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ABSTRACT

Background: The Zambian government's investment in maternal and child health,
specifically in life-saving interventions during pregnancy, delivery, postpartum, and for children
under five years of age, has resulted in noteworthy progress to reduce maternal and child
mortality in the past decade. Yet adverse pregnancy outcomes persist and remain a public health
concern. There is growing evidence that interventions provided during pregnancy, delivery, and
postpartum periods may come too late to change some pregnancy outcomes. Preconception care
(PCC)——care provided during the pre-pregnancy period—offers the potential to provide key
interventions to optimize health, increasing the likelihood of better pregnancy experiences and
healthy newborns. Currently, no existing government policy focuses exclusively on PCC in
Zambia.

Aims: This study explored the current practices, knowledge, and attitudes about PCC in
Zambia to identify opportunities for incorporation of PCC into the health system.

Methods: In-depth interviews were conducted among four participant groups: healthcare
workers, health managers and policymakers from the Ministry of Health and non-governmental
organizations, women and men of reproductive ages (18—45 years), and religious leaders. Key
findings from the in-depth interviews were presented to key stakeholders from the advocacy
subcommittee of the Safe Motherhood Technical Working Group to review and develop
recommendations to facilitate systematic implementation of PCC services in the Zambian health

system.
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Results: PCC would be a beneficial investment to improve reproductive, maternal,
neonatal, child, and adolescent health and nutrition in Zambia. Analysis of interviews revealed
vital information on the lack of a policy environment conducive to PCC. This has prevented the
health workforce from routinely providing PCC and women of reproductive ages from
consistently seeking care due to poor community awareness. The greatest opportunity for change
is within the leadership and governance WHO building block of developing a policy framework
to create a conducive environment for implementing PCC.

Conclusion: The positive perception and universal support for PCC as part of the
continuum of care provide an opportunity for the Zambian government to develop a national

policy and plan for implementing PCC within public health facilities.
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1. INTRODUCTION

The health and well-being of the next generation is intimately linked to the health and well-being
of present-day women of reproductive age, children, and adolescents. This group comprises the
most vulnerable members of society, with high mortality and morbidity rates. While most
countries have made considerable progress in reducing maternal morbidity and mortality and

improving infant and child well-being, much more needs to be done.

One promising strategy is preconception care (PCC)—care provided during the pre-pregnancy
period that seeks to improve women's and men's health. The focus on PCC has evolved from
increasing evidence that interventions provided during pregnancy, delivery, and postpartum
periods may come too late to change pregnancy outcomes, particularly when as many as half of
pregnancies are unplanned. Further, many people do not obtain antenatal care until it is too late

to avert adverse maternal and infant outcomes.

While considerable evidence exists about the benefits of PCC as a strategy to improve maternal
and child health outcomes, many countries have yet to adopt clear strategies for PCC or to
develop and implement robust PCC programs. The World Health Organization (WHO) has
endorsed PCC as an important national and international health policy component. Still, no
detailed guidelines have been adopted by WHO or any other major global entity on effectively
developing and implementing these programs at the country level. National plans for PCC exist
for several high-income countries, yet most low- and middle-income countries (LMICs) do not
have national plans, including Zambia. Zambia has made considerable progress in improving

maternal and child health outcomes, but these outcomes still fall short of international and



national goals. The national government of Zambia views PCC as a promising strategy for

continuing to improve maternal and neonatal health outcomes.

For my doctoral thesis, I worked for the Safe Motherhood Office (SMO) in the Zambian
Department of Public Health of the Ministry of Health (MOH) to help develop a comprehensive
scope of current gaps and opportunities in the health system to facilitate the development of
strategies to systematically implement PCC in the country. The SMO is responsible for
improving maternal and newborn health in Zambia. Using the WHO health system framework—
which describes the health system in terms of six core components or building blocks—and
various approaches, including stakeholder interviews, the project assessed the current strengths,
weaknesses, opportunities, and threats to PCC in Zambia and developed recommendations for

the SMO to develop and implement PCC programs in Zambia.



2. BACKGROUND

2.1 The Current State of Maternal and Newborn Health

The standard approach to ensuring the survival and health of pregnant women and children has
evolved over the centuries from a domestic household concern—childbirth overseen by
traditional birth attendants or relatives and acceptance that many children and mothers will not
survive—to concerted efforts at national, regional, and global levels to increase survival and
well-being.(1) This sustained global, regional, and national investment has borne much fruit and
steeply declined mortality in all target groups by the end of the United Nations (UN) Millennium
Development Goal (MDG) era in 2015. Notwithstanding this progress, considerable numbers of
women continue to die during pregnancy and childbirth or suffer severe morbidity. An estimated
200,000 maternal deaths occur worldwide annually, with maternal morbidity also remaining
substantially high at an estimated 27 million cases annually.(2,3) Furthermore, for many women
and couples the dream of having a healthy living newborn is dashed with the estimated 1.1

million neonatal deaths and 1.8 million stillbirths that occur annually.(4,5)

Several factors have contributed to the current state of maternal and newborn health. The first
and most significant contributor is poor quality of care. The Lancet Commission on High-Quality

Health Systems in the Sustainable Development Goal (SDG) era found that:

Poor-quality care is now a bigger barrier to reducing mortality than insufficient access.
60% of deaths from conditions amenable to health care are due to poor-quality care,

whereas the remaining deaths result from the non-utilization of the health system.(6)



Poor-quality care during antepartum, intrapartum, and immediate postpartum periods accounts
for 61% of neonatal deaths and half of maternal deaths.(6,7) Thus, high-quality health services
can help to significantly reduce maternal and neonatal mortality. At current access and utilization
rates, providing high-quality health services during these periods could decrease maternal
mortality by an estimated 21%-32%, translating to 42,000-64,000 maternal lives saved.(2,8,9) It
would also result in 28% fewer neonatal deaths and 22% fewer stillbirths compared to a scenario

without any change or improvement in quality of care.(9)

However, for some pregnant women and newborns, any interventions provided during
pregnancy, delivery, and postpartum periods may come too late to change the pregnancy
outcomes. Increasing evidence shows that improving the health of women and couples of
reproductive age before conception positively impacts pregnancy outcomes.(10) A UN State Of
The World Population 2022 report estimates that nearly half of all pregnancies globally are
unplanned.(11) Furthermore, many women are unaware of their pregnancy for weeks after
conception. In LMICs, the median gestational age at first antenatal care is 12 weeks or three
months.(12) Yet the most critical developmental period for the embryo, the time when major
systems and organ structures develop, is the first 56 days (8 weeks) after conception (Figure
1).(13) Therefore, interventions provided during antenatal care, though essential, may be too late

or inadequate to avert some adverse maternal and neonatal outcomes.
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Figure 1: Critical Periods of Development in Utero (13)

The powerful global UN-led multistakeholder movement Every Woman Every Child has set a
vision for its global health strategy that by 2030 "every woman, child, and adolescent in every
setting realizes their rights to physical and mental health and well-being, has social and
economic opportunities, and is able to participate fully in shaping prosperous and sustainable
societies."(14) Achieving this ambitious goal requires a multipronged approach that focuses on
improving the quality of care while also providing appropriate health interventions throughout
critical stages of an individual's lifespan (infancy, childhood, adolescence, and adulthood) to

positively impact present and future health (Figure 2).(15)



During adolescence Postpartum

and/or before pregnancy

Figure 2: The Preconception Care Period (16)

2.2 The Promise of Preconception Care

Entering pregnancy in the best possible health increases the likelihood of having a better
pregnancy experience and a healthy newborn. The preconception period, which covers the time
from pubescence and the time before the first pregnancy of a woman of reproductive age or
between two pregnancies (interconception), is a critical period in the life course when the health
and well-being of a woman and her future offspring are interwoven. The proximal period of
weeks to months before conception impacts embryo development, while the broader or distal

period that ranges through the entire reproductive years, starting from pubescence, also impacts



females’ general health and well-being.(17) The biomedical, behavioral, and social interventions
provided to women and couples during this time are called PCC. These interventions prevent
health problems, promote good health by addressing problem behaviors and risk factors, cure or
manage health conditions to optimize the woman and couple's present and future health (whether
or not they plan to have a baby "), and increase the survival, growth, and healthy development of

future offspring.(18,19)

PCC interventions address varying health conditions including early, unintended, and/or rapid
repeat pregnancies; nutritional problems; infections; problem behaviors (psychoactive substance
use, tobacco use, interpersonal violence); health risks; and mental health problems (Figure
3).(20) PCC has wide-ranging benefits, including decreasing preterm deliveries, stillbirths, and
low-birth-weight babies; preventing unintended pregnancy; preventing congenital disabilities;
preventing vertical transmission of HIV/sexually transmitted infections (STIs); promoting
healthy nutrition; optimizing pre-pregnancy weight; screening, identifying, and handling mental
health; and helping to prevent intimate partner violence.(20-22) The literature review provides a

more extensive summary of evidence on the benefits of PCC.

* The 2012 WHO report on PCC has cautioned against seeing women only as vessels for conception to ensure that
their rights and autonomy are not infringed upon, stating the following. “Preconception care could be misused to
limit the autonomy of women and to undermine their rights. A strong focus on preconception care could run the risk
of defining girls as being in a preconception state even before their menarche, and women as being in a
preconception state for the entire duration of their fertile period. This could lead to women being barred from
participating in situations and taking up work in some areas on the grounds that it would increase the risk of
adverse maternal and child health outcomes; vilified or even prosecuted for their conduct, such as for smoking or
drinking alcohol. Further, an emphasis on preconception care could reinforce the notion that the focus of all efforts
to improve the health of girls and women should be at improving maternal and child health outcomes rather than at
improving the health of girls and women as individuals in their own right. In addition, blanket approaches to
preconception care could be seen to imply that all girls and women will inevitably become mothers. Every effort
must be made to prevent preconception care efforts from harming girls and women.”

World Health Organization. Meeting to develop a global consensus on preconception care to reduce maternal and
childhood mortality and morbidity. In: Maternal, newborn, child and adolescent health. World Health Organization,
2013.
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2.3 Project and Host Organization

My host organization is the Safe Motherhood Office (SMO) of the Department of Public Health

in the Zambian MOH. This office is
responsible for improving maternal
and newborn health in Zambia.
Zambia is a landlocked country
located in the central and south of
Africa (Figure 4) and shares its
borders with eight countries: Angola,
Botswana, the Democratic Republic of
Congo, Malawi, Mozambique,

Namibia, Tanzania, and Zimbabwe.
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Figure 4: Map of Africa, with Zambia in Blue



According to World Bank Projections, as of 2021 there were 18.9 million people living in
Zambia, with a life expectancy of 64 years.(23,24) The population of Zambia has a median age
of 17.6 years (global median age: 30.3 years), making it one of the youngest countries in the
world.(25) Zambia covers a large geographic area of 290,587 square miles and is ranked as the
39' Jargest country in the world.(26) It is divided into 10 administrative provinces: Central,
Copperbelt, Eastern, Luapula, Lusaka, Muchinga, Northern, North Western, Southern, and
Western (Figure 5).(27) Lusaka province hosts the capital city of Lusaka. In Zambia, 40%—48%
of the population lives between the Lusaka province in the south and the Copperbelt in the
North.(28) Also known as the Line of Rail, this area connects the copper-rich province to the
capital. Further, 95.5% of the population is Christian, while 2.7% are Muslim.(29) Beyond

English, the two predominant local languages are Bemba and Nyanja.(30)

The health care delivery system in Zambia is decentralized, with the MOH headquarters
providing guidance on policy formulation, monitoring and evaluation, resource mobilization, and

donor coordination.(27). Provincial health

muzans | offices (PHOs), district health offices
(DHOs), and statutory bodies conduct
health management. PHOs link the national

s and district levels, backstop provincial and

district health services, provide technical,
MOZAMBIQUE

logistic, and capacity development
ZIMBABWE

S assistance to the DHO and are responsible
0 125 250

0
Kilometre

BOTSWANA

. .. ) ) ) ) for providing second-level referral services
Figure 5: Administrative Provinces in Zambia

