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Preconception health is defined as an individual's health behaviours and status prior to
conception. Itis critical for attaining positive pregnancy outcomes and promoting long-term

health for both parents and children.

Background

Preconception health is defined as an individual's health
behaviours and status prior to conception. It is critical for
attaining positive pregnancy outcomes and promoting long-
term health for both parents and children.

While preconception health information can be a potential
approach to improving reproductive outcomes, it differs greatly
depending on access to healthcare, education, and
socioeconomic status (SES). The lack of access to vital health
information and services frequently prevents people from
lower-resource households from fully comprehending
important preconception care aspects such as exercise,

Therefore, this study aims to shed light on similarities and
differences in preconception knowledge and practices,
providing insights into how various national contexts influence
attitudes and behaviours.

Methodology

Survey data containing information around preconception
health knowledge, attitudes, behavioural intent and
preferences prior to conception were collected in April 2024
from respondents residing in five countries — USA, Malaysia,
Kenya, South Africa, and the UK (Figure 1).

North America, Africa, Europe, and Asia were all represented in
this selection. Malaysia (MYS) is categorised as a low-income
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) Figure 1: Survey data
containing information
around preconception
health knowledge,
attitudes, behavioural
intent and preferences
prior to conception
were collected from
respondents residing
in five countries
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country, South Africa (RSA) and Kenya (KE) as middle-income
countries, and the United States (USA) and the United Kingdom
(UK) as high-income countries (HICs). The countries were
selected to represent various kinds of healthcare and economic
developments.

The survey concluded when 1000 respondents from each
country completed it and were found to be legitimate by the
backend checks. Targeted from the general population of the
recruited country panel, the study sample (total n = 5000) was
based on the following demographics, which were the same for
each country: (i) equal numbers of men and women; (i) 65% of
the sample was from the 18-30 age group; (i) 25% was from
the 31-45 age group; and (iii) 10% was from the 46-55 age
group. The survey was conducted in English in each of the five
countries to guarantee uniformity and consistency. This
allowed for standardised replies and made it easier to compare
and analyse data from these diverse areas.

Ipsos' proprietary i-Say panel, an online platform where users
can earn points by participating in surveys and other types of
market research, was used to distribute questionnaires online.
There were two primary steps involved: (A) panel registration
and (B) in-survey completion. Individual-level recruiting was
used, and the exclusion criterion was that no two respondents
from the same household may take part. Respondents were
selected to be representative of men and women aged 18-55in
each country with internet access.

The data was analysed using IBM® SPSS® version 29 (IBM
Corporation, Armonk, New York) and STATA version 18.1, and
plotted using GraphPad Prism version 5.03 for Microsoft®
Windows (GraphPad Software, San Diego, California, United
States).

Findings

Atotal of 5000 respondents (51.9%) with a similar age
distribution throughout the countries (18-35 years: 65%; 36-45
years: 25%; 46-55 years: 10%) took part in the survey, as it was
designed to reach 1000 respondents per country. Many
respondents in South Africa, the United States, and Malaysia
stated that they were single or had never married (= 49.2%), but
most respondents in the United Kingdom and Kenya stated
that they were married or cohabiting (= 52.6%). Additionally,
most respondents were employed in all five countries (from
82.0% in Kenya to 69.9% in the USA).

Preconception knowledge, attitudes, and behavioural intent
are displayed in Figure 2 below for the entire study population
as well as for each of the five countries.

Many respondents (50.3%) self-reported having adequate
preconception knowledge. Malaysia had the highest
percentage of respondents with inadequate knowledge
(42.5%), while the USA sample had the highest percentage of
respondents with good knowledge (13.8%). This result

Figure 2: Preconception health: A. knowledge about preconception
health, B. attitudes towards changing behaviours before pregnancy
and, C. behaviour of accessing preconception services if available and
if planning a pregnancy in the overall study population and in each
country.
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indicates that the various economically developed countries
differ significantly in their preconception health awareness.
This is consistent with a prior study that found women of
reproductive age from high-income countries (HIC), including
the United States, had higher levels of knowledge.

Regarding preconception health behaviours that should be
changed prior to pregnancy, most participants said they
thought it was necessary to stay away from alcohol (83.5%) and
smoking (88.9%), maintain positive mental health (89.6%), and
eat healthily (91.0%). Although 63.2% of the study

population believed that taking folate was important, Kenyan
respondents were significantly more likely to agree (77.4%),.

In general, over three-quarters of respondents in each country
stated that they would seek preconception health care services
if they were offered at their clinic if they were planning a
pregnancy (= 79.1%). Compared to men, a greater proportion of
women (by +7.1%) in the pooled sample showed adequate
preconception health awareness. Surprisingly, a greater
proportion of men from the UK, USA, Kenya, and Malaysia (by
>1.9%) than women cited the value of regular exercise.



In the pooled sample of respondents, physical health was
considered as the most important component before
pregnancy, closely followed by relationships and family.
Financial stability came in fourth, followed by living conditions,
employment or education, and climate, with mental health
coming in third.

Clinic doctors were the most preferred sources in the

overall population, followed by nurses in second place and
obstetricians/gynaecologists in third place. Family and friends
came in fifth place, and pharmacists came in fourth.

Newspapers and magazines were rated as the least preferred
source, while social media and the internet came in sixth.

Socioeconomic position (SEP) on preconception behavioural
intent (p =0.014) and parity on preconception attitudes

(p <0.001) were found to have significant direct effects in the
Generalised Structural Equation Modelling (gSEM), Figure 3
below. The results also showed that the association

between SEP and preconception attitudes was mediated
inconsistently by preconception knowledge.
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Figure 3: Socioeconomic
position (SEP) on preconception
behavioural intent and parity on
preconception attitudes were
found to have significant direct
effects in the Generalised
Structural Equation Modelling.
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Conclusion

In conclusion, this multi-country survey
indicated notable variations in respondents'
behaviour intent, attitudes, and preconception
health knowledge among five economically
diverse countries. There were disparities in the
elements that respondents prioritized before
becoming pregnant, which probably reflected
differences in healthcare availability,
socioeconomic status, and culture. The study
also showed different degrees of awareness of
preconception care and varied preferences for
preconception health information sources.
Overall, the results highlight the necessity of
customised preconception health treatments
that consider regional cultural variations as well
as socioeconomic considerations to enhance
health outcomes.
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