-demographic and socio-economic factors

Women who attended tertiary education were more likely to practice preconception care,
according to a hospital-based cross-sectional study done in Kenya (25). Similarly, women’s
educational status was significantly associated with preconception care utilization, according to

studies done in Mizan-Aman (26), Debre Birhan (11), Adet (24) and Manna District (22).



Married women utilized preconception care better than unmarried and widowed women,

according to the studies done in Kenya (25) and Debre Birhan Town (11).

In a study carried out in the West Shoa zone, family monthly income was significantly associated
with preconception care utilization (12). Compared to women whose husbands were farmers,
those whose husbands were merchants were 23% more likely to receive preconception care (37).
Women whose husbands had completed primary and secondary school were 33% and 20% less
likely, respectively, to practice preconception care than women whose husbands had not attended

formal education (37).

Contradictory findings were noted between studies on some of the socio-demographic factors
associated with preconception care utilization. Younger women were more likely to use
preconception care in a Shanghai, China study (33), whereas studies in Ethiopia (11,24,36),
Nigeria (20), and Kenya (25) found that younger women were less likely to use the service.
Unemployed women had utilized preconception care more likely than employed mothers in a
study done in southeast Nigeria (27). Conversely, formally employed women were more likely to

utilize preconception care than unemployed mothers, according to a study done in Kenya (25).

Knowledge-related factors

Mothers' knowledge of preconception care was found to be significantly associated with
preconception care utilization in several studies (10-12,22,23,26,28,36). In a study done in
Debre Tabor, mothers who had a good level of preconception care knowledge were nearly four
times as likely to utilize preconception care as their counterparts (36). Similarly, in another study
carried out in the West Shewa Zone, mothers’ knowledge of preconception care had a positive
association with preconception care utilization (12). Mothers who were knowledgeable about
preconception care were six times more likely to practice preconception care than those who

were not, according to a study done in Debre Birhan town (11).

Obstetric and reproductive factors

According to a study conducted in southeast Nigeria (27), primiparous women were more likely
to use preconception care. However, it was reported that multiparous women are more likely to
utilize preconception care than primiparous women in a study done in Adet, Northwestern

Ethiopia (24). According to a Chinese study (33), women who had an unplanned pregnancy were
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less likely to use preconception care. Previous histories of adverse pregnancy or birth outcomes
were associated with better utilization of preconception care (10,23,26,36). Factors such as
history of institutional delivery, family planning use, and PNC service utilization before the
current pregnancy were associated with better uptake of preconception care (12,23). A
community-based cross-sectional study conducted in Debre Tabor town indicated that mothers
who had ANC attendance for their previous pregnancy were nine times more likely to practice
preconception care (36). When compared to women who did not have their husband's support,

mothers who had it were about 14 times more likely to use preconception care (10).
Health service-related characteristics

In studies conducted in Northern (10) and Southern Ethiopia (28), inaccessibility to a health
facility was associated with lower utilization of preconception care. On the other hand,
availability of units for preconception care was positively associated with utilization of

preconception care (11,28).
Preexisting medical illnesses

Previous studies conducted in Debre Tabor (36), Southwest Ethiopia (22), and Northern Ethiopia
(10) indicated that women with histories of chronic medical illness practiced preconception care
better than those who did not. In a study conducted in Debre Tabor, women with chronic disease
were seven times more likely than those without chronic disease to practice preconception care
(36). Similarly, a study conducted in Mekele City revealed that women who were on follow-up

for pre-existing medical illnesses were six times more likely to use preconception care (10).



2.3. Conceptual framework

/

Demographic & Knowledge related factors
econonfic. 7 | « Mother’s knowledge on
characteristics preconception care
e Age
e Marital status /
e Educational status \l/
e Husband education /Preexisting medical illnesses

e Occupation )
Preconception

care utilization

® On follow-up for

e Husband occupation . )
p chronic medical

e Family monthly

' illnesses
income
|
v
6bstetric and reproductive factors /
Health service related
* Parity characteristics
® Pregnancy intention
e History of adverse pregnancy outcomes <—— — « Distance from home to
e History of family planning use health facility
e History of institutional delivery e Availability of
e History of ANC service utilization preconception care unit
e History of PNC service utilization

e Partner support J

Figure 1: A conceptual framework that shows the relation between dependent and independent
variables

SOU[\ZC; 111C culiLcpiudl 11 dallliCWUIR wadd UCVCIVUpPCU VY 1CVICWILILE VALIUUDd LICLALULCDd (1VU—

12,20,22-28,33,36)

Key: Broken lines indicate that only some of the grouped variables are related to the arrow
directing while solid lines indicate a relation with the grouped variables.



3. Objective
3.1. General objective

To assess the magnitude of preconception care utilization and associated factors among mothers

who gave birth in the last 12 months in Bahir Dar City, Northwest Ethiopia, 2023

3.2. Specific objectives

1. To determine the magnitude of preconception care utilization among women who gave
birth in the last 12 months in Bahir Dar City, Northwest Ethiopia, 2023
2. To identify factors associated with utilization of preconception care among women who

gave birth in the last 12 months in Bahir Dar City, Northwest Ethiopia, 2023
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4. Methods
4.1. Study design and setting

A community-based cross-sectional study design was employed. The study was conducted in
Bahir Dar City, the capital of Amhara National Regional State, located 565 kilometers to the
northwest of Addis Ababa. The city has special zone status, with six sub-cities having district
status. Based on the 2022 population projection conducted by the Ethiopian Statistical Service,
the city has a total population of 349,995, of whom 174,424 are males and 175,571 are females
(38). From the female population, around 66% were of reproductive age. The city has two public
specialized referral hospitals, one public general hospital, two private hospitals, and ten health

centers. The study data collection was conducted from May 1, 2023, to June 1, 2023.

4.2. Population and eligibility criteria

4.2.1. Source population

The source population were all delivered mothers living in Bahir Dar City.

4.2.2. Study population

The study population consisted of mothers who had delivered in the last 12 months (from May 1,

2022, to April 30, 2023) in selected kebeles of Tana, Dagmawi Minilik, and Facilo Sub-cities.

4.2.3. Inclusion and exclusion criteria

Inclusion criteria: Mothers who had delivered from May 1, 2022, to April 30, 2023 in Bahir Dar
City.
Exclusion Criteria: Women who had lived in the city for less than six months as well as those

who were seriously ill or incapable of providing the necessary information.

4.3. Sample size determination

For the first specific objective, sample size was determined by using the single population
proportion formula, assuming a two-sided significance level of 1.96 at a 95% CI, a 5% margin of
error, and an 18.2% preconception utilization proportion in a study done in Mekelle City (10).
n=Z’0/2 p (1-p) where, n= sample size, Z = 1.96, p = proportion, and d = precision (0.05)

Re
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Table 1: Sample size calculation for the dependent variable using STATCALC, Epi info version
7.2.4

Outcome Preconception care utilization
Mekele (10) Debre Tabor (36) Debre Birhan (11)
Proportion 18.2% 15.8% 13.4%
Confidence Level 95% 95% 95%
Margin of error 5% 5% 5%
Sample size 229 204 178

For the second specific objective (factors associated with preconception care utilization), sample
size was determined by using two population proportion formulas assuming 80% power, a 95%

confidence level, and an odds ratio of 2.21 obtained from a study conducted in Mekelle (10).