(through general hospitals).(27) DHOs are



responsible for delivering and coordinating health services including health promotion,
preventive, curative, and rehabilitative services; managing all health care providers in their
jurisdiction; and providing first-level referral services from their district hospital.(27) The
majority of the population (82.4%) utilizes health services from government-run public health
facilities.(31) As per the most recent health sector public expenditure tracking, the government
and donors are main financiers of health expenditure in the country at 38.3% and 42.5%,

respectively (Figure 6).(31)

Current health expenditure per financing source (2016)

= Government = Donor Out-of-pocket = Employers

Figure 6: Current Health Expenditure per Financing Source in Zambia

Over the past decade, the Zambian government, through the MOH, has strengthened the health
system with the help of donor and implementing agencies. It has provided responsive lifesaving
interventions to women and newborns during pregnancy, delivery, and postpartum.(32—36) This
has resulted in near-universal attendance of the first antenatal care visit and an increase to 64%
of women being able to attend four or more antenatal care visits during their pregnancy.(36) In

addition, on average, 84% of all live births are carried out in a health facility, and 70% of

10



mothers receive a postnatal care check within the first two days after delivery.(36) These have
led to impressive maternal and child health outcomes, including a 50% reduction in infant and
under-five mortality rates and a 300% reduction in maternal mortality ratio (MMR) from a high
of 729 deaths per 100,000 live births in 2002 to 278 deaths per 100,000 in 2018.(35-37) There
has been slower progress in reducing the perinatal mortality rate, including stillbirths and

neonatal mortality (death within the first 28 days of life).(35,36)

Though Zambia has achieved significant reductions in maternal mortality, more needs to be done
to achieve the SDG of an MMR of <140" deaths per 100,000 live births. Furthermore, a
significant number of women of reproductive age (15—49 years) still face high risk of poor
pregnancy outcomes, particularly pregnant adolescent girls.(36) Therefore, Zambia wants to
incorporate systematic PCC implementation as part of the current continuum of care provided
during pregnancy, childbirth, and postnatal periods to reduce maternal and neonatal morbidity
and mortality. Implementation is a critical focus for SMO—while considerable evidence exists
about the benefits of PCC as a strategy to improve maternal and child health outcomes, very little
literature (peer-reviewed and grey) exists on developing and implementing PCC programs. In
2014, the WHO provided a policy brief recommending that countries develop and implement

PCC programs.(20) However, there are no detailed guidelines on effectively developing and

“In February 2015, the World Health Organization published “Strategies toward ending preventable maternal
mortality (EPMM). The EPMM targets are as follows:

At the global level the target for SDG 3.1 is to reduce the global MMR to fewer than 70 maternal deaths per 100,000
live births by 2030.

At the country level the national targets are that countries should reduce their MMRs by at least two-thirds from
their 2010 baseline; countries with the highest maternal mortality burdens will need to achieve even greater
reduction by 2030. -and- That no country should have an MMR greater than 140 maternal deaths per 100,000 live
births, a number twice the global target by 2030.
https://www.who.int/initiatives/ending-preventable-maternal-mortality

11



implementing these programs at the country level. Accordingly, Zambia has no national PCC

plans.

The goal of my work was to comprehensively assess current gaps and opportunities in the
Zambia health system to help SMO develop a national strategy to systematically incorporate

PCC into the health system to improve maternal and newborn health.
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3. LITERATURE REVIEW

This section summarizes progress in international approaches to providing maternal and neonatal
care since the 1980s, identifying instances where PCC interventions were incorporated to
improve maternal and newborn health. It also analyzes the evidence for incorporating PCC to
provide a continuum of care for maternal and newborn health and concludes with a summary of
the literature on implementing PCC in high-income countries as well as LMICs to understand

current practice.

3.1 The Context for Preconception Care: History of Maternal and Newborn Health

Programs

3.1.1 1980-1999: Safe Motherhood Initiative

The 1980s were characterized by a high burden of child and maternal mortality worldwide—
each year, more than 15 million deaths were experienced among children under five years of age,
in addition to more than 500,000 deaths among pregnant women.(38,39) The overarching
objective of international investments in LMICs was to improve survival of pregnant women and
young children. Originally, financial and political support was heavily focused on reducing
mortality among children under five years of age. Survival of children in utero, newborns,” and
pregnant women were not prioritized because there was greater clarity on the scale of mortality

among children under five years of age; interventions to reduce mortality in this group were low-

* According to United Nations Children’s Fund (UNICEF), the under-five mortality rate refers to the probability of a
child dying between birth and exactly 5 years of age, expressed per 1,000 live births. The newborn/neonatal
mortality rate refers to the number of deaths in the first 28 days of life and is also expressed as per 1,000 live births.
Stillbirths are babies (in utero) born with no sign of life at 28 weeks of pregnancy or later.
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cost, low-risk, effective, and feasible to implement in the current health systems; and significant

discrimination against women meant that their well-being was more easily neglected.(1)

Yet the well-being and survival of children are associated with that of their mothers.(40) An
estimated 30%—-40% of infant deaths could be averted by maternal interventions alone.(41)
Release of the 1985 seminal paper "Maternal health — a neglected tragedy: Where is the M in
MCH [maternal and child health]" highlighted the burden of maternal mortality and brought the
global community’s attention on the need for equal focus in improving maternal
survival.(39,42,43) In 1987, through the collaboration of international agencies, national
governments, academic institutions, and non-governmental organizations (NGOs), the WHO-led
Safe Motherhood Initiative was introduced to reduce the toll of maternal mortality by 50% by

2000.(44,45)

The Safe Motherhood Initiative was based on four approaches: 1) adequate primary health care,
an adequate share of available food for females from infancy to adolescence, and universally
available family planning; 2) good prenatal care, including nutrition, with early detection and
referral of those at high risk of poor pregnancy outcomes; 3) assistance of a trained person at all
births; and 4) access to essential elements of obstetric care for women at high risk of adverse
intra-partum outcomes. Inclusion of primary care, nutrition, and contraception was an

acknowledgment that PCC strategies were essential contributors to the survival of women.

However, at the time there was limited evidence and awareness of contributors to maternal
mortality as well as effective interventions to prevent and mitigate complications in pregnancy
and childbirth. There were concerted efforts from the late 1980s to the mid-1990s to develop

targeted priorities to reduce maternal deaths by building evidence through research and creating
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awareness through advocacy at local, regional, and international levels. It was during this time
that WHO's Dr. Mahmoud Fathalla made a transformational video, "Why did Mrs. X die?,"
which increased awareness about the top five direct causes of maternal mortality: postpartum
hemorrhage, infection/sepsis, pre-eclampsia and eclampsia, obstructed labor, and complications
of unsafe abortion.(46,43) Later in the mid-1990s, the seminal paper by Thaddeus and Maine,
"Too far to walk: Maternal mortality in context," identified the critical points of delay in health-
seeking that contribute to maternal mortality.(47) This evidence and other advocacy work done
through two UN conferences, the 1994 International Conference on Population and Development
and the 1995 Fourth International Conference on Women, provided clearer strategies for the Safe
Motherhood Initiative to guide policies, programs, and methods to measure progress in maternal

health.(48,49)

3.1.2 2000-2015: Millennium Development Goals

During the UN MDG era (2000-2015), maternal and child survival remained a key objective of
the global community and a major developmental challenge heading into the 21% century.(50)
This was the first time that goals to reduce maternal mortality were at the center of the global
health and development agenda, resulting in groundbreaking support by donors and
policymakers to strengthen health systems to reduce maternal and child mortality. During this
era, areas of focus for reducing maternal mortality were increasing access to family planning and
other reproductive health services, ensuring skilled attendance during and immediately following
pregnancy and childbirth, and providing emergency obstetric care for life-threatening
complications.(51) It should be noted that efforts to improve maternal and child health survival

occurred in separate programs with little integration. Furthermore, there was still no significant
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emphasis on neonatal survival, although in the early 2000s 38% of deaths among children under

five years of age were during the first month of life, and four million babies were stillborn.(52)

This context, combined with the slow progress toward achieving MDG goals, prompted a
concerted push by UN agencies in 2010 to develop an integrated, coordinated global strategy for
maternal and child health.(53) The Global Strategy for Women's, Children's, and Adolescents’
Health emphasized providing a comprehensive, integrated package of essential interventions and
services, including: family-planning; antenatal, newborn, and postnatal care; emergency obstetric
and newborn care; skilled care during childbirth at appropriate facilities; safe abortion services
(when abortion is not prohibited by law); prevention of HIV and other STIs; and access to

appropriate ready to-eat foods to prevent and treat malnutrition.(53)

3.1.3 2016—Present: Sustainable Development Goal 3 * and the 2016—2030 Global Strategy for

Women's, Children's, and Adolescents’ Health

Sustained investment in maternal and child health bore much fruit, resulting in steep declines in
mortality in all target groups by the end of the MDG era in 2015. Notwithstanding this progress,
large numbers of maternal and newborn deaths and stillbirths continue to occur (200,000
maternal deaths, 1.1 million neonatal deaths, and 1.8 million stillbirths annually).(2,4,5)
Furthermore, maternal morbidity remains substantial, with an estimated 27 million annual cases
of eclampsia, pre-eclampsia, postpartum hemorrhage, puerperal infection, and abortion
complications.(3) These problems can persist to affect women's quality of life in the long term

and affect subsequent pregnancies.

* Goal 3: Ensure healthy lives and promote well-being for all at all ages.
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As a result of this progress, an “obstetric transition” has occurred (Appendix 1 provides details of
the four stages in the obstetric transition framework).(54) This gradual change from high
maternal mortality to low maternal mortality is characterized by a shift from primarily direct
obstetric causes of mortality among women of reproductive age to an increasing proportion of
indirect causes of mortality associated with increased noncommunicable diseases and aging of
the maternal population.(54) There is thus a need to progress from a survival-only strategy to a
broader approach that encompasses the well-being of women throughout their life course.(15,55)
A continuum of care needs to be provided through pregnancy, childbirth, the postnatal period,

infancy, childhood, adolescence, and adulthood.

SDG 3 and the 2016-2030 Global Strategy for Women's, Children's, and Adolescents’ Health
have aligned objectives and targets, reflecting a life course approach to ensure that all women,
children, and adolescents have an equal chance to survive and thrive at each stage of
life.(56,14,57) Noting that the mother—child dyad is critical, the health and well-being of a
woman before and very early in pregnancy can affect the developing biological systems of an
embryo.(13) Therefore, the life course approach should include PCC interventions for both
women and adolescent girls. These strategies have included sexual and reproductive health
information and services, nutrition, prevention and management of communicable and
noncommunicable diseases, screening and management of cervical and breast cancer, gender-
based violence prevention and response, pre-pregnancy risk detection and management, health

education, nutrition, immunization, and psychosocial support.(14,57)
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3.2 Benefits of Preconception Care Interventions

Care provided during the pre-pregnancy period benefits the health and well-being of women of
reproductive age and is critical to improve pregnancy outcomes for the mother and newborn. It
offers the potential for early risk assessment and intervention to optimize health, address

modifiable risk factors, and educate about a healthy pregnancy.(21)

3.2.1 Early, Unintended, and Rapid Repeat Pregnancies

Sub-Saharan Africa has a high proportion of adolescents (10-19 years), who constitute 23% of
the sub-Saharan population.(58,59) Unfortunately, many of these adolescents do not realize their
full developmental potential due to a high rate of adolescent health problems.(60) Core health
problems include poor sexual and reproductive health, HIV, infectious diseases, and
undernutrition.(61) Poor sexual and reproductive health is associated with early and unintended
pregnancy.(62) The Guttmacher Institute estimates that there were 21 million early pregnancies
(girls aged 15—19 years) in LMICs in 2019.(63) An estimated 50% of these pregnancies were
unintended.(63) A systematic review and meta-analysis of the prevalence of adolescent
pregnancies (defined here as girls aged 10—-19 years) found that 19.3% of girls in sub-Saharan
Africa become pregnant at some point during adolescence, which is 3—26-times higher than in

other LMICs.(64,65)

Pregnant adolescents have a high risk of poor pregnancy and socioeconomic outcomes, including
unsafe abortions, low-birth weight babies, pre-eclampsia/eclampsia, preterm birth, maternal and
perinatal mortality, and limited education, which restricts future employment opportunities for
adolescent girls.(65—68) Moreover, pregnant and parenting adolescents have a high risk of
adverse psychosocial effects such as depression, with 16%—-44% of pregnant and postpartum
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adolescents experiencing depression.(69) These rates are higher than pregnant or postpartum
adult women (10%) or non-pregnant adolescent peers (3.2%).(70,71) Further, adolescents who
have previously been pregnant are at high risk of experiencing rapid repeat pregnancies
associated with adverse birth outcomes including obstetrical complications, preterm delivery,

and infant mortality.(72)

Given these adverse health and socioeconomic outcomes, a range of interventions have tried to
improve outcomes for adolescents and other people of child-bearing age. A meta-analysis
showed that pooled interventions targeting adolescent girls have reduced the incidence of
pregnancies by 15% and repeat pregnancies by 32%.(73) Two programs providing
comprehensive interventions to address the main drivers of adolescent pregnancy—poverty and
socioeconomic marginalization, lack of security leading to sexual exploitation and abuse, lack of
alternative opportunities, lack of information about sexuality and reproduction, and lack of
access to family planning and modern contraception—reduced the risk of adolescent pregnancy

by 41% and 57%.(64,74-76)

3.2.2 Nutrition and Lifestyle Conditions

Iron Deficiency Anemia and Folic Acid Deficiency

Undernutrition and micronutrient deficiency disproportionately affect women of reproductive
age throughout many LMICs.(77) Micronutrient deficiency is the most common cause of
anemia.(78,79) A third of women of reproductive age are estimated to be anemic globally,
including an estimated 29% of nonpregnant women and 38% of pregnant women.(80,81)
Approximately 50% of anemia in women is caused by iron deficiency.(81) Iron deficiency
anemia is associated with adverse pregnancy and newborn outcomes including preterm delivery,
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poor fetal growth, low birth weight, and decreased fetal iron stores, which may lead to impaired
development and stillbirths and is major risk factor of maternal death.(82—84) Iron deficiency
anemia contributes to 20% of global maternal deaths.(85) Anemia is also caused by folic acid
deficiency, which is associated with higher risk of neural tube * defects of the brain and spine

that lead to spina bifida and/or anencephaly, resulting in disability or death.(86,87)

Supplementation can treat these deficiencies and improve neonatal outcomes. Iron and folic acid
supplementation among all women of reproductive age in Vietnam was shown to improve iron
stores and reduce anemia.(88) Further, iron and folic acid supplementation combined with
intermittent deworming and counseling on the positive effects of regular weekly iron—folic acid
intake significantly reduced anemia and rates of helminthic infection, increased compliance in
intake of iron-folic acid supplementation, and reduced prevalence of low birth weight among
reproductive-age women in Vietnam and adolescents girls in India.(89) Further, a meta-analysis
by De-Regil et al. showed that preconception folic acid supplementation dramatically reduces
neural tube defects by 72% and recurrence of neural tube effects in subsequent pregnancies by

68% compared to no intervention or multivitamin supplementation without folic acid.(90)

Overweight and Obesity

Lifestyle diseases are increasing due to changes in dietary intake in many LMICs. Temporal
changes in demographic, economic, social, and environmental factors in LMICs have resulted in
an increasing trend of overweight and obesity among women of reproductive age.(85,91) Pre-

pregnancy overweight and obesity are risk factors for type 2 diabetes, hypertensive disease of

* The neural tube, responsible for development of the brain and spine, closes within the first 17-30 days of
pregnancy. Folic acid deficiency can cause the neural tube to not close properly.
https://www.uspharmacist.com/article/folate-deficiency-and-neural-tube-defects-in-pregnancy
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pregnancy, gestational diabetes, hypertensive and thromboembolic disorders, postpartum
hemorrhage and anemia, caesarean delivery, induction of labor, instrumental delivery, and
shoulder dystocia.(92-95) Maternal overweight and obesity also are associated with birth
defects, neural tube defects, preterm delivery, stillbirths, neonatal deaths, and macrosomia.(96)

Further, children born to women who are obese are also more likely to be obese.(97,98)

Weight is a modifiable risk factor, and decreasing weight can positively impact the health of a
woman and her pregnancy outcomes.(99,100) A case-control study found that women who were
involved in exacting physical activity prior to pregnancy reduced their risk of preeclampsia by
78%.(101) In addition, a population-based study to inform pre-pregnancy weight loss counseling
found that a 10% reduction in pre-pregnancy weight in women who are obese can reduce the risk

of stillbirths.(102)

3.2.3 Infections

Infectious diseases carry a significant threat to mothers and babies in utero. For women of
reproductive age, untreated HIV/STI can increase the risk of infertility, ectopic pregnancy,
spontaneous abortion, and HIV-related premature illnesses and death.(19,103) Untreated HIV/STI
negatively impact the baby and are associated with preterm delivery, low birth weight, neonatal
conjunctivitis, and high risk (up to 35%) of HIV transmission from mother to neonate, resulting in
chronic and fatal illness in the child.(19,103) Further, STIs such as herpes, gonorrhea, and syphilis
can increase the risk of HIV acquisition.(104) Many women of reproductive age in LMICs are at
high risk of HIV or STIs even when in stable heterosexual relationships if they are unable to
negotiate safe sexual behaviors.(105,106) A systematic review by Lassi et al. found that

preconception behavioral interventions including HIV/AIDS education, condom promotion and
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skills, peer education, skills negotiation for safer sex, addressing sociocultural barriers and
personal risk reduction, counseling, and testing reduce re-infections or new STI rates and
significantly increased condom use by 26%.(107) The same systematic review found that mass

treatment of STIs with antibiotics reduced their prevalence by 22%.

Vaccine-preventable infections including rubella, tetanus, and hepatitis B have been associated
with spontaneous abortion, chronic liver disease in mothers, and premature death.(19,103) They
are also associated with increased incidence of stillbirths, congenital rubella syndrome, and death
among children.(19,103) Yet tetanus vaccination (with Tdap) of women of childbearing age is
effective to reduce neonatal deaths from the disease by 48%, especially when immunization is

complete.(107)

3.2.4 Gender-Based Violence

Exposure to gender-based violence increases the risk of unwanted pregnancies; has adverse
physical, psychological, and reproductive consequences; and increases risk for premature
delivery and low-birth weight babies.(108—110) Intimate partner violence (IPV) is prevalent in
many LMICs and is associated with unintended pregnancies, gynecological problems, abortions,
HIV/STIs, depression, post-traumatic stress disorder, emotional distress, suicide attempts, sleep
difficulties, and eating disorders.(103) A third of women worldwide have experienced IPV, and
the highest incidence of IPV is generally reported during late adolescence and early
adulthood.(111,112) A key strategy that the Centers for Disease Control and Prevention (CDC)
recommends is interventions that create safe, stable, nurturing relationships and environments in
childhood and adolescence to prevent IPV across the lifespan.(113) Further, there is an emphasis

on interventions that address risk factors like harmful gender norms and inequalities across
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gender, racial/ethnic, and income groups in schools, neighborhoods, workplaces, and the broader

community as a strategy to combat [PV.(114)

In addition, female genital mutilation increases the risk of neonatal death and stillbirths by 15%—
55%.(115) Women being empowered and involved in activities that promote human rights and
community development can double the number of women who do not intend to practice female
genital mutilation on their daughters, preventing horrific sequelae for women including
stillbirths.(21) Further, screening women and girls for female genital mutilation to detect
complications, provide counseling on the risks of pregnancy, and take needed action before
pregnancy can reduce the incidence of adverse outcomes that may arise during pregnancy and

delivery as well as postnatally.(20)

3.2.5 Other Conditions

Women with epilepsy are at increased risk of perinatal complications and having babies with
neurodevelopmental impairment due to the adverse effects of epilepsy medications. PCC can
include providing women with counseling on required changes in clinical management to reduce
the risk of teratogenicity.(19) Further, genetic disorders such as sickle cell disease may
contribute to recurrent miscarriages and physical disability of women who get pregnant and can
lead to intrauterine death, fetal growth retardation, and preterm birth.(116) A study in Nigeria
found that PCC, effective prenatal care by a multidisciplinary team, and delivery in a hospital
accustomed to managing sickle cell disease and its complications are associated with good

pregnancy outcomes in women with sickle cell anemia in pregnancy.(117)
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3.2.6 Multiple Benefits to Structured PCC

One study found that women who received PCC through a systematic, coordinated approach
were more likely to receive adequate folate supplement, be vaccinated, consult with a doctor
regarding any pre-existing health conditions, report less weight gain before conception, and
report fewer preterm births and hypertensive disorders.(118) Another study assessing women
who participated in preconception counseling on lifestyle and other behaviors found significant
improvements in folic acid use as well as reduced alcohol use and adverse pregnancy outcomes

compared to women who received standard care.(119)

3.2.7 Economic Benefits

As with other interventions and programs, introducing and systematically implementing PCC
adds costs to the health system. Yet few studies have focused on the economic benefits of PCC.
While most studies of its economic benefits have focused on high-income countries, they suggest
that PCC is cost-effective. A study in the United States (US) on preconception education and
counseling in reproductive health programs targeting adolescent girls aged 15-20 years found the
programs were cost-effective in preventing unplanned pregnancies.(120,121) However, the
proportion of adolescent pregnancies in the US are far lower than in lower-income
countries.(122) Another study in the US on preventable health and cost burdens of adverse birth
outcomes associated with pregestational or preexisting diabetes mellitus found cost savings with

an effective evidence-based preconception intervention.(123)

A study that systematically examined effective interventions across the continuum of care to
prevent stillbirths and deaths among newborns and women across 75 LMICs found that PCC
interventions of folic acid fortification and multiple micronutrient supplementation are cost-
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effective.(124) Further, a recent systematic review of PCC interventions also suggests they may
be more cost-effective for low-income countries compared to high-income countries due to
greater prevalence of risk factors associated with adverse pregnancy outcomes such as

undernutrition, micronutrient deficiency, and adolescent pregnancy.(125)

3.3 Implementation of Preconception Care

3.3.1 Services to Include in Evidence-Based Preconception Care Programs

Aspects of PCC have been incorporated into global policies and programs over the past 30 years.
In 2013, the WHO issued a report and policy brief providing a foundation of recommendations
for governments and their donors/implementing partners to develop and implement PCC
programs.(19,20) The report and policy brief recommended that an effective PCC program

should include assessing, identifying, and taking relevant action in the following areas:

Nutritional status (e.g., screening for anemia and diabetes, supplementing iron and folic
acid, counseling)

e Tobacco use

e Genetic conditions

e Environmental health

e Infertility/subfertility

e Interpersonal violence

e [Early unwanted and rapidly successive pregnancies

e STIs

e HIV

e Mental health
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3.3.2 Developing and Implementing Preconception Care Programs

Despite an abundance of evidence on the benefits of PCC and some evaluation of successful
programs, there is much less literature on actual implementation of PCC programs. In high-
income countries, discussions about PCC as an addition to the continuum of care began very
early. The US CDC published recommendations to improve preconception health and health care
in the US through an expert working group in April 2006.(10) A recent article providing
guidance to countries on developing and implementing national and regional PCC programs
recognized the CDC’s expert working group in helping key stakeholders understand what PCC is
and why it is important yet noted that the recommendations fall short of providing detailed
guidance on what programs should look like and what steps should be followed to initiate and

sustain such programs.(126)