Table 2: Sample size calculation for the independent variables using STATCALC, Epi info
version 7.2.4

Factors Mothers’ knowledge on Having husband Having any chronic
preconception care (10) support health problem

Confidence Level 95% 95% 95%

Power 80% 80% 80%

P2 (unexposed) 59.7% 53.5% 64.1%

P1 (Exposed) 11.6% 4.2% 14.8%

Sample size 38 44 88

A maximum sample size of 229 was obtained for the first specific objective. A design effect of 2
results in a sample size of 458. After adding 10% compensation for the non-response rate, the

final sample size was 504.

4.4. Sampling technique

A multistage sampling technique was employed to select the study participants. In the first stage,
three sub-cities were selected randomly by a lottery method from the six sub-cities of Bahir Dar.
The selected sub-cities were: Tana, Dagmawi Minilik, and Facilo, each having five kebeles. In
the second stage, nine kebeles were selected randomly by a lottery method from the selected

three sub-cities. A list of mothers who gave birth in the last 12 months was found in the
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respective kebele health post-registration book. At the third stage, a systematic random sampling

technique was employed to select the study participants. The sample size for each kebele was

computed as follows

ni= (N;*n,)/N where n; is the number of women required in each kebele. N; is the total number

of women who delivered from May 1, 2022, to April 30, 2023, in each kebele; n, is the

calculated sample size; and N is the total number of women who delivered from May 1, 2022, to

April 30, 2023, in the selected nine kebeles. The sampling interval (K) was determined by

dividing the population size, N = 971, by the required sample size, n = 504 (k = 971/504 =
1.93~2).

Sub-cities selected by

Bahir Dar City

g

lottery method
l l A
Tana Dagmawi Minilik Facilo
Kebeles
selected by S
lotterv method |
v l \ 4 v l A 4 v \ 4
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eneb enet
Using
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Figure 2: A diagram showing the sampling technique to select samples for the assessment of
mothers’ utilization of preconception care and associated factors in Bahir Dar City, Northwest

Ethiopia, 2023

4.5. Study variables

Dependent variable: Preconception care utilization was the outcome variable. It was

dichotomized as “Utilized” and “Not utilized”.
Independent variables:

= Socio-demographic and socio-economic characteristics: age, marital status, educational
status, husband education, occupation, husband occupation, family monthly income

= QObstetric and reproductive health factors: parity, pregnancy intention, history of adverse
pregnancy outcomes, history of family planning use, history of institutional delivery,
history of ANC services utilization, history of PNC service utilization, partner support

= Health care system factors: distance from home to health facility, availability of
preconception care unit

= Mothers’ awareness and knowledge on preconception care

= Preexisting medical illnesses: Diabetes Miletus, Hypertension, PIH, Cardiac diseases,

Asthma, Renal problem, Epilepsy

4.6. Operational definitions

Preconception care utilized: A woman was considered to have utilized preconception care if
she received at least one of the following ten items from a preconception care intervention
package in a health facility or community setting at least once before becoming pregnant: advice
on cessation of alcohol use, advice on cessation of cigarette smoking, stop taking of illegal
substances and drugs, advice to protect from environmental hazards, counseling on balanced
diet, micronutrient supplementation (iron, folic acid), vaccination (hepatitis B, tetanus, and the
measles, mumps, and rubella vaccines), screening and treatment of infectious disease (STI/HIV),
screening and management of chronic disease (Diabetes Miletus, chronic hypertension, PIH,
cardiac diseases, asthma, renal problems, epilepsy), and counseling on social and mental health

concern (24).
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Knowledge on preconception care: Women's knowledge of preconception care was determined
based on the correct responses to ten preconception care knowledge-related questions. Using

50% as the cutoff point, women’s knowledge was divided into adequate and inadequate (39).

Distance from home to health facility: It was measured by the time it takes for the mother to
access a health facility from her home. If it takes less than or equal to 30 minutes to arrive at the
health facility, it was labeled "accessible”. If it takes more than 30 minutes to arrive at the health

facility, it is labeled "inaccessible”.

4.7. Data collection tools, methods and procedures

A pre-tested, structured interviewer-administered questionnaire was used to collect the data. The
interview questionnaire was prepared by modifying previous related studies in the English
version, which was translated to the local language, Amharic, and back to English for
consistency by two different language experts who speak both English and Ambharic fluently.
The questionnaire has seven parts, i.e., socio-demographic and socio-economic characteristics,
obstetric and reproductive health characteristics, mothers’ awareness of preconception care,
mothers’ knowledge of preconception care, health service-related characteristics, pre-existing
medical illnesses, and preconception care utilization. Nine data collectors (Diploma Nurses) and
three supervisors (BSc Midwives) were recruited for the data collection and supervision,
respectively. The data was collected on a house-to-house basis, and women selected for the

interview were contacted with the guidance of local community workers.

4.8. Data quality control

A pre-test was conducted on ten percent of the sample in Gesh Abay sub-city, Bahir Dar. The
questionnaire was checked by supervisors and the principal investigator, and it was restructured
accordingly before the main data collection. A two-day training was given to the recruited
supervisors and data collectors on the objectives and relevance of the study, data collection, and
confidentiality of the information. Besides this, after data collection, the principal investigator
checked the completeness of all questionnaires and consistency before the data entry. Data were
coded and double-entered into Epi Info version 7.2.4 before being exported to Statistical Package
for Social Sciences (SPSS) version 26 for processing and analysis. Frequent and timely

supervision of data collectors was undertaken by the supervisors and principal investigator.
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Appropriate measures and corrections were taken on time for completeness and accuracy at each

site.

4.9. Data processing and analysis

After the completion of data collection, the data were coded and cleaned up manually. Then
information from completed questionnaires was entered into computer software called Epi Info,
version 7.2.4, and transferred to SPSS version 26 for analysis. Descriptive statistics were
computed to determine the mean and standard deviation of age as well as the median and
interquartile range of income. Frequencies and percentages were computed for the remaining

variables.

Bivariable binary logistic regression analysis was first conducted to check for the presence of an
association between the dependent and independent variables using a p value of 0.25 and a crude
odds ratio with a 95% confidence interval. Then all independent variables that showed a
significant association (p <0.25) in the bivariable binary logistic regression were entered into the
multivariable binary logistic regression analysis. The model's fitness was evaluated using the
Hosmer and Lemeshow goodness-of-fit test, and it was fit with a p-value of 0.34. Using the
variance inflation factor (VIF) multicollinearity was examined for interactions between
independent variables. The VIF for each variable was less than 2. Tolerance was greater than 0.7
for all variables. An adjusted odds ratio (AOR) with a 95% confidence interval was generated for
each variable by SPSS, and a p value of less than 0.05 was considered statistically significant in

the multivariable logistic regression. The data was presented using tables, graphs, and charts.

4.10. Ethical consideration

Ethical clearance was obtained from the Institutional Review Board of St. Paul’s Hospital,
Millennium Medical College. The official letter was submitted to the Bahir Dar City
Administration Health Department.

Informed consent was obtained from the respective mothers for their participation after the

objective of the study was fully explained by the data collectors. Moreover, participants were
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informed that they would be free to refuse to answer any question or stop the interview at any

time. Any inconvenience to participants during data collection was minimized, and

confidentiality was maintained at all levels.