Though PCC is not fully integrated into routine clinical care in the US, much progress is being
made. For example, since 2015 the National Preconception Health and Health Care (PCHHC)
Initiative—a public—private partnership of local-, state-, and national-level organizations and
groups interested in maternal and child health initiated in the US in 2004 to connect and multiply
local impact through national collaborative efforts—has been coordinating efforts to develop
measures and metrics at the clinical and population levels, strategies for integrating PCC services
into routine clinical care, consumer engagement, and expanded partnerships.(127,128) With
leadership from PCHHC’s Surveillance and Research Work Group and Clinical Work Group as
well as the Association of Maternal and Child Health Programs, a triad of metrics including PCC
indicators have been proposed to monitor access and receipt of care at population and sub-
population levels.(129-132) However, it is unclear how many states have adopted the proposed

indicators.
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In the US, PCC is often provided opportunistically across different levels of care. Thus, work
through the PCHHC Initiative can help identify promising practices for integrating
preconception health into clinic settings where women receive routine care so that all women of
reproductive age receive PCC at every contact with the health system. In addition, the national
PCHHC Initiative has engaged in activities to increase awareness among consumers through
Show Your Love, ~ the first and only national consumer-focused preconception health

educational and community-building platform in the US.(127,128,133)

In Europe, a 2015 study of policies, guidelines, recommendations, and services for PCC in six
countries found no standard clinical guidelines for provision to healthy women but did find
guidelines to consistently provide PCC to women with chronic diseases such as diabetes and
epilepsy.(134) The same study found that opportunities for care and counseling before pregnancy
are often missed because men and women do not routinely disclose that they are planning to get
pregnant. A more recent study of PCC clinical practice globally found very few high-quality

guidelines focused on PCC and few that were supported by high-quality evidence.(135,136)

LMICs especially in sub-Saharan Africa are not faring better in developing or implementing
PCC. A review of current literature on maternal and child health care in sub-Saharan Africa did
not identify any structures and/or guidelines for PCC within the region.(126) Implementation of
effective PCC programs is hampered in many of these countries by a lack of detailed guidance

from multilateral institutions like the WHO. In addition, many LMICs are experiencing a

* Show Your Love’s website objectives include: (1) enabling young adults to manage their personal and family well-
being by making realistic health and lifestyle improvements daily; (2) educating young adults and their loved ones
about tools and resources available to support healthy lifestyles; (3) bridging the gap in access to and
communication between young adults and their health care provider by helping them understand critical components
about preconception health care, life planning, and health insurance (including pre- and post-doctor dialogues,
information about access to care); and (4) empowering young adults to become health advocates in their
communities by getting involved with Show Your Love.
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protracted and simultaneous multiple burden of communicable and non-communicable diseases,
maternal and child morbidity and mortality, and injuries. These urgent competing priorities
within a resource-constrained context may contribute to limited investment in expanding
maternal and child health packages to include a full range of PCC services. As observed by
Mason et al., “the countries that need preconception care most are the ones least likely to be able

to afford them and deliver them.”(16)

However, these challenges do not negate the need for countries to invest in PCC. A pragmatic
approach is needed that selects interventions most relevant and effective to a country’s context
with regard to its epidemiology, designed to be provided within the current service delivery
structure, and in accordance with the resources available.(16,137) Development of guidance
materials can help improve implementation. Some resources exist, including a 2020 publication
by Atrash and Jack providing detailed guidance for program directors on developing and
implementing regional and national PCC programs.(126) Building on the work done so far, more

evidence-based guidance is needed to help countries develop and implement PCC.

3.3.3 Knowledge, Experience, and Perceptions of Preconception Care Implementation

Understanding the knowledge, experiences, and perceptions of key stakeholders, including
health providers and consumers, is a critical initial step in designing and implementing effective
PCC strategies and programs. A recent systematic review of the barriers and facilitators of using
PCC among women in six high-income countries (US, Netherlands, Australia, United Kingdom,
Canada, and Ireland) found that the most common barriers were a lack of awareness or

familiarity with PCC, a perceived absence of risk, and a lack of planning for pregnancy.(138)
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The most frequently cited facilitators of seeking PCC were believing in the benefits of PCC and

the availability of PCC services.

A study of health professionals focusing on current knowledge and implementation of PCC in
high-income countries found a preference for having PCC services provided by obstetricians,
nurses, midwives, and general practitioners.(139) However, providers strongly believed that
there is too little time during regular clinical encounters to provide PCC, and it is therefore not
prioritized. Lack of funding or payment by insurance was another barrier to provision of PCC.
Another study among general practitioners in Australia found that limited visit times are the
biggest barrier to delivery of PCC; these general practitioners also noted that many women do
not present at the preconception stage, and many do not present until they are already
pregnant.(140) The practitioners suggested that increasing awareness among women of the

importance of PCC would facilitate the ability to deliver care.

Though not included in systematic reviews of PCC, some studies in LMICs including in sub-
Saharan Africa have focused on knowledge, perceptions, and experience of PCC. Studies of
health care workers have found varying levels of knowledge about PCC. Some studies have
found that health care workers with some knowledge of PCC understand its goals, though some
defined it through a family planning and adolescent health lens.(141-143) Health care workers
are often not able to provide these services to all women because of resource constraints; a lack
of program-specific guidelines, training, and capacity-building on PCC; staff shortages; and
heavy workloads. When PCC is provided, it is generally targeted to those at high risk because of
certain health conditions or behaviors. In other cases, knowledge of PCC is limited to certain
services, such as contraception or adolescent health. Other studies have found poor levels of PCC

among health care workers with low PCC knowledge.(144—146)
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Studies in LMIC among women of reproductive age on utilization of PCC show that most have
poor knowledge of PCC, have not adopted positive PCC behaviors like folic acid
supplementation, and have not accessed services related to PCC.(147,148) Some studies have
found that women are aware of specific interventions like HIV screening and management to
prevent high viral load that could risk a child becoming infected once women are pregnant.(149)
A study in sub-Saharan Africa found that logistical and financial access barriers limit access to
PCC, similar to studies from high-income countries.(149) The study also found that outreach
services in the community, social support from spouses, free services, and health education are

facilitators of PCC.

Findings from current PCC literature vary widely based on geography and the socioeconomic
state of a country/region. However, the literature is quite limited, which makes it difficult to
draw strong and generalizable conclusions about PCC, particularly for any specific country or

context.

3.3.4 Reproductive Justice in Implementing Preconception Care

A reproductive justice lens must guide PCC implementation to preserve autonomy and individual
rights. As defined by Sister Song, reproductive justice is the human right to maintain personal
bodily autonomy, have children or not have children, and parent children in safe and sustainable
communities.(150) Women of reproductive age should have independence and should be trusted
to decide what is best for themselves. The WHO cautions that PCC can be used as a tool to limit
the autonomy of women and undermine their rights.(19) When girls and women of reproductive
age are viewed as always being in a “preconception state,” this status can be used to prevent

them from participating in certain activities and being employed, resulting in them being vilified
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by society if they do engage in these activities. Furthermore, although PCC has a direct benefit in
improving pregnancy outcomes, this should not be viewed as the only goal. Instead, PCC should
be viewed in a broader frame of improving the health of girls and women as individuals in their

own right, whether or not they desire to get pregnant.

3.4 Maternal and Newborn Health in Zambia

Through the MOH, the government of Zambia aims to achieve the SDG of reducing the MMR to
<140 deaths per 100,000 live births and reducing neonatal mortality to 12 deaths per 1000 by
2030.(151) In 2019, former Zambian President Edgar Lungu declared maternal and prenatal
deaths a public health emergency for the country because adverse pregnancy outcomes persist
and remain a public health concern.(152,153) Neonatal mortality accounts for ~40% of all
mortality of children under five years of age. Further, 10% of all deaths among women aged 15—
49 years are due to maternal mortality.(152,154,155) Table 1 summarizes key maternal,
newborn, and family planning data from the Zambia Demographic Health Survey of 2013—-14

and 2018 compared to sub-Saharan Africa and the world.

Disparities in key neonatal and maternal health indicators including mortality exist across
geographies and wealth quintiles in Zambia.(156) A significant number of women of
reproductive age remain at high risk of poor pregnancy outcomes. The main contributors are low
dietary intake of iron and folic acid and endemic infectious diseases, leading to one in every
three nonpregnant Zambian women aged 15—49 years being anemic.(36,81,157,158) A high
proportion of adolescent girls continue to get pregnant; the median age at first birth is 19.2 years,
and a third of girls 15—19 years old are already mothers or pregnant with their first child.(36) The

prevalence of HIV among women of reproductive age (1549 years) remains high at

31



14.3%.(159) Violence against women also remains high, with 39% of women of reproductive
age having experienced physical violence at least once since age 15 years, and 47% of ever-
married women having experienced violence from their current or most recent partner.(36)
Furthermore, Zambia has a high burden of sickle cell disease and accounts for 2% of the world's

sickle cell disease cases, which significantly impact pregnancy outcomes.(160)
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Table 1: Maternal and Newborn Health Statistics in Zambia

Key Maternal, Newborn, and Child Health/Family Planning Indicators in Zambia

Pregnancy care received from skilled providers, such as
doctors, nurses/midwives, and clinical officers

Zambia Zambia Sub-Saharan | Global
Demographic | Demographic | Africa
Indicator
Health Survey | Health Survey
2013-14 2018
Maternal mortality ratio 398 252 534 (161) 211 (162)
Number of maternal deaths during a given period per 100,000
live births during the same period
Perinatal mortality rate 31 33 34.7 (163) Not
g available
Number of stillbirths (pregnancy loss after 7 months of
gestation) and early neonatal deaths (deaths of live births within
the first 7 days of life); perinatal mortality rate is calculated as
the number of perinatal deaths per 1,000 pregnancies
Neonatal mortality rate 24 27 27 (164) 17 (165)
Number of deaths during the first 28 completed days of life per
1000 live births in a given year or other period
Infant mortality rate 45 42 50 (166) 27 (167)
Number of infant deaths before their first birthday for every
1,000 live births
Under-5 mortality rate 75 61 73 (168) 37 (169)
Probability of a child dying between birth and exactly 5 years
of age, expressed per 1,000 live births
Any antenatal care visit 97.7% 97% 81.5% (170) | 88% (170)
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Table 1: Maternal and Newborn Health Statistics in Zambia (continued)

Key Maternal, Newborn, and Child Health/Family Planning Indicators in Zambia

Zambia Zambia Sub-Saharan | Global
Demographic | Demographic | Africa
Indicator Health Survey | Health Survey
2013-14 2018
No antenatal care visit 1.4% 1% Not available Not
available
>4 antenatal care visits 55.5% 64% 53.5% (170) | 66% (170)
Median months pregnant at first visit (those with antenatal 4.8 months 4.4 months Not available Not
care) available
Birth with skilled provider 67% 80% 63% (171) 83% (172)
Births delivered with the assistance of doctors,
nurses/midwives, and clinical officers
Contraceptive prevalence rate (modern method) 45% 48% 29% (173) 56% (174)
Percentage of women who use (modern) contraceptive method
Unmet need 21.1% 20% 22% (175) Not
. available
Proportion of women who are not pregnant and not postpartum
amenorrhoeic, are considered fecund, and want to postpone
their next birth for >2 years or stop childbearing altogether but
are not using a contraceptive method
Prevalence of anemia among women 15-49 years old - 31% 41% (176) 30% (177)




The MOH recognizes that to achieve significant reductions to attain SDG 3, it is not enough to
invest in increasing access to and improving the quality of health services during pregnancy,
delivery, and postpartum periods. Additional investments are needed to provide appropriate
services throughout the life course, from birth through childhood, adolescence, and
adulthood.(14,55) The Minister of Health for Zambia in 2019 made reduction of maternal
mortality a key legacy goal when he attended the Harvard Ministerial Leadership Forum at

Harvard University.