5. Result

S5.1.  Socio-demographic characteristics

A total of four hundred and ninety-four mothers were interviewed, making the response rate

98%. The median age of the mothers was 30 years, ranging from 19 to 48 years. Majority 261

(57%) of the study participants were educated to the level of a high school or higher. Most of the

mothers 459 (92.9%) were married. The median (£ IQR) of household monthly income was 8000

+ (7000) ETB. The majority 204 (41.3%) of the mothers were housewives by occupation (Table

3).

Table 3: Socio-demographic and socio-economic characteristics of the study participants in

Bahir Dar City, Northwest, Ethiopia, 2023

Variables Frequency | Percent
Age of the mother in years 19-24 43 8.7
25-34 325 65.8
35-48 126 25.5
Mothers’ education Unable to read and write 82 16.6
Able to read and write 61 12.3
Elementary (1-8 Grade) 90 18.2
High school (9-12 Grade) 120 24.3
College and above (12+ Grade) | 141 28.5
Mothers’ occupation Housewife 204 41.3
Government employee 118 239
Private business 89 18.0
Employed in private sector 50 10.1
Daily worker 22 4.5
Student 11 22
Marital status Married 459 929
Widowed 6 1.2
Separated 21 4.3
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Single 8 1.6
Household monthly income in ETB | Low (1000-5000) 150 304

Medium (5001-12000) 216 43.7

High (>12000) 128 25.9

5.2.  Reproductive and obstetric health characteristics

Majority 370 (74.9%) of the mothers were multiparous. The majority of the mothers had planned

the pregnancy 439 (88.9%) and used family planning methods 418 (84.6%) before getting
pregnant with their index child. Similarly, 332 (89.7%) and 349 (94.3%) of the mothers had

attended ANC follow-up and delivered at a health facility for the previous birth, respectively.

Before their most recent birth, 81 (21.9%) mothers experienced at least one adverse pregnancy

outcome. The commonest adverse pregnancy outcomes reported were abortion 17 (21%),

preterm birth 16 (19.7%), and low birth weight 15 (18.5%).

Table 4: Reproductive and obstetric health characteristics of the study participants in Bahir Dar

City, Northwest, Ethiopia, 2023

Variables Frequency | Percent
Parity Primiparous 124 25.1
Multiparous 370 74.9
Previous pregnancy was planned No 55 11.1
Yes 439 88.9
Family planning use No 76 154
Yes 418 84.6
ANC follow up for the previous pregnancy | No 38 10.3
(n=370) Yes 332 89.7
Number of ANC visits (n=332) Once 8 2.4
Twice 27 8.1
Three times 72 21.7
Four and more times 225 67.8
Delivered at health facility for the previous | No 21 5.7
birth (n=370) Yes 349 94.3
PNC for the previous birth (n=370) No 97 26.2
Yes 273 73.8
Number of PNC visits (n=273) Once 154 56.4
More than once 119 43.6
History of adverse pregnancy outcome No 289 78.1
(n=370) Yes 81 21.9
Types of adverse pregnancy outcome for the | Congenital anomalies 11 13.5
previous birth (n=81) Low birth weight 15 185
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Preterm birth 16 19.7
Abortion 17 21
Still birth 13 17.2
Neonatal death 8 9.8
Husband support (n=459) No 2717 60.3
Yes 182 39.7

5.3.  Knowledge of mothers about preconception care

As depicted in Figure 3, more than half 295 (5§9.7%) of the mothers have information about
preconception care. The majority 133 (45.1%) of them heard it from health care providers. About
29 (10%) of the mothers got the information from the mass media. Others heard it from school 3
(1%), family and friends 9 (3.1%), and multiple sources 121 (41%). Women were asked ten
preconception-care-related knowledge questions about its definition and benefits. More than half
255 (51.6%) of the women scored below 50% (had inadequate knowledge of preconception

care). Only 25 (5.1%) of the respondents correctly answered all of the 10 questions asked.
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Heard about preconception care Preconception care knowledge

Figure 3: Knowledge of mothers about preconception care in Bahir Dar City, Northwest,

Ethiopia, 2023
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5.4. Availability and accessibility of health service facility

The majority of the women had good access to a health facility 373 (75.5%), laboratory tests 449
(90.9%), and medications 389 (78.7%), but there was no separate preconception care unit

available in the majority of the cases 435 (88.1%) (Figure 4).
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Figure 4: Availability and accessibility of health service facilities in Bahir Dar City, Northwest,

Ethiopia, 2023 (values are expressed as percentages)

5.5. Chronic health problem

Sixty (12.1%) of the women who participated in the survey had chronic health problems. HTN
and diabetes accounted for more than half (58%) of the total (Figure 5).
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= HIV/AIDS = HTN = Diabetes mellitus

= Heart disease = Others

Figure 5: Chronic health problem types among mothers who gave birth in the last 12 months in

Babhir Dar City, Northwest, Ethiopia, 2023 (n=60).

5.6. Utilization of preconception care

Prior to conceiving their current child, 119 (24.1%) (95% CI: 20, 28) of the mothers received at
least one element of the WHO recommended preconception care package. Micronutrient
supplementation (iron, folic acid), screening and management of chronic disease, vaccination
(hepatitis B, tetanus, measles, mumps, and rubella vaccines) were the most widely obtained
services, while advice on cessation of cigarette smoking, stopping taking illegal substances, and
protecting from environmental hazards were the least obtained services (Table 5). About 86
(17.4%) of the mothers utilized three or more WHO-recommended preconception care packages.

There was no woman who took all the available elements of care.

Table 5: The proportion of respondents who received the WHO recommended packages of
preconception care among women who gave birth in the last 12 months in Bahir Dar City,

Northwest, Ethiopia, 2023.

Types of preconception care used Percent
Frequency
n=119 | n=49%4
Micronutrient supplementation (iron, folic acid) 98 824 19.8
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Screening and management of chronic disease 80 67.2 16.2
Vaccination (hepatitis B and tetanus vaccines) 75 63 15.2
Screening & treatment of infectious disease (ST1/ HIV) 66 55.5 13.4
Counseling on balanced diet 45 37.8 9.1
Advice on cessation of excessive alcohol use 17 14.3 3.4
Counseling and advising of social and mental health concern 16 13.4 3.2
Advice on cessation of cigarette smoking 10 8.4 2.0
Stop taking illegal substances and drugs 8 6.7 1.6
Advice to protect from environmental hazards 5 4.2 1.0

Mothers were asked about their reasons for not utilizing the service. The most commonly cited

reason was “I had no information on preconception care” 116 (30.9%) (Figure 6).
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Figure 6: Mothers’ reason for not utilizing preconception care in Bahir Dar City, Northwest,

Ethiopia, 2023 (n=375)
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5.7. Factors associated with utilization of preconception care

A number of factors were significantly associated with the utilization of preconception care in
the bi-variable logistic regression analysis, as shown in Table 6. Age of the mother, educational
level of the mother, occupation of the mother, spouse educational level, spouse occupation,
household monthly income, having ANC follow-up for the previous pregnancy, having delivered
at a health facility, previous history of adverse pregnancy outcome, husband support, knowledge
about preconception care, access to a health facility, preconception care unit availability,
adequate laboratory service availability, adequate medication availability, and chronic health

problems had a statistically significant association with utilization of preconception care.

In the multivariable analysis (Table 6), educational level of the mother, household monthly
income, previous history of ANC follow-up, previous history of adverse pregnancy outcome,
husband support, knowledge about preconception care, adequate medication availability, and
chronic health problems showed a statistically significant association with utilization of
preconception care. Mothers who attained a high school educational level had 4.7 (AOR= 4.74;
95% CI: 1.43, 15.75) times higher odds of utilizing preconception care than those who were not
able to read and write. Likewise, mothers who had a diploma or higher had 4.5 (AOR= 4.51;
95% CI: 1.43, 14.22) times higher odds of utilizing preconception care than those who were not
able to read and write. Previous history of ANC follow-up (AOR=5.01; 95% CI: 1.23, 20.44)
and previous adverse pregnancy outcome (AOR=2.81; 95% CI: 1.28, 6.18) were also positively
associated with the practice of preconception care. Mothers who had previous history of ANC
follow-up had five times higher odds of utilizing preconception care than mothers who had not.
Mothers who had experienced adverse pregnancy outcomes previously had 2.8 times increased

odds of utilizing preconception care than mothers who had not.

Those mothers who have support from their husbands have a five times higher odds of utilizing
preconception care (AOR= 5.46; 95% CI: 2.85, 10.49). The odds of utilizing preconception care
were nearly three times higher among women with good knowledge of preconception care than
their counterparts (AOR=2.88; 95% CI: 1.44, 5.78). Mothers with high (>12000 birr) household
income had 4.7 times higher odds of utilizing preconception care than those who earn below
5000 birr (AOR= 4.66; 95% CI: 1.81, 11.99). Mothers who reported an availability of adequate
medication in the nearby health facility had nearly four times (AOR=3.85; 95% CI: 1.33, 11.08)

23



higher odds of utilizing preconception care. The odds of practicing preconception care were six

times higher among mothers who had chronic medical conditions (AOR= 6.03; 95% CI: 2.25,

16.19).

Table 6: Bi-variable and multivariable logistic regression analysis to identify factors associated

with utilization of preconception care among mothers who gave birth in the last 12 months in

Bahir Dar City, Northwest, Ethiopia, 2023

Variables Preconception | Odds ratio (95% CI)
care
No Yes Crude Adjusted
Age of the mother 19-24 35 8 1 1
categorized 25-34 253 |72 1.25(0.55,2.80) | 1.37 (0.11, 17.92)
35-48 87 39 1.96 (0.83, 4.62)* | 1.63 (0.12,22.41)
Mothers’ education Unable to read and write | 69 13 1 1
Able to read and write 52 9 0.92 (0.37, 2.31) 3.04 (0.74, 12.48)
only
1-8 Grade 68 22 1.72 (0.80, 3.68)* | 2.88 (0.79, 10.51)
9-12 Grade 85 35 2.19(1.07,4.45)* | 4.74 (1.43, 15.75)*
Diploma or above (12+Grade) | 101 40 2.10(1.05,4.22)* | 4.51 (1.43, 14.22)*
Mothers’ occupation | House wife 163 41 1 1
Government employee 83 35 1.68 (0.99, 2.83)* | 1.47 (0.61, 3.58)
Private business 67 22 1.31 (0.72, 2.36) 0.92 (0.33, 2.52)
Employed in private 37 13 1.40 (0.68, 2.87) 1.17 (0.37, 5.65)
sector
Other” 16 6 1.27 (0.54, 3.03) 0.65 (0.13, 3.21)
Marital status Married 346 113 1
Widowed 4 2 1.53 (0.28, 8.47)
Separated 18 3 0.51 (0.15, 1.76)
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Single 7 1 0.44 (0.05, 3.59)
Spouses’ educational | Unable to read and write | 52 23 1 1
level (n=459) Able to read and write 51 10 0.44 (0.19, 1.02)* | 0.36 (0.10, 1.30)
onl
1—8yGrade 58 12 0.47 (0.21, 1.03)* | 0.66 (0.19, 2.29)
9-12 Grade 58 29 1.13 (0.58, 2.20) 2.51(0.87,7.19)
12+ Grade 127 39 0.69 (0.38, 1.23) 0.70(0.27, 1.81)
Spouses’ occupation | Government Employee 149 38 1 1
Private business 109 48 1.73 (1.06, 2.82)* | 1.810.754.36
Private sector employee | 52 19 1.43 (0.76, 2.70) 1.39(0.49, 3.93)
Daily laborer 26 5 0.75 (0.27, 2.09) 0.97 (0.16, 6.01)
Others 10 3 1.18 (0.31, 4.49) 1.99 (0.30, 13.08)
Household income Low (1000-5000) 130 20 1 1
Medium (5001-12000) 168 48 1.86 (1.05, 3.28)* | 1.28 (0.52, 3.12)
High (>12000) 77 51 4.31(2.39,7.76)* | 4.66(1.81, 11.99)*
Parity Primiparous 100 24 1
Multiparous 275 95 1.44 (0.87, 2.38)
Planned pregnancy No 43 12 1
Yes 332 107 1.16 (0.59, 2.27)
Family planning use | No 61 15 1
Yes 314 104 1.35(0.73, 2.47)
ANC follow up No 33 5 1 1
Yes 242 90 2.46 (093, 6.48)* | 5.01 (1.23, 20.44)*
Number of ANC Once 6 2 1
visits Twice 20 7 1.05 (0.17, 6.46)
Three times 61 11 0.59 (0.11, 3.28)
Four and more times 155 70 1.42 (0.28, 7.22)
Delivered at HF No 15 6 1 1
Yes 260 89 0.86 (0.32, 2.27) 0.66 (0.07, 6.47)
PNC No 75 22 1
Yes 200 73 1.24 (0.72, 2.15)
Adverse pregnancy No 223 66 1 1
outcome Yes 52 29 1.88 (1.11, 3.20)* | 2.81 (1.28, 6.18)*
Husband support No 242 35 1 1
Yes 104 78 5.19 (3.27, 8.22)* | 5.46 (2.85, 10.49)*
PCC Knowledge Inadequate PCC 224 31 1 1
knowledge
Adequate PCC 151 88 4.21 (2.66, 6.66)* | 2.88 (1.44,5.78)*
knowledge
Access to the health Inaccessible 104 17 1 1
facility Accessible 271 102 2.30(1.31,4.04)* | 1.79 (0.70, 4.59)
Preconception care No 343 96 1 1
unit availability Yes 32 23 3.15(1.79,5.52)* | 1.77 (0.55, 5.69)
Adequate laboratory | No 39 6 1 1

25




service availability Yes 336 113 2.19 (0.90, 5.30)* | 0.77 (0.16, 3.62)
Adequate medication | No 92 13 1 1

availability Yes 283 106 2.65 (1.42,4.94)* | 3.85(1.33, 11.08)*
Chronic health No 340 94 1 1

problem Yes 35 25 2.58 (1.47,4.53)* | 6.03 (2.25, 16.19)*

Key: * shows significant at p<0.25 in crude odds ratio and p<0.05 in adjusted odds ratio

# Daily laborer,

6. Discussion

In this study, utilization of preconception care and its associated factors among mothers who had
delivered in the preceding 12 months period was assessed. Out of the 494 respondents, 119
(24.1%; 95% CI: 20.3%, 27.9%) utilized at least one component of the WHO recommended
packages of preconception care for their recent pregnancy. This finding was in line with the
study conducted in South-east Nigeria (23.4%) (27), Kenya (25.8%) (25), and West Guji Zone
(22.3%) (40).