The Harvard Ministerial Leadership Program, initiated in 2012, is a joint initiative of the Harvard
T.H. Chan School of Public Health, the Harvard Kennedy School of Government, and the
Harvard Graduate School of Education.(178) The program aims to enhance leadership
effectiveness and political acumen, inform human development policy and investment priorities,
and develop planning and execution capacity among Ministers. The program targets ministers of
finance, economic planning, education, health, and other relevant sectors with human
development-related responsibilities from Africa, Southeast Asia, and Latin America.(178) The
program combines ministerial-level support with customized technical facilitation and capacity
development shaped by the policy goals and specific needs of participating Ministers.(179) The
annual Ministerial Forum at Harvard University is the flagship component of the Ministerial
Program. Following the Forum, Ministers can access a menu of technical support opportunities
intended to support implementation of Ministers' legacy goals. This support is a combination of
virtual and in-country engagement. The Program offers Ministers policy research support by
graduate-level Harvard students as requested. An additional policy research opportunity is made
possible by the Tessa Jowell Fellowship awarded annually to a doctoral student for research

supporting Ministers participating in the Ministerial Program.(179)
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I was awarded the 2020 Tessa Jowell Fellowship to support the Zambian Minister of Health's
legacy goal to reduce maternal mortality. Key staff from the MOH including the SMO
articulated that efforts only focused on the antenatal, intrapartum, and postnatal periods may be
insufficient to make a difference in some pregnancy outcomes such as women with sickle cell
disease. There was agreement that more information is required to understand the country's
current knowledge, practice, and perception of PCC. This would help identify gaps to address
and opportunities to leverage to incorporate PCC as part of the continuum of care provided
during the pregnancy, childbirth, and postnatal periods as an added approach to reduce maternal

and neonatal morbidity and mortality.

Significance of the Study

Currently, no existing government guidance exclusively focuses on PCC in Zambia. However,
detailed PCC guidelines exist for non-pregnant, HIV-positive women of reproductive age to be
healthy and decrease the likelihood of HIV transmission to their offspring.(180) Peer-reviewed
published literature on PCC in Zambia has a narrow focus on the knowledge and perceptions of
PCC among women of reproductive age who have existing chronic diseases such as diabetes and

HIV.(181,182)

In addition, no landscape analysis of current policy focusing on PCC has been undertaken. Few
in-depth exploratory studies exist of PCC practices, knowledge, and associated attitudes among
health care workers, policymakers, health managers, and women of reproductive age in Zambia.
Furthermore, the perspectives of men and religious leaders have not been documented. For my

doctoral project, I conducted a qualitative study exploring these areas to provide a
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comprehensive scope of current gaps and opportunities for implementing PCC interventions in

Zambia to increase their likelihood of utilization.

37



4. APPROACH and METHODS

4.1 Aim of the Study

The main aim of this study was to explore the current practices, knowledge, and attitudes about

PCC in Zambia to identify opportunities for incorporation into the health system.

4.1.1 Specific Research Questions

1. What are the current national policies, guidelines, and programs that support PCC in
Zambia?

2. What knowledge of current PCC practices exists among men and women of reproductive
age (18—49 years) in Zambia?

3. What is the knowledge of PCC among health care workers, managers, and policymakers?
What factors enable or prevent providers from providing PCC? What do providers
believe are factors that influence a woman's decision about PCC?

4. What are religious leaders' knowledge, attitudes, and experiences of PCC?

5. To what extent can PCC be implemented in the existing health care system in Zambia?

4.2 Approach

This doctoral project applied two methods to answer the research questions. First, in-depth
interviews were conducted among four participant groups: health care workers from select
districts, health managers and policymakers from the MOH as well as NGOs at both the
provincial and national levels, women and men of reproductive ages (18—45 years), and religious
leaders at the national level. Second, a research consultative meeting was convened with key

stakeholders from the Advocacy Subcommittee of the Safe Motherhood Technical Working
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Group of the MOH to review findings generated from the in-depth interviews. The main
objective was to develop recommendations to facilitate systematic implementation of PCC
services in the Zambian health system. The project was conducted from September 2021—

September 2022 in Zambia in collaboration with the MOH's SMO.

4.2.1 Site Selection

The SMO selected the Lusaka, Kafue, and Mansa Districts within the Lusaka and Luapula
Provinces (Figure 7). These districts represent 18% of the population of Zambia and were
selected based on geographical classification (urban, peri-urban, and rural) and level of maternal
mortality (high, moderate, and low).(183) Luapula province has the highest fertility rate in
Zambia of 6 children per woman, while Lusaka province has one of the lowest fertility rates of
3.5 children per woman.(36) More than a quarter of total births in the country occur in these

provinces.(36) Table 2 provides a detailed description of interview sites and criteria for selection.
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Table 2: Interview Sites and Selection Criteria

Selection Criteria Other Key Descriptors

Proportion _ Fertility
_ o Geography Maternal Proportion of
Province = District o _ of Total _ Rate
Classification =~ Mortality _ Total Births
Population
Lusaka Urban High 15.1%
Lusaka 16% 3.5
Kafue Peri-urban Moderate 1%
Luapula = Mansa Rural Low 2% 10% 6
Zambia 100% 100% 4.7

4.2.2 In-depth Interviews

For the qualitative study, in-depth interview guides were developed for each participant category
to guide the interview process (Appendix 2). Approval for the qualitative study was obtained
from the Harvard Longwood Campus Research Protocol Institutional Review Board, which
granted human subject exempt status, and the University of Zambia Biomedical Research Ethics
Committee. The study was registered with the National Health Research Authority of Zambia.
Please see Appendix 3 for letters. A total of 45 participants were interviewed from September

2021-August 2022. Demographic details of all participants are provided in Appendix 4.

Health Managers and Policymakers, Health Care Workers, and Religious Leaders
Participant Recruitment

In collaboration with the MOH SMO, health managers, policymakers, religious leaders, and
health care workers were purposively identified to participate in the study. The sampling
technique identified and selected participants with characteristics (knowledge or experiences)

relevant to the study to maximize efficiency and validity.(184,185)
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Health Managers and Policymakers

It was important to interview health managers and policymakers because they are involved in
developing the policy environment in which health interventions can be implemented. A list of
key health managers and policymakers who worked in the reproductive, family planning,
maternal, nutrition, and adolescent health fields at national, provincial, and district levels was
developed by the SMO. These technical areas were chosen because they are where PCC
programs are most likely to be developed and implemented. Potential participants on the list
provided by SMO were approached from each technical area, and only those who were willing to
participate in the study were interviewed. When no new information was elicited from

interviews, participant recruitment stopped.

I interviewed more health managers and policymakers from NGOs (n = 8) compared to the
government (n = 4). However, given that most NGOs have a very close working relationship
with the government in support of the strategic plan, I believe that I obtained a good overview of
the health system. With the exception of one health manager and policymaker who had a

bachelor’s degree as their highest level of education, all others had completed advanced degrees.

Health Care Workers

Health care workers were important because they are key in implementing the services laid out
by policies. With the help of the SMO, and facility health managers also known as “in-charges,”
a list of health care workers was developed. Selection criteria required health care workers to be
working in a facility in one of the selected districts, working in any maternal and reproductive

care department (antenatal care, postnatal care clinics, family planning clinics) and/or outpatient

services, and willing to participate in the study. The eight health care workers interviewed
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included nurses and doctors from the three districts, with most having dual roles of service
provision and administration. With one exception, all health care workers had completed an

advanced degree and were working in a district- or provincial-level hospital.

Religious Leaders

Religious leaders are often viewed as key gatekeepers in Zambian society, and their buy-in is
important to implement high-impact interventions. For interviews, I targeted religious leaders
who were current in-service clergymen/women serving congregants and willing to participate in
the study. Because ~95.5% of the Zambian population identify as Christian, I prioritized
interviewing clergy from the three dominant Christian denominations: Catholic, Anglican, and
Evangelical. All three religious leaders interviewed had completed advanced degrees and, like

health care workers, had dual roles as managers and serving their congregation.

Consent and Interview Process

I sent an email introducing the study using an information and recruitment script (Appendix 5).
For those willing to participate, a virtual appointment was scheduled to screen, consent, and
conduct the interview (Appendix 6 provides the oral consent form). All interested participants
were screened, orally consented, and interviewed on the Zoom platform. I conducted interviews
in English, and they were audio-recorded on Zoom. Due to virtual conduct of interviews, most
participants were required to buy data bundles to access the internet. Thus, participants were

provided $10 to reimburse the data bundles. No other incentives were provided.

Women and Men of Reproductive Age

Participant Recruitment, Consenting, and Interview Process

43



Women and men of reproductive age are the recipients of services delivered within the Zambian
health system. Thus, it was critical to understand their awareness of services as well as their
utilization of services. To ensure representation, participants were recruited from both health
facilities (i.e., individuals currently engaged with the health system) as well as the community
(i.e., individuals not currently engaged with the health system). Only men and women aged 18—
45 years living within the selected districts and who were able and willing to participate in the

study were recruited.

Convenience sampling was used to select women and men of reproductive age for interviews.
Convenience sampling uses no pattern to acquire respondents; instead, people in a given vicinity
who are willing to be approached and participate are subjectively selected.(186) In health
facilities, six men and six women of reproductive age visiting antenatal care, postnatal care,
family planning, and/or outpatient service clinics who fit the selection criteria and were willing
to participate in the study were included. Interviews were conducted in-person in a private space
in the health facility on the day they were recruited. In the community, community health
workers " identified men and women who fit the selection criteria. Four men and six women of
reproductive age who were screened and were willing participated in the interviews. Due to
COVID-19 protocols, all participants from the community were asked to come to a public health
facility that was close to them, and interviews were conducted in a private space in that public
health facility. I trained data collectors to conduct in-depth interviews with men and women of
reproductive age using a semi-structured interview guide (Appendix 2). Trained data collectors

were native speakers of the local languages (Bemba and Nyanja) and conducted the interviews in

* Community health workers are lay members of the community who work in association with the local health
facility. They reside in the community they serve and therefore share ethnicity, language and socioeconomic status
and life experiences. They act as advocates and liaisons between the community and the healthcare system.
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either English, Bemba, or Nyanja, depending on the participant’s preference. All interviews were
audio-recorded. Each audio recording was transcribed by the trained data collector and, where

necessary, translated into English.

All participants from the community were reimbursed for transportation, and no other incentive
was provided. Most men and women of reproductive age had at least a secondary-level

education. Ages ranged 21-47 years for women and 2445 years for men.

4.3 Data Analysis

The data collected through qualitative in-depth interviews were managed and analyzed with
NVivo qualitative data analysis software. The analysis process followed a deductive approach
using broad descriptive codes guided by the research questions and the WHO health system
building block framework (see below). Inductive codes were generated from transcript excerpts
that did not fit within the original code categories. Codes and sub-codes were refined through an

iterative process.

4.3.1 WHO Health System Building Block Framework

According to the WHO framework, interconnected and interactive building blocks collectively
contribute to the robustness and resilience of a health system (Figures 8 and 9).(187,188)
Assessing each building block enables decisionmakers to understand the current strengths,
weaknesses, opportunities, and threats within that building block as well as its impact on other
building blocks. Understanding the status of a health system provides a foundation to guide

strategic decisions that address gaps and leverage opportunities to improve services or, in this
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case, to effectively introduce new programs and services. Each health system building block is

described below.

SYSTEM BUILDING BLOCK
OVERALL GOALS/OUTCOMES

LEADERSHIP AND GOVERNANCE

ACCESS IMPROVED HEALTH (LEVEL AND
HEALTH SYSTEMS FINANCING COVERAGE EQUITY)

RESPONSIVENESS

HEALTH SERVICE DELIVERY

HEALTH WORKFORCE SOCIAL AND FINANCIAL RISK

PROTECTION
HEALTH INFORMATION SYSTEMS QUALITY

IMPROVED EFFICIENCY
SAFETY

ACCESS TO ESSENTIAL MEDICINES

Figure 8: Building Blocks Within the WHO Framework for Health Systems (189)

LEADERSHIP
GOVERNANCE

HEALTH
INFORMATION HEALTH
SYSTEM WORKFORCE

PEOPLE

ACCESS TO SERVICE
ESSENTIAL DELIVERY
MEDICINES

HEALTH
FINANCING
SYSTEM

Figure 9: Interaction and Interconnectedness of Health System Building Blocks (187)
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Leadership and governance: Effective leadership and governance help ensure existence
of strategic policy frameworks, effective oversight and coalition building, regulation,
provision of appropriate incentives, and attention to system design and accountability.
Health information systems: A well-performing system ensures production, analysis,
dissemination, and use of timely and reliable information on health determinants, health
system performance, and health status.