The practice of preconception care in our study is very low when compared with the studies done
in other regions of the world such as in China (42%) (33) and Los Angeles (29.7%) (17). This
discrepancy could be due to the existing socioeconomic difference particularly education and
health care infrastructure. Lack of awareness about the importance of preconception care and
limited knowledge about its benefits might be one reason for the low utilization rates. This is
evidenced with the low awareness (59.7%) and knowledge (48.4%) levels observed in our study
compared to low-income Mexican-American population in USA (76%) (41) and Jordan (85%)
(42). Low socioeconomic status in Ethiopia may deter individuals from seeking preconception
care services due to financial constraints, associated costs, and health system-related factors.
Insufficient infrastructure, shortage of trained healthcare providers, and inadequate integration

within maternal and child health services contribute to low utilization rates.
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This finding is higher than the study done in Debre Tabor town (15.8%) (36), Adet (9.6%) (24),
Manna district (6.3%) (22), Mekele city (18.2%) (10), and Hosanna (19%) (23). This could be
due to the difference in study setting and population. Preconception care utilization might be
hampered by healthcare accessibility and inequalities, such as poor infrastructure, a shortage of
qualified specialists, and long distances. Cultural customs and beliefs may also deter people from

seeking such types of services.

In this study, out of the ten preconception care packages recommended by the WHO,
micronutrient supplementation (iron and folic acid) was the most widely obtained care (19.8%)
which is consistent with the study done in Mizan-Aman town (18.5%) (26), and Mekele city
(16%) (10). However, the commonest service utilized by the women in a study done in West
Guji (40) was screening and treatment of infectious disease (STI/ HIV) (19%). There was no
woman who took all the available elements of care in our study. However, in a study done in
Mizan-Aman town, 1.5% of the participants received all of the recommended components of

preconception care services (26).

Educational level of the mothers was observed to have an influence on preconception care
utilization in this study. Mothers who attended high school or above were more likely to utilize
the service which is consistent with the previous studies conducted in West Guji Zone (40) and
Debre Birhan town (11). This might result from the fact that women who are educated will have
an opportunity to get information and knowledge on the significance of preconception care than

women with no formal education.

Previous history of ANC follow up was significantly associated with preconception care
utilization in the current study which is consistent with the study done in Debre Tabor (36). This
can be attributed to the significant role of continuity of care and consistent engagement with
healthcare providers throughout the pregnancy and beyond. Women who have experienced
negative pregnancy outcomes are more likely to seek preconception care, possibly due to
increased motivation to use early intervention to improve the success of their subsequent
pregnancy. This finding is consistent with the study done in Los Angeles City (17). Prior to their
subsequent pregnancies, women in Los Angeles City who had previously had a poor birth
outcome were more likely to obtain pregnancy-related health counseling than women who did

not report such prior outcomes (17). A study done in Hossana town also revealed similar finding
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of positive association between prior experience of adverse pregnancy outcome and

preconception care utilization (23).

The current study revealed that mothers with high (>12000 birr) household income were 4.7
times more likely to utilize preconception care than those who earn below 5000 birr. This finding
is in line with the study done in West Guji Zone (40). Women with a higher income tend to have
better access to healthcare resources, including preconception care facilities. They are more
likely to afford the necessary medical consultations, tests, and other preventive measures

associated with preconception care.

Getting support from their husband had an increased odds of utilizing preconception care in the
current study which is in line with the study done in Mekele city (10). Having a supportive
husband or partner plays a significant role in encouraging women to seek preconception care, as

it reinforces the importance of proactive healthcare utilization.

Having a good level of knowledge on preconception care was found to be significantly
associated with increased odds of preconception care utilization. This finding is supported by
several other studies (10,11,23,36,40). Women who possess good preconception care knowledge
are more likely to utilize preconception care due to increased awareness, understanding,
empowerment, improved access to services, and higher motivation levels. Empowering women
with accurate information and ensuring access to quality healthcare can play a crucial role in
promoting preconception care utilization and ultimately improving maternal and child health

outcomes.

Having chronic medical condition was significantly associated with increased uptake of
preconception care in the current study. This is in line with other community based studies
carried out in Debre Tabor town (36) and Mekele city (10). Women with a chronic medical
condition often have improved awareness of the importance of preconception care in controlling

their health problem and maintaining a successful pregnancy.

7. Limitations of the study

There are some limitations to mention in this study. There's a chance that social desirability bias

and recall will affect the outcome. A number of strategies were used to reduce recall biases in the
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course of the inquiry. First, a comprehensive and in-depth questionnaire was created to help
participants accurately remember past experiences or events. To improve memory retrieval, the
questionnaire had clear instructions, time constraints, and prompts. In an additional attempt to
eliminate memory biases imposed by forgetting or distortion, mothers who had given birth
within the last 12 months were included to reduce the time interval. Additionally, measures were
taken to guarantee a welcoming and unthreatening atmosphere throughout the data collection
process. This was done to encourage participants to provide honest and accurate responses
without feeling pressured to conform to social desirability biases. Lastly, it should be noted that a

causal association cannot be established as the study is cross-sectional.

8. Conclusion

This study revealed that the level of preconception care utilization in the study area among
women is low. Preconception care use was positively associated with the formal education of
women, higher household monthly income, ANC follow-up, prior experience of unfavorable
pregnancy outcomes, husband support, having adequate knowledge of preconception care,

adequate medication availability, and having a chronic medical condition.

9. Recommendations

The findings of the study lead to the following recommendations.

= Health Care Workers: Health care providers including Health Extension Workers shall
provide health education to women’s and couples on the importance of preconception
care.

= Bahir Dar City Administration Health Department: The health department in
collaboration with the health facilities shall provide increasing women’s awareness on
preconception care, and encouraging the involvement of husbands and partners in

preconception care activities.
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Amhara Regional Health Bureau: In collaboration with the Federal Ministry of Health,
the regional health bureau shall improve healthcare infrastructure and accessibility and
training healthcare professionals.

Ministry of Health-Ethiopia: It shall develop a preconception care guideline and
facilitate to establish separate preconception care units in health facilities or integrate
preconception care within the existing healthcare system.

Researchers: Future researches on preconception care shall focus on experiences,
perspectives and views on barriers using qualitative study designs. It is also

recommended to conduct further studies on its effectiveness using longitudinal designs.
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Annexes
Annex 1: Information sheet

Greeting: Hello good morning /good after noon, my name is____, I am here today to collect
data on preconception care practice among mothers who gave birth in the last 12 months. The
study is being conducted by Mr. Mihretu Jegnie from St. Paul’s Hospital Millennium Medical
College, Department of Epidemiology in Partial Fulfillment of the Requirements for the
Degree of Masters of public health in Epidemiology.

The objective of this study is to assess preconception care utilization and its associated factors
among mothers who gave birth in the last 12 months here in Bahir Dar. I request you to take part
in this study and to respond genuinely. Your cooperation and willingness is greatly helpful in

identifying problems related to preconception care utilization by reproductive age women.

The study will be conducted through interviews and you are being asked for a little of your time,
about 30 min, to help us in this study. Your name will not be written in this form and will never
be used in connection with any information you tell us. There is no possible risk associated with
participating in this study except the time spent for responding to the questionnaire. All
information given by you will be kept strictly confidential. Your participation is voluntary and

you are not obligated /enforced/ to answer any question you do not give to answer.
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If you feel discomfort with the question, it is your right to drop it any time you want. If you have
questions regarding this study or would like to be informed of the results after its completion,

please feel free to contact the principal investigator.

Address of the principal investigator: Mihretu Jegnie: Tell: Mobile +251-984079816
: Email:mihretuj@gmail.com
Do You Have Any Questions About the Survey? Are you willing to participate in this study?

| T Continue to the next page
2.NO. e Skip to the next participants
Interviewer Name and Signature Date of Interview:

Questionnaire Id. No:

Consent form

I undersigning at this document and give my consent to participate in the study entitled as
“utilization of preconception care and associated factors and its associated factors among
mothers who gave birth in the last 12 months here in Bahir Dar, Northwest Ethiopia, 2023.” The
research is being done by a student of St. Paul’s Hospital Millennium Medical College as
fulfillment of Master of Public Health in Epidemiology. I fully understand that they are going to
ask me about socio-demographic characteristics, obstetric and reproductive related
characteristics, knowledge related factors, health facility related characteristics and

preconception care utilization.

The questionnaire will not take more than 30 minutes of my time. I have been informed that
the purpose of this study and my participation is entirely voluntarily. I want to take part in the
study because I have been told that; I can stop participation at any time, skip any question if I do
not like to answer and the purpose of the study. No one will know my answers other than
investigators and the information will not be used for other purposes other than study. I
understood that Mihretu Jegnie is the contact person if I have questions about the study or

about my rights as a study participant.
Are you willing to participate in the study?

Yes No
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If yes continue, if no Stop, Thank you!

Date: / /

Supervisors name signature--------------

Annex 2: English version questionnaire

St. Paul’s Hospital Millennium Medical College
Graduate Study Program

School of Public Health

Questionnaire for assessment of preconception care practice among mothers who gave

birth in the last 12 months in Bahir Dar City, Northwest Ethiopia, 2023

Part I: socio-demographic characteristics

No Questions Categories & responses Skip to
101 | How old are you? | ------mmmommo year
102 | What is your religion? 1.0rthodox
2. Protestant
3. Muslim
4.Catholic
5. Other (specify)
103 | What is your educational 1. Unable to read and write
level? 2. Read and write

3. Primary (1-8)
4 Secondary (9-12)
5.College/university and above

104 | What is your occupational 1.House wife

condition? 2.Government employee

3. Private business

4. Employed in private sector
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5.Daily worker

6.Student
105 | What is your current marital | 1.Married If your answer is
Status? 2.Divorced 2,3,or4 goto
3.Widowed question no 108
4.Single
106 | Husband educational status | 1. unable to read and write
2. Read and write
3. Primary (1-8)
4. Secondary (9-12)
5.College/university and above
107 | Husband occupation 1. Government employee
2. Private business
3. Private sector employee
4. Daily worker
5.0thers (specify)---------------moeeeem -
108 | Monthly family income = | ------------—- ETB
Part II: Obstetrics and reproductive health characteristics
201 | How many times did you
give birth (Both live neonate | --------------
and stillbirth)?
202 | How many alive children do
you have? | e
203 | Was your recent pregnancy | 1.Yes
planned? 2.No
204 | Have you used any family | 1.Yes
planning method before this | 2.No
pregnancy?
205 | Did you have history of | 1.Yes If2 goto Q207
ANC follow up? 2.No If 3 go to Q 301
3. Paral
206 | If yes for Q.no 205, how | 1.Once
many ANC visits? 2. Twice
3. Three times
4.Four and above
207 | Was your previous delivery | 1.Yes If3goto Q210
at health facility (if any)? 2.No
208 | Did you receive PNC | 1.Yes If no goto Q210
service after your previous | 2.No
delivery?
209 | If yes to Q.208, how many | 1. Once
times? 2. More than one
210 | Have you ever experienced | 1.Yes If no goto Q 301
any adverse pregnancy | 2.No
outcome before?
211 | If yes for Q.210 type of 1.Congenital anomalies
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adverse pregnancy outcome
(Multiple responses are
possible )

2.Low birth weight
3.Preterm birth
4.Abortion

5.Still birth
6.Neonatal death
7.Ectopic Px
8.other (specify)

Part II1: Mothers’ awareness on preconception care

301 | Have you ever heard about | 1.Yes If no go to Q401
preconception care? 2.No
302 | If yes for Q.301 where did 1.Health care worker
you have get the 2.Mass-media
information? 3.School
4.Family/friends
5.others (specify)------
Part IV: Mothers’ knowledge on preconception care
401 | What does preconception care | 1. Specialized care given to every
mean? pregnant woman.
2.Specialized care given to all
reproductive age women before
planning for pregnancy
3.Specialized care for elderly
women
4. Don’t know
402 | In which group of peoples 1.For men, only
preconception care is needed 2.For women, only
3.For men and women planning of
birth
4.Don’t know
403 | In which group of peoples 1.For baby, only
preconception care important 2.For mother, only
3.For baby and mother
4.Don’t know
404 | Is quitting smoking crucial 1.Yes
when you wish to become 2.No
pregnant?
405 | Is avoiding alcohol important 1.Yes
when planning to become 2.No
pregnant?
406 | Do you know that taking 1.Yes
multivitamins and folic acid 2.No
before you plan to become
pregnant is essential to
preventing neural tube defects?
407 | Do you realize that staying 1.Yes
away from pesticides and 2.No
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insecticides is crucial when
planning a pregnancy?

408 | Do you know that it's crucial to | 1.Yes
keep a healthy weight before 2.No
becoming pregnant?
409 | Do you know that it's 1.Yes
important to get checked for 2.No
STIs and treated before trying
to get pregnant?
410 | Is general medical checkup 1.Yes
important before pregnancy? 2.No
Part V: Health service related characteristics
501 | Is there a health facility in your | 1.Yes If no go to Q601
neighborhood? 2.No
502 | If yes for Q.501, time to reach | -------- hr
health facility (on foot)
503 | Is preconception care unit 1.Yes
available in the health facility? | 2.No
504 | Is adequate laboratory service | 1.Yes
available? 2.No
505 | Is adequate medication 1.Yes
available? 2.No
Part VI: Pre-existing medical illnesses
601 | Do you have any chronic 1.Yes If no go to Q.701
health problem? 2.No
602 | If yes for Q.601, which chronic | 1.HIV/AIDS
health problem do you have? 2. HTN disorder including PE.
(Multiple responses are 3.Diabetes mellitus
possible) 4 Heart disease
5.Renal problem
6.Asthma
7. Others(specify)-------
Part VII: Preconception care utilization related questions
701 | Have you ever had a 1.Yes If no skip to 706
preconception care prior to 2.No
conception?
702 | If yes for Q.no 701, which 1.Micronutrient supplementation

components of preconception
care did you received before
being pregnant? (multiple
response can be possible)

(iron, folic acid)

2.Vaccination (hepatitis B, tetanus
and the measles, mumps, and
rubella vaccines)

3.Screening and treatment of
infectious disease (STI/ HIV)
4.Screening and management of
chronic disease (Diabetes Miletus,
Hypertension, PIH, Cardiac
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diseases, Asthma, Renal problem,
Epilepsy)

5. Counseling on balanced diet
6.Advice on cessation of excessive
alcohol use

7.Advice on cessation of cigarette
smoking

8.Counseling and advising of
social and mental health concern
9. Stop taking illegal substances and
drugs

10.Advice to protect from
environmental hazards

703 | Did you encountered 1.Yes
challenges while in service for | 2.No
preconception care?
704 | What are the challenges you 1.Negligence from health care
faced during preconception providers
screening? 2. Services are not integrated
3. Consumption of extended time
4. lack of privacy assurance
5.Shortages of materials and
supplies
6. Other (indicate)
705 | Do you have support from your | 1.Yes
husband for preconception care | 2.No
706 | If NO for Q. no.701; what are | 1. I had no information on

the most important reasons for
this?

preconception care

2. 1 did not know that preconception
care for me was possible

3. Idid not want to receive
information about preconception
care, because I wanted to become
pregnant first

4. I was not concerned about the
future.

5. Ithink it’s better not to know
everything beforehand

6. I just want to concentrate on my
pregnancy without having to think
about what could go wrong
7.0Other(specify)

Dear data collector, you are at the end of the interview. Please thank and say good bye to
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the esteemed study participant!