Health workforce: A well-performing workforce consists of human resources who are
responsive, fair, efficient, and competent to achieve the best health outcomes possible
with the available resources and circumstances.

Access to essential medicines: Procurement and supply programs need to ensure
equitable access, assured quality, and cost-effective use of medical products and supplies.
Health systems financing: A sound health financing system raises adequate funds for
health, protects people from financial catastrophe and impoverishment associated with
paying for health services, allocates resources, and purchases goods and services to
improve quality, equity, and efficiency.

Health service delivery: Good service delivery comprises ensuring access and coverage
of effective, safe, and quality services.

People: In addition, a seventh category of people has been proposed to be added to the
center of the framework. People are the mediators and beneficiaries who help drive the
health system. It is thus important to ensure that attention is given to demand-side factors
of improving knowledge, attitudes, behaviors, and practices at the individual, household,

and community levels to increase service utilization.(187)
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4.4 Recommendation Development

The Zambian MOH asked me to present my key interview findings to the Advocacy
Subcommittee of the Safe Motherhood Technical Working Group and to gather their reactions
and recommendations. Established in March 2022, the Advocacy Subcommittee is currently the
only subcommittee within the Safe Motherhood Technical Working Group of the MOH.
Subcommittees are formed when there is a need—due to the need to increase investments by
government and non-governmental agencies for high-impact interventions, the subcommittee
was developed to spearhead all advocacy-related activities to strengthen maternal health
interventions ranging from program planning, implementation, monitoring, and evaluation;
resource mobilization; creation of enabling environments at national, subnational, and
community levels; and preparation of guidelines, standards, tools, and instruments to support

advocacy activities.

The subcommittee examined my findings and developed recommendations for the MOH that
could be incorporated into an official PCC policy. Membership to the subcommittee is voluntary
and open to all members of the Safe Motherhood Technical Working Group. However, it has 3
permanent representatives from the MOH Reproductive Health Unit, Community Health Unit,
and Health Promotion Unit. Currently, the subcommittee consists of 11 members including
stakeholders from the government at national and provincial levels, NGOs, academics, and
researchers. The work of this distinguished panel is recognized by the MOH. A detailed

description of the subcommittee can be found in Appendix 7.

The virtual meeting was held on Zoom on September 22, 2022. Findings from the in-depth

interviews were shared with the subcommittee for review prior to the meeting. During the
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meeting, a set of questions categorized according to the WHO health system building blocks
guided the discussion (Table 3). Participants were encouraged to propose solutions that can be

incorporated within current resource constraints of the health system.

Table 3: Research Findings Consultative Meeting Agenda and Discussion Questions

Meeting agenda

1. Welcome

2. Introduction to study

3. Key objectives of meeting

4. Share findings in each building block and develop recommendations

5. Way forward

Questions used to guide the research consultative meeting
After reviewing the findings:

Leadership and governance
=  What policy approach would be beneficial to ensure systematic implementation of

PCC in Zambia?

People
=  Which groups in the population should be targeted?

- How should they be reached?
- What are some special considerations to ensure ease of implementation?

Health service delivery
=  What would you recommend based on these findings:

- On the type of PCC intervention package?
- On the mechanism of delivering the suggested PCC package?

Health workforce
=  How do we ensure efficient utilization of the current health workforce to facilitate

systematic implementation of the PCC intervention package?

Other considerations
*  What would you recommend regarding:

- Financing?
- Health commodities and supplies?
- Health information systems, specifically indicators to track?
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5. RESULTS

I conducted in-depth interviews with 45 stakeholders. Key findings derived from landscape
analysis and in-depth interviews were presented in a research consultative meeting with the
Advocacy Subcommittee of the Safe Motherhood Technical Working Group, which made
recommendations for action. The following details my findings (presented as opportunities and
gaps), presentation to the subcommittee, and the subcommittee's decisions—each organized
around one of the WHO health system building blocks. Representative quotes are included to

support the findings.

5.1 Building Block: Leadership and Governance

Interview Key Findings

Opportunity: Improving maternal and newborn health outcomes is a priority for the Zambian
government, and there is broad support that PCC is a valuable strategy to improve pregnancy

outcomes in Zambia.

Gap: There is currently no national guidance on PCC as a strategic investment to improve
maternal and newborn health outcomes within the National Health Strategic Plan, as a
standalone policy, or within existing reproductive, maternal, newborn, child, and adolescent

health and nutrition (RMNCAH/N) policies.

The National Health Strategic Plan provides the bedrock for policies and programs as well as the
type of health services offered in Zambia. There is a concerted effort by government departments
and NGOs to support the plan. Improving maternal health outcomes is a vital priority of the

government and NGOs, and in 2019 His Excellency Mr. Edgar Lungu, the former president of
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Zambia, declared maternal mortality a public health emergency and mandated that it was a

critical investment for the nation. In an interview, a government policymaker stated that:

“Maternal child mortality is what the National Health Strategic Plan labels as number
one where the Ministry wants to achieve a significant reduction in terms of maternal and

child morbidity and mortality.”

A policymaker in an NGO concurred:

“... one of the priorities is improving maternal, child, and reproductive health services.
Like the past two years, the outgoing president was even able to declare maternal
mortality as a public health emergency. Such that interventions have been speeded up to

be able to improve maternal and reproductive health services and child health services.”

However, there is no explicit mention of PCC as a strategic investment to improve maternal and
newborn health outcomes in the National Health Strategic Plan, within existing RMNCAH/N
policies, or as a standalone policy. Without a policy framework, there is no guidance for a
systematic approach to PCC programming and activities. A government health manager and

policymaker noted that he:

“...had not seen it (preconception care) crystalize into a definitive policy that can guide

’

what we are doing and improve our focus on that kind of area.’

Another policymaker confirmed this view:
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“I haven’t heard of any policy that talks about preconception care or I have not read of
any policy within the country or within the province that talks about preconception

’

care.’

However, there are preconception interventions mentioned within other policies. For example,

one health care worker stated that:

“In terms of policy, one of the focus areas under preconception is the provision of family
planning before a person can conceive, or the guidelines that are there to ensure that if a
woman has lost a pregnancy, before she can conceive again, she has to be on family

planning.”

Thus, from a leadership and governance perspective, the government has stated that maternal
health is its priority, yet there are no specific policies focused on PCC. This disconnect must be

addressed by the leadership team at the MOH to embed PCC throughout Zambia.

Subcommittee Recommendation: Strategy/Action: Leadership and Governance

The subcommittee recommended that the best approach is to incorporate PCC first in the Safe
Motherhood Policy that guides service providers and public health programmers to care for
women and their babies. As this policy is currently under revision, the subcommittee felt it was
an opportune moment to include PCC. PCC was also proposed to be included as part of the
continuum of care provided to non-pregnant women of reproductive age, and essential services
for this group of women should be made explicit. The subcommittee also proposed that it is

important to include PCC in the National Health Strategic Plan as a critical strategy to reduce
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maternal and neonatal mortality and that PCC should be included in other relevant policies

including those beyond RMNCAH/N.

5.2 Building Block: Health Workforce

Interview Key Findings

Opportunity: Health care workers have some level of knowledge of PCC and view it positively,
they also have some level of competency in PCC provision because the interventions are similar

to those currently offered within other health programs in governmental health facilities.

Gap: There are currently many missed opportunities to provide systematic PCC services to

women of reproductive age during routine care due to lack of national guidance.

With regard to knowledge, most health managers, policymakers, and providers interviewed knew
that PCC should be given before or between pregnancies to improve the reproductive health of
women (and men) and improve pregnancy outcomes. One NGO health manager and policymaker

summed PCC up as:

“The care that is given to a woman before they conceive so that they are well prepared

psychologically, physically, and emotionally for a pregnancy.”

Another health care worker defined PCC from the perspective of the benefits one can receive,

stating:

“Preconception care basically affords you to plan pregnancy in such a way that by the

time you have a pregnancy, first of all apart from just being financially stable, you make
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sure your body is ready, your state of health can allow you to carry the pregnancy in a

’

good manner or rather in a healthy state.’

However, in many instances PCC was viewed from the narrow context of sexual and

reproductive health and contraception. As an NGO manager and policymaker noted, PCC is:

“... essentially a component of the sexual and reproductive health and rights of women

and women of childbearing age.”

This narrow view of PCC is a cause for concern, but this gap could be overcome with effective

policies and communications as well as training.

Overall, there was a positive view of PCC among all parties, including health care workers,
governmental and NGO policymakers, and the patients themselves, with many stating the

benefits that would accrue for women and their children. One health care worker noted:

“Our main aim is to make sure that both mother and baby are healthy... we need to make
sure that even a healthy woman walking in or a sick woman who has come in maybe
through the HIV clinic or the cardiac clinic or sickle cell anemia clinic or nutritional
clinic, they should all be provided with that information to know that 'l can actually have
a healthy baby if I follow all the necessary things that I need to follow before I get

9

pregnant and during pregnancy and during delivery and postnatal’.

There was much emphasis on the importance of PCC among women and adolescents with
chronic conditions such as sickle cell disease, heart disease, and HIV to reduce maternal

mortality. A health care worker stated that:
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“... for instance, we've seen a number of sickle cell patients and women with some heart
problems already pregnant before you could actually prepare them. Teenagers getting
pregnant and then they get complications during labor, it is because they are not aware
that there could be problems. But if there's deliberate information that is given, then they
will become more and more aware that there are certain things that we need to actually

make sure that we take before we get pregnant.”

Health care workers believed there were many missed opportunities to interact intentionally with
women of reproductive age. Consequently, women with chronic conditions like sickle cell
disease may not be provided with adequate information and support before pregnancy. As one

health care worker observed:

“[ think it (preconception care) doesn't really come up except maybe when women are
coming for family planning services. Other people with other medical conditions, for
instance, our sickle cell patients, unfortunately, most of the times we tend not to see them

before they get pregnant.”

Men are often left out of the discussion regarding PCC, yet they play a vital role in improving
family planning and pregnancy outcomes as well as enhancing the reproductive health and health
behaviors of their female partners. PCC is also helpful to prepare them for fatherhood. In fact,
PCC has direct health benefits for men because it offers the opportunity to prevent diseases and
promote health. Gender inequalities tend to limit women’s autonomy and decision-making power
and are pervasive in sub-Saharan Africa. Men in these contexts are generally culturally the
decisionmaker and often determine decisions on family planning, prevention of STIs, and

seeking and receiving life-saving care during pregnancy and time of birth. Studies in
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RMNCAH/N show that male involvement improves maternal and child health outcomes by
increasing use of family planning methods, access to antenatal care and skilled birth attendance,
and knowledge of both women and men on obstetric care emergencies, as well as decreasing
gender-related barriers to maternal and child health services. In the interviews, policymakers,
health managers, and health care workers did not mention direct health benefits of PCC for men,
but they viewed PCC as an important strategy to increase male involvement in RMNCAH/N. A

health manager and policymaker noted that:

“Preconception will be very important for male involvement. It's actually important that
we design a package that will help them understand what they need to do to prepare if

they want to conceive.”

In terms of current practice, PCC services are similar to services offered within other programs
in health facilities such as family planning, gender-based violence, and HIV testing, prevention,
and management. There is thus a level of competency and skill among health care workers in

providing some PCC services. A government health manager and policymaker shared that:

“Some services are considered as preconception care, for example we are doing a lot of
work with the adolescents, and this is managing from the HIV program where we have

’

seen that they are disproportionately affected by this transmission.’

Another interviewee had observed current work to prevent gender-based violence and child

marriage as well as provision of family planning as part of PCC:

“There is quite a significant amount of preconception services in terms of family

planning, prevention of child marriages, and also being able to create awareness within
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the community to try and curb vices of sexual molestation of the underage. I touched on
sexual and gender-based violence and the approaches we are having towards a one-stop

’

center.’

From the health workforce perspective, there was a very positive view of PCC, and among health
care workers there was a good deal of knowledge, competency, and skill in providing many
PCC-associated services. However, the MOH needs to identify strategies that will prevent
missed opportunities and ensure systematic provision of PCC at all points of care within the

health system for men and women of reproductive age.