Annex 3: Amharic version questinnaire

PPS.N A0-Aeh PNTAHA TALPT® AATET DAE:
PEUL TPLP TCIETP

PhNL+HAN MT TFRUCT NF

NNUCEC N+99 NTLFP4G NAL D ATL 3F @AM NMAS. ATTT AL NAPLM® ACIHT PM.S hTA
AMPPI® AG +PPH 180T ATIMGH P+HHIE ML PIAFOLPI2015.

pan/ g e

AT ARG/PAI N ... ANAAUE HS AHU PH7TUF NDASB. ATST AR P LD ACIHT
PMT NTHA AMPPI® AT +HTIE 180F AL ABLE ACANATN AT MTT AL 10 MT+T
PALMFT AT PUL+E Bt AL N&SN AD-AN UNTFHA TLALPI® T8 NA DAE NATLMCAE,
FIRUCT A&EA AUNZHAN MT TN+CA 894 NATLME A8, 9] P11 M-

PHU MTF 9AT NNUCALE N+ BN PATETT 0L ACIHT MG ATFTA AMPPID AG +0 O7F
gRALLTTY MDP 10 AAPTIR NHU DT AT8ATE AT TPAAPTT AT8AMT AME PAU:PACNP
FNNC AT L.PLATT PATETY PP LAD ACTHT MG ATTA AMP$I® IC +LLH NNUCSCE N+
PADTY i ATIME NMIR 22 85TA: MG+ PO NYLLM AmG+ N+HIEM APMEd AT 2UJR 30 Rbd
PRy 1H AONE £FAA: NTPPF PR MR ARPRY AT NAYLAM-F F975FM-9° av/B oC N+ PH

PAR LA AOPRY AZIIMAPF ADMSAU: NHU mGF NARA+EPTF ABMPeY ACRA™A% naq +NN4¢F 1H,
@6 JRYIR KL ANA PADRIR:: PO AMF AYFF @GR AO/E aq AP 1D-+ATFEPT NP LT AL
P+aRAL+ AT PALATTT MPR PACRADAN AONFP P+MNP 10 N PRPE T+ NA+ATMPHF
NEAFT @& F Ll LFAA:TIC 97 PARNAM-T ARAN FANAT AR UNZHAMN 9% ATLTRTIHNT 9B
ATL +1NC ATRZEF PATATA: NAD-T+ NATNNCP AT NG+ NATYLLLLHH ANTPRA NMID

AN TPF AMSA L
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AAMG+H M PR NAPTF LI NAMGT+ DS NEATF PT PG+ A P HEY AT JRUL+ Bo117
N N+ARO- AL -ATM M TF &FAN: NAN: 0984079816 Email: mihretuj @ gmail.com

AAMG+ AATY NAYIN +28 FAU: PIPAMM ARZE IR AmG+ +9NC NF ATLTM-AT PTRAMD-
a/Bg0 Py Yyt NADC ATLM,MNS +2.8 FAU::

NAHU NG+ AdRA+E & L5 1PF?

1.LA®P ML $ME mPE £Y8.
2.hELALNID ML $ME tY 4 £Y8.
PNTRIRYT PR

N&8.0 4@Aen PNTHA TALPI® T8 NA DAE PUA+TE 892 +a04d +a97 PURF AT PUL+E B9t
NALM AL a0t @-NM NOAS ATFT AL NARLO® ACIHT PMS Nt AMPPI AT +PLPTH
8T HEP MTT APLNYS MLAIFMT N+174% AOALT NG+ ATRA+E AT FAL:: NARPRID
AATUNELPE ACTIHT AT AL UiPT F N9IA MS AT hmS +£M+  IC P+PPH M PEPFT
ATRPMPP +HITHNLAAL =0PMmed h 3084 PANAM 1H AIRLMMAL +191CFTA: N+ehTLIP
NTITMI® 1H D PR AMPE I AHAAINAT® NALATY NI ATLIPFA P+114% APIIaRZEm-
ARG+ NF P MA AUPE AT TNADLPIE PHZITM NATEFR 97HN +ADFFA: NTIFMIR AAT
NADG+ D PE AMPP NLATY TPULE B MTIC ATRICTFA +L & F AU

MGk AL APAHE £ P LT 1PFH?

oY AL LA
LT NP £dmir NAUF ATAPA9ITAY
h&A 1:- A F24h7Y PSAN AOMLST

+.4 | mPEPT goeNF AT JPART me... BAS
L N e N b 1 A [ ———— AODR
102 | yemEFTPTt 9oL 12 1. hCFRAN

2. TCENF1+

3. h%AhN

4, a>hA 9o

5. AA (R9AR) -
103 | e49myCHt 2LEPTH? 1.99NNT MR& AATFATP

2.997 AT P& AFAAL
3.panBan/p /5 (N1-8)
4.A+E 228 (N9-12)
5.0A8 AT NH.P NAL

104 | he-PF o0 @9 1.en+ APt
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2. PaRYINF ALt G

3. P14 NHYA
4.9 +29° AN ALt
5.0A (°TIAR.) ------
105 | nAU*+ A%T 08 U3 PT2 1.21NF MANP N
2.N4 Pe+NF €1 O
3.0+4.+F hoy e
4. PAINTF 108 2A%
106 | PNANTP FIRUCT £2B? 1.993NNG RR&E ALTFATD
2.1\ A5 D& £FAA
3.paEaR PRl E (1-8)
4.FA+E 228 (9-12)
5.h0A8 AT NH.P NAL
107 | eNANTP 42 1. PNt At E
2. P74 N'HIN
3. P94 t29° mAD ALt
4.04% Nt
5.0A (£91A&) -
L 1 o B 0 I o 1 T Q— NC
NEA2: N1-+PAL T PACTHT U-5FF PR ENM oML BT
201 | A 1H @ALPA (NULDTIR BUT M&E+M: PHMAS) |~
202 | Ay NUL DT PA ARF NHT N YR GF@? | e
203 | ALY POASTY/POAL T AS ACTIHT AP LMT TNC? 1L.h®P 2.8A9™
204 | AT POASTYPDALFT AB NOICTHP Nt POAL | 1.AP
am&MmdoLP +MPaem PO di? 2.PA9®
205 | nAUH/E AR NET PR 20D MA L ATTA ASCTIM: POrPA? L.AP 2.PA9" 3. A7 1H | ARANP PATR NUPY
NF POAS mL 207 A% €. 3
Uy @2 301 2A4
206 | Am.4.205 ANP AP NPT N 1H? 1LLATE 1H 2.0AT 18
3.00F 1H 4.h¢F RS NHP NAL
207 | NAUHE A NET NMS T2 MALD: POrPA? LLAP 2.8A9D
208 | NAUHE AR NET ADAST/E T AF PRUZ MAL WFtA | LAP 2.PA9D MANP PAT® NP7 L
AECI0- 1NC? 210 £A%
209 | Am.4.208 ANP AP NPT AT TH? 1. A78 16
2. NATE 1H NAL
210 | hHY N&* NACTTHT JC N+PPH ML AIMT, 1H9PPF | AP @MAANP PATE NUY
POLPA? 2.PA9® me 301 £A%

211

AP PE €MC 210 AANP AP hUPT hah+At @O P15 o
AIMAPT POrPA?