Subcommittee Recommendation: Strategy/Action: Health Workforce

The subcommittee recommended development of clinical guidelines, job aids, and other relevant
documents that could be included in training and distributed throughout the health system.
Increasing in-service awareness would help guide health care workers at any point of care in the
health system to interact with a non-pregnant woman of reproductive age and provide or direct
them to services to improve their health and well-being. Furthermore, the subcommittee
recommended that there should be specific communications to different cadres of health care
worker professional associations/organizations regarding PCC. The subcommittee believed that
this increased awareness would improve buy-in from key health service providers and ensure

inclusion of PCC as part of the core curriculum in pre-service training for relevant health cadres.
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5.3 Building Block: Health Service Delivery

Interview Key Findings

Opportunity: A notable proportion of the population served at health facilities constitutes men
and women of reproductive age. Many services targeted to and accessed by this group are

associated with PCC.

Gap: Services associated with PCC are siloed within vertical programs, preventing efficient and
effective interactions across programs to systematically provide comprehensive PCC to non-

pregnant women of reproductive age.

Health facilities in Zambia serve a significant number of men and women of reproductive age.
Policymakers, health managers, and health care workers observed that many services associated

with PCC are provided in public health facilities in Zambia (Table 4).

Table 4: PCC-Related Services Offered in Zambian Public Health Facilities

Family planning services

Cervical cancer screening

Adolescent-friendly reproductive health services
HIV/AIDS prevention and management
Voluntary medical male circumcision
Tuberculosis prevention and treatment
Gender-based violence recovery services
Fertility services

Malaria prevention and treatment

Sickle cell anemia services

STI services
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PCC Package

The PCC package proposed by policymakers, health managers, health care workers, and
religious leaders not only included current services but also emphasized the need for mental
health support and financial preparedness (Table 5). A policymaker and health manager stated

that the package should include:

“...the psychosocial aspects, counseling, preparation for the psychological issues that

arise. I would also request for the financial preparation to be included.”

Table S: Proposed Preconception Care Package

Education, Counseling, Prevention, Screening, Treatment, and/or Management
of:
- Communicable diseases: HIV, STIs, tuberculosis, malaria
- Noncommunicable diseases: diabetes mellitus, hypertension, cervical and
breast cancer
- Genetic disorders: sickle cell disease
- Sexual and reproductive health, including youth-friendly reproductive health
services
- Nutrition: undernutrition, micronutrient deficiency, overweight and obesity
- Gender-based violence
- Mental health
- Financial preparedness
- Fertility
- Child protection: prevention of female genital mutilation and early child

marriage
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It was recommended that a comprehensive PCC package should be in place at the national level
that can be tailored to different contexts across Zambia. A health manager and policymaker in

the government proposed that the:

“...national package should be the same, then in the sub-national structures we can
tailor the national packages to our setting. We can interpret and see what is appropriate
for our settings. It must be context specific. Because what might work in Lusaka, the
capital of Zambia, might not work in Mafinga district that is 1000 km from Lusaka. So, it
is important to look at the landscape and understand in what context you're dealing with

those things and then that is what you go by.”

Vertical Siloed Programs

Although several services are associated with PCC, there is no definitive and systematic
approach to PCC in Zambia. One challenge is that many of the current services associated with
PCC are provided within specific vertical programs such as maternal care, HIV care, sickle cell
care, and gender-based violence programs, as opposed to bundling services horizontally to treat
the primary care needs of the patient in a holistic manner. Much of this siloed approach is
because various NGOs fund specific programs focused on issues they are concerned with. As a
result, primary care as a whole and the patients themselves often suffer. A government health

manager and policymaker observed:

“Most (providers) concentrate on their programs so much to ensure that their program is
doing well, you may know one or two things on the other program, but you may not really

know everything.”
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This siloed approach prevents efficient and effective interactions across programs and service
within the health facility, leading to missed opportunities to refer for services that may be

beneficial for women of reproductive age. Another policymaker noted with regret that:

“All the programs ran separately, because there is one person who runs with their
program and that person has a technical working group, and then the technical working
group has their own meetings. So, it's not typical to come and bring programs together so

’

there are silos, that's the biggest problem.’

Integrating PCC within current routine care would ensure that PCC is provided at any point of
care, avoiding duplicated efforts and addressing missed opportunities. Therefore, whether men or
women of reproductive age seek acute care in outpatient clinics or other RMNCAH/N services,
each space can be an entry point to discuss and/or access aspects of PCC. As a health manager

and policymaker from the government expressed:

“If a person goes for voluntary medical male circumcision...they should be offered any
service that can prevent them from getting HIV, STI. Also counseled on lifestyle choices
like food and things like that, so that you treat the person with a holistic approach
looking at the whole person. So, if another goes to family planning...they can now be
given the combined HIV prevention package.... they can have cervical cancer screening,

STI screening, hepatitis screening.”

Rural Health

There is inequitable distribution of health facilities, which limits access to health care in more

remote parts of the country. Transportation in rural areas is also limited, exacerbating access
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issues. As a result, the rural population accesses services only when in dire need. A health

manager and policymaker shares that unlike:

“...the urban settings where most of the health facilities are within reach of most
communities coupled with good transportation and good road network...in the rural
areas...we may have very bad road network and transportation is difficult, and people
use walking as means of transport in most areas. Some places are even cut off during for
example during rainy seasons, and they don’t have boats to cross the water bodies to go

to the facility.”

However, concerted efforts are being made by the government to address the current challenges.

A health care worker observed that:

“...one of the priorities for the government has been to improve access to those
geographically disadvantaged populations especially those in remote places. So there
has been a lot of infrastructure development across the province. I can attest to the fact
that as recently as five years ago our province only had 127 health facilities, but we have
moved in the last five years to reach almost 270 health facilities—meaning that that

priority has been taken very seriously by the government.”

Services for Men

Men of reproductive age are often not considered in PCC, especially with regard to health

services that promote health and prevent disease. A health care worker commented that:

“If you look at our health system in Zambia, you see that when it comes to looking after a

well client or person it is more skewed towards our women than our men. In other words,
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women have more contact with the health system than our men because a lot of services

’

around a well person are tailored towards the women.’

The government recognizes this gap and is working with implementing partners to reach more
men of reproductive age by creating clinics focused only on men as a platform to discuss and
address issues unique to them. The idea is that these platforms will enable men to interact more
with the health system to address their unique health needs, and that these benefits will spill over
from the individual level to the household and community levels. As one health care worker

expressed:

“As you understand, men have been left out more especially in terms of reproductive
health services. But once you bring men and women on board, you discover that they

(men) are even able to support the women in terms of accessing services.”

PCC services must be integrated across current programs at all levels, and the current challenges
of access and infrastructure must be addressed. The MOH needs to consider models for

integration that will not overburden current staffing levels.

Subcommittee Recommendation: Strategy/Action: Health Service Delivery

Instead of creating an independent vertical program, the subcommittee recommended integrating
PCC services so that wherever women of reproductive age interact with the health system, they
are provided information on PCC and/or directed to the most suitable services to improve their
health and well-being. Relevant information, education, and communications on PCC should be

displayed through different media at service stations like the outpatient department, where many
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non-pregnant women of reproductive age visit, or in youth-friendly areas where young women

congregate.

It was also recommended that innovative modes of delivery should not be limited to health
facilities so that these essential services can be brought to the target population more effectively.
The subcommittee recommended adapting approaches that are currently being used effectively in
various parts of the country, including: targeting schools where the MOH is invited to talk about
cervical cancer, HIV/AIDS, and other topics during sports or club sessions (Note: Ministry of
Education is hesitant to allow comprehensive sexual and reproductive education in secondary
schools, so this recommendation may be unlikely to be implemented); targeting adolescent girls
who are out of school through sessions where the girls are invited to learn a skill (e.g., tailoring),
where they could also be taught about and provided with services for contraception; and

targeting youth events such as sports to provide information and services.

5.4 Building Block: People

Interview Key Findings

Opportunity: There are currently several awareness creation efforts targeting men and women
of reproductive age (within RMNCAH/N programs) spearheaded by the government that provide

important opportunities to increase service utilization.

Gap: There is a mix in knowledge of PCC among men and women of reproductive age. Women
who were or had previously been pregnant, or men whose wives were or had been pregnant, did
not seek services within and outside health facilities prior to conception to prepare for a healthy

pregnancy.
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Lack of Awareness

Interviews revealed that most men and women of reproductive age did not routinely visit a health
facility when they perceived they were healthy. Men generally visited health facilities only to
access acute care services as an outpatient, while women generally interacted with health
facilities for reproductive and maternal health services or child health services. It is thus not
surprising that for most men and women interviewed, the concept of seeking services before

pregnancy was foreign. A 35-year-old man stated that:

“We have never sought care from any medical practitioners in the process of me and my
wife planning to have another child. We only sought care when we were already
pregnant. This is when we usually receive advice that both parties (my wife and 1) should

’

actually come so that we test you for such and such tests.’

Most women interviewed mentioned that for their most recent pregnancy, they did not seek any
advice or services from a health facility to prepare for their pregnancy and came in only when

their pregnancy was advanced. A 22-year-old woman from Mansa said:

“Ah no I did not (seek services before getting pregnant). Yes, because I started antenatal

five months after I got pregnant. Before I was not going to seek care.”

Some women and couples interviewed did not seek services because the current or most recent

pregnancy was unplanned. A 33-year-old woman from Lusaka mentioned that:

“For this pregnancy I didn't even plan for it, it just happened.”
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For women who desired to get pregnant again, what mattered most for them when preparing for
their next pregnancy was financial readiness to provide for the baby’s needs. A 21-year-old

woman from Mansa stated that for her what mattered most:

“...was preparing things like clothes, nappies, bucket. Ah we get worried about how you
are going to have a baby because you do not know how you will take care of a baby

because there are times when life is difficult (financial challenges).”

Department of Health Promotion

Five years ago, the MOH created a Department of Health Promotion to help create awareness of
the services in health facilities and increase their appropriate utilization. The Department of
Health Promotion, along with NGOs, is currently using several platforms to increase demand for
services. These platforms include legacy media that engage with the public through local radio
stations' drama programs and conversations on specific health topics, traditional approaches like
posters, as well as social media including Facebook. Another approach that has been successful
in rural areas is leveraging community structures through community health care
workers/assistants. These community members are trained to improve access to health care
services and strengthen health prevention and promotion messages. Interviews indicated that this
would be an effective approach to create awareness and utilization of PCC. As one health

manager and policymaker put it:

“...at the community level, community health assistants are trained in health care. So,
they provide basic antenatal care services and then refer to health facilities for further

management, information, and education about contraception services women require
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and where they can get receive them. So, availing the health care close to the home of the

client or the woman or the child or the adolescent.”

In some rural areas, traditional leaders are viewed as gatekeepers due to the power and influence
they have over community members. Their engagement is essential in addressing negative social
norms that prevent women, children, and adolescents from accessing beneficial RMNCAH/N

services. These leaders could thus help create awareness of PCC. As a health care worker said:

“...engagement of our change champions who are the traditional leaders, the chiefs, and

also village head men is important.”

Due to their influence, older women in the community were proposed as a target audience for

PCC messaging. A health manager and policymaker observed that:

“...in our country, traditionally when a girl comes of age, we have people that will talk to

’

this girl, grandma, or other aunty figure about hygiene issues.’

It was recommended that to create awareness and demand for services, messages targeted to men
and women of reproductive age should be simple, easy to understand, culturally acceptable, and

not stigmatizing. As one health care worker put it:

“We should be able to promote the services, and we should be able to explain the key
benefits and not to instill fear. We need to make sure that the messages are simple, easy
for them to understand and interpret, and culturally acceptable. Making sure that if they

are required to take a certain step, they are able to do it.”
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Given the lack of awareness about the benefits of PCC among men and women of reproductive

age, the MOH can leverage its current efforts to build PCC awareness.

Subcommittee Recommendation: Strategy/Action: People

To reach the target population most effectively, two populations were proposed to optimize

tailored communications:

1. Those who are “allies” of women of reproductive age and can influence women in
seeking PCC. This includes men of reproductive age, older women in the household and
community, as well as community gatekeepers such as traditional leaders, chiefs, and
religious leaders.