1.8+HN $C& PAD- AE PM-AL
2.0 L+ +I0 PUY A PMAL
3.PA1HM. APMAL;

4.02%H aom./ 8

5.PAE qoF DAL

6. AE NtMAL N3A apqet

7. AA NA EMéN------

N&A 3:°P L ACIHT PG hFHFA IHNLT PR8N A AOMLST

44




301

NAP LR ACIHT ATFA AP+EO PO-PA?

LAGPAL  2.AA039D

302 | Am P 2 301 ARANP AD-PAU- NPT PARLE 26 P 927 | 1.NM.T NAT>-PPF
INC? (NATE NAL dBgR/m 2 FAQ) 2.nNHUY a9
3.nF9RUC N
4.nN+AN @L9° haed
FO A g Vo ¢ T —
N&A 4: PP LA XCHT PG W +A AD-¢F7 P8AN MLST
401 | 3o ap AroIHST PG NFTA TOAT 9O AT YML? 1. AUAIR AST PaRAM PUNIRT ATA AT
2.ARZTH AGRTF PARAM PUNTPT ATA%1 AT
3.PMAS A2 NAA MND Ax AT PARAM
PP Lam mA L PUNIRT ATAIAT
4.NAET A% AT PN PUNTRT AT e
402 | ppean ACIHT PMS DA PARPNLATR. AT ATEUY | LAMIRT NF
SM.PA? 2.ANRT NF
3.ACMAL HIE APF OTRFT ARTT
4. AADP D
403 | p» a0 AC)HS PG AFTA PAO.MPAD M ATYY §O-? 1AZ NF 2.ARGETF NF
3AARTEFT AR 4 AAD-SID
404 | N$La® ACTHT M&F NI TNY THSIR L MPTHAT? 1. AP 2. ARAQLPID
405 | N& a0 ACHT PF AANA COMMTT HEIE EMPMAY? | 1. AP 2. ARAM.BI
406 | @Ah AALS ALFMTY amAL PANChE ADTE &N | 1. AP
AATDTIMIRT 372 NhANA PP A? 2. RAM.PID
407 | ATCTH NMbe N4F NHNE 9L PT hnegnd aold | 1. AP
AL, PN4.A% POLSA? 2. hAL& 9D
408 | Nn@gae ACHT @PF PAMYIT ANLFT MA+hNA m&I° | 1. AP
ATBAQL POLPA? 2. RAM.PID
409 | N$Lan ACIHT MPF PANAHC NAF JRCARL LT DA | 1. AP
amH+nge ANEAL PR POLPA? 2. hAM.&9D
410 | NACTIHT N&F AMPAL PMS I°CADL 9229 ANEATL | 1. AP
17?2 2. RADPYP
N&EA 5: M5 U1 3Y A MG +2M+Y U1 PM.SAN ML ST
501 | nE@4nt AnNN, PMs +£9° AA? 1.A®  2.PA9P PAI® A ML 601 BAG
502 | AmPe 4. 501 AP AP NPT NASIC NYF AST LONBA? | - (N%%F)
503 | pmg +edr PPEAD ECOIHG PMS JRLARZ AG PUNIRS | 1. AP
ATA% AT PARAMNT P+ NEA AAGL? 2. PAMGD
504 | NMS +Ra AR NE PUT PANLTL ATAIRT AA? 1.A®  2.PA9P
505 | NMg kA mAm N PUY PARLULY APCNTF AA? 1. AP 2.PA9®
h&Ad 6: P$R PAhh9°T NAFPTT P ANE: D PRPF
601 | ANt 1 PSP PMT I AANPT? | 1. A9 | ®ANP PANTR Uy @e

45




2. PANFg 7012A%

602 | Am.4£.601 PANP AP NPT PFET @ 10+ PANPTH? 1. AT AR N, AN
2.P89P 94 %
3. ehh.C NASF
4. PAN yarge
5. AA NA EMN (<-------- )
NEA 7: 0P a0 XCIHT PMT hFHTA AP +IT P 8NN AOML ST
701 | P L:a® ACIHT PMST NTFTA AECID PO-PA? 1.AP 2.PA9" @mANP PATD NPT ML 706
702 | Am.g 701 @ANP AP NPT PHEFRT L0 | 1. RAN AT ALY CPOMNE
ACTTHS PMS  9RCARLS  UART  ALCIa- | 2. PAFNT ATATATF
Pa-2A? (NATL NAL ARARAR £FAQ) 3.0+AAL NAFPF IoCaRLT URATPT(PANAHC NAF AT PhT
RSN, A EN)
4. 0>k PMG JOLARL AT PURTPT ATATAT
5. NA+AaMMYT 929 PIRAC ATA T
6.NM7T PAL hAhA APMMTY ATISIR PIRNC ATA%I At
7. A.IC TN ATISIR PIRNC AT Aot
8.0NT-hATRCT PNY-ANG PIRAC ATAI AT
9. U7-0 AR AT AR ULHFT APMPgRT ARSI
10. NPT hALIE hhAT aehAhd
703 | pHedan  ACIHT PMS  JRCARLS  PUNIRT  ATACIACT | 1LAP
N+Mm$a>=N+ P PIMAPF TG 1NC? 2.8A9™
704 | N®eAD  ACPHT PMS JRCARLS  PUNYRS | 1. PMG NATPLPT ARTIAI AT AWmm HYE APy
A1A% T O&F PIMORPE FoF 907 o7 | 2P WMM ATAT T PHAAM AATRUY
TFM? 3. NATAI AT AWMMm M$T Wt aynn?y
4. NA1A ek FPAMERITT AAGRPMNS
5. PMIATL ASPTF AMCT ARG
6.0A
705 | ABA® ACIHT PMS JPCADL AT PUNIRT ATAIAT | 1LAP
NNANTP ATH TNCPH? 2.8A9®
706 | AmPe €701 @RAAP PAIR NPT N$PLAR ACIHT %% | 1. hMCIH ANPLI® AFZH hATIN

IO ARYTT PREAR ACIHT JPCARL ATANT +MPT | PPEAR ACIHT JRLARsL JR9D do/E

AADPID PALNT PIEF AL TT 90T 9o oF M,

? NAAAT

2. PHEMD RCOPHT JRLADLTY @9e/e)
ATL9PFA NATHAD.S

3. 9PY9P K RYF PL AR ACIHT JRLAPL
/B NATIALA i F°NY P+hIP
apanCp MCIH NATRLAT

4. @2 &F NAGUPI;R NA 9°I9° 910
NATI PALH TP

5. DALY NT NiF aZEPF AANT

6. 11CT NAEMELFO AN LID Mme
e NAALY

7. @R &F DAMUPIR. 11C AANN
ACTHT M. AR NF TBHNC NATRLAT 8.
8.AA NA
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