2. Women of reproductive age who will be targeted to receive information about what PCC

services are and how to access them.

The first target population is those who would only receive information on what PCC is, its
benefits, and who should use it. It was recommended that existing platforms to create awareness
such as community outreach programs, radio programs, and social media should continue to be
used to relay information to this group. The subcommittee emphasized that increasing PCC
messaging among males will improve support for females to make decisions related to
RMNCAH/N. It was also highlighted that the decisions of married women are often determined
by their spouses and influenced by older women in the household. Each group would be targeted
with tailored messaging that they can understand and relate to support PCC access by women of
reproductive age. Furthermore, it was recommended not to overload people with information;

rather, it should be packaged into bite-size pieces that can be understood and prompt action.
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The second population is those targeted to receive information and increase demand for PCC
services. The subcommittee expressed desire to “not to leave anyone behind,” thus they wanted
to target every woman of reproductive age including adolescent girls to use PCC services. There
was much discussion among the subcommittee regarding the population of adolescent and young
women who are currently in school and those who are not, thus it was recommended to target
them as separate groups. Those in school should be further categorized into two groups: those in
primary and secondary school (12—18 years old), and those in tertiary institutions (1826 years
old). However, it was also deemed essential to reach women and adolescent girls where they are.
In the case of those in tertiary institutions, it is important to work with key leaders within
institutions to increase awareness among the target group. Much work currently targets
adolescent girls at the primary and secondary school levels, while those in tertiary institutions
have been left behind. However, anecdotal evidence from the stakeholders showed that there is a
high number of unplanned pregnancies among this cohort. Given this difference in populations,
the subcommittee noted that it is important to develop awareness creation models and service

delivery models suitable for both groups.

Other Building Blocks

Research questions in this project narrowly focused on current practice, knowledge, and
perception of PCC and the extent to which PCC can be implemented in the existing health care
system. I thus did not explore in-depth three WHO building blocks: health information systems,
health systems financing, and access to essential medicines. However, aspects of these building
blocks were brought up several times in interviews as areas that need to be addressed for

successful implementation of PCC in Zambia.
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5.5 Building Block: Health Systems Financing

Interview Key Findings

Sustained funding is important to ensure successful delivery of services. However, a challenge
Zambia faces is the changing funding landscape. There is shrinking donor funding to the health
system and an emphasis on harnessing more domestic resources. It was suggested to position
RMNCAH/N as a development agenda rather than as a social agenda in order to increase funding

from the government. As a health manager and policymaker pointed out:

“But more so we re beginning to look at how can we ensure that there’s increased
domestic financing towards the health services that we intend to deliver. One of the
approaches that we've actually used is to look at reproductive health, family planning,
and health in general as a development agenda rather than the traditional way of looking
at it has a social sector. And with that we are moving towards ensuring that we can
compel governments to increase investments—ensure that there’s sustainability of

resources to provide the commodities that are needed.”

Subcommittee Recommendation: Strategy/Action: Health Systems Financing

The subcommittee recommended that the MOH work with other key stakeholders, including the
Ministry of Finance and members of the Parliament Finance Committee, as the MOH must
receive their funding approval. The subcommittee was hopeful that financing would be made
available for PCC, as health advocacy efforts are proving effective to increase budgeting for the

overall health sector. It was also recommended that introduction of the National Health Insurance
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Scheme should be expanded to those in the informal sector . This would increase revenue
generated by the National Health Insurance Scheme and ensure that individuals of reproductive
age, which constitute a large proportion of the population, have access to health services

including PCC without financial hardship.
5.6 Building Block: Access to Essential Medicines
Interview Key Findings

There are currently security challenges for essential commodities associated with PCC such as
HIV test kits, syphilis test kits, and contraceptives. Men and women of reproductive age
indicated that the lack of medical products and laboratory supplies was the biggest challenge

when they visit health facilities. One health manager and policymaker commented that:

“The non-availability of those medicines and supplies which are part of preconception
care are a big challenge, the drugs are not there. And also, there's an issue with the

’

availability of laboratory supplies...HIV test, syphilis test is not there.’

For successful implementation of services including PCC, availability of health commodities and

supplies is essential. A health care worker expressed that they:

“...would not want a client to come in the facility, after you give them all the health

education and service, then you have to tell them that they go and sort out their

’

medication or any tests that needs to be done.’

* The informal sector is part of a country’s economy that is not recognized as normal income sources. People who
work in the informal sector do not declare their income and pay no taxes on them.
https://marketbusinessnews.com/financial-glossary/informal-sector-definition-meaning/
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Subcommittee Recommendation: Strategy/Action: Access to Essential Medicines

Due to availability of essential medicines being dependent on increased domestic financing, the
subcommittee suggested putting more effort in health financing advocacy and ensuring ring-

fencing * of these funds.

5.7 Building Block: Health Information Systems

Interview Key Findings

A topic that arose repeatedly was the need to track PCC practices in Zambia through the health
management information system. This would require development of specific indicators to track
and monitor PCC throughout the country. A health manager and governmental policymaker
mentioned the example of gender-based violence, noting that since gender-based violence
indicators were developed and included in the Zambian Health Management Information
System, every health facility now offers the services because they have to report them. The

interviewee stated that:

“...when health care providers see that indicators have been included on the tool, they're
actually going to pay attention to the service to ensure that they strengthen it so that,

when the supervisors come, they find that they've done the correct thing.”

Subcommittee Recommendation: Strategy/Action: Health Information Systems

The subcommittee recommended that at least one indicator focusing on PCC should be

developed and included in the Zambia Health Management Information System. However, the

* Ring-fencing is defined as protecting funds for use in a specific area.
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system already has many indicators, and the subcommittee felt that adding one more would be
burdensome to health care workers in their monthly reporting. It was thus recommended that
there should be an analysis of the performance of current indicators. Indicators that have been
performing well over the years and that do not require constant monitoring were proposed to be
eliminated to make room for a PCC indicator(s). The added advantage of having a tracking
indicator is to motivate health care workers to not neglect a given area of service provision. It
should be noted that development of the indicator requires a great deal of consensus building
from a broad range of stakeholders; therefore, it was agreed that indicator development was
beyond the scope of this meeting. It was also recommended that a mechanism be developed to
periodically collect the perspectives of patients to assess if they are receiving the intended

services and if the services are high-quality.

Summary

Overall, interviews revealed vital information on the lack of a policy environment conducive for
PCC. This, in turn, has prevented the health workforce from routinely providing PCC and
women of reproductive ages from consistently seeking care due to poor community awareness.
The positive perception and universal support to have PCC as part of the continuum of care
provides an opening for the Zambian government to develop an implementation plan for PCC

within public health facilities.

Report to the Ministry of Health

A report including justification of the qualitative research, key findings, recommendations, and a
future plan was developed and submitted to the Chief Officer of Safe Motherhood at the MOH.

The report was intended to provide guidance on developing and implementing PCC in Zambia,
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starting with incorporation of PCC in safe motherhood policy and guidelines. As of writing of

the report, the policy and guidelines are still under development.
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6. DISCUSSION

This project found that PCC would be a beneficial investment to improve RMNCAH/N in
Zambia. The current strengths and opportunities within the health system highlighted by the
interviews and the recommendations proposed to address gaps are key steppingstones to develop

and implement an effective PCC program within Zambia.

6.1 Leadership and Governance

The WHO states that a strategic policy framework is essential to create an environment in which
high-impact interventions can be integrated into the national system. Therefore, the proposed
inclusion of PCC in the Safe Motherhood Policy that is currently under revision is an important
first step. This is both an opportune window for quick gains and an emphasis that PCC is an
integral part of the continuum of care for women of reproductive age in Zambia.(18) However,

the MOH and its partners should consider the following.

1. Identifying a point person and creating a PCC office within the Zambian Department of
Public Health to coordinate activities to build consensus on PCC and develop, guide,
monitor, and evaluate the PCC program. PCC interventions cut across programs within the
MOH (e.g., noncommunicable diseases, nutrition, reproductive health) and outside the MOH,
including education and agriculture sectors. Poor coordination and organization in
implementation of PCC across health system levels and programs and across other sectors
has been identified as a barrier to quality PCC implementation.(190) Therefore, noting the
wide-ranging stakeholders, this office will help provide strategic direction, facilitate dialogue
between stakeholders, manage data collection and analysis, handle communication,

coordinate community outreach, and mobilize funding.(191)
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2. Furthermore, the MOH should consider establishing a PCC taskforce composed of various
stakeholders to help the PCC office oversee implementation and monitor the progress of PCC
programs.(126) The taskforce would:

a. Provide guidance on an appropriate model to integrate PCC services into existing
routine care.

b. Develop clinical recommendations and guidance, training materials, and standards of
care for clinicians.

c. Develop health promotion and education materials for the target population.

d. Follow up on program implementation and troubleshoot any implementation issues.

e. Advise on appropriate targets and indicators to monitor incorporation of PCC within
the health system.

3. In addition, PCC should be included in all terms of reference for government-led technical
working groups associated with achieving the RMNCAH/N agenda.(192) This will increase
buy-in and collaboration from key stakeholders within and outside of the MOH, including
NGOs, donors, and other relevant ministries (e.g., education, agriculture). It will also
highlight the importance of integrating PCC starting from the highest level of RMNCAH/N
programming.(137)

4. Investment in an advocacy plan using policy briefs and engagement with key stakeholders

from the Ministry of Finance and donors is vital to ensure funding of the PCC program.

6.2 Health Workforce

Knowledge and increased awareness among health care workers is a key predictor of PCC
delivery and uptake.(193,194) The recommendations to develop PCC implementation guidelines,

training materials, and other relevant documents thus align with recommendations from earlier
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studies, indicating that this knowledge among health care workers will help minimize missed
opportunities to provide PCC to non-pregnant women of reproductive age, including in the

vulnerable adolescent population.(134,195,196)

The MOH should consider whole-site orientation of health facilities and other sites in which
PCC services will be provided. Whole-site orientation is an approach developed in the family
planning field that targets orientation of both clinical and non-clinical staff working in a health
facility to be advocates of given health services.(197) This approach will ensure basic education
is provided to all staff on PCC, helping them respond to the needs of women of reproductive age

and easily direct them to the most useful services.

6.3 Health Service Delivery

Integration of PCC interventions into existing health system programs is recommended to reduce
the financial and logistical demands of implementation. Moreover, service delivery models
should not be limited to health facility settings but rather should be adapted to reach adolescent
girls and women of reproductive age where they are, including in the education system,
community support groups, and workplace programs. The MOH should consider the following in

developing and implementing this outreach strategy.

1. Even as full PCC policy and service packages are developed at the national level,
implementation of services should be driven at the subnational level (e.g., provincial and
district levels). The national policy should ensure that policies, strategy guidelines, and other
relevant materials are disseminated to the subnational management level. Due to the
decentralized health mandate of districts, district health systems are expected to deliver

evidence-based programs and services to the subpopulations and geographic areas; thus,
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districts are expected to contextualize guidance documents to the health conditions prevalent
in the region. It will also provide an opportunity to include PCC into provincial- and district-
level budgeted work plans.

The MOH should consider selection of skilled focal management staff at provincial and
district levels to coordinate implementation of contextualized policies, guidelines, and other
relevant documents.

The MOH should consider a phased approach to integrate services, starting with pre-selected
pilot sites within the health system as well as pilot sites outside of the health system (e.g.,
schools or tertiary institutions). This will ensure that the coordinating bodies are not
overwhelmed. In addition, key learnings can be developed to understand which models of
PCC provision into routine care are most effective and efficient, and how PCC services
should be structured within the current system to ensure smooth implementation of services

as they are brought to scale.

When selecting pilot sites within and outside the health system, the MOH should consider
selecting sites frequently visited by women of reproductive age. This will help map the flow
of services and provide critical points for smooth integration of PCC and defined processes
for referrals for more specialized services. Selection of a smaller number of sites will also
help refine the monitoring and evaluation plan. As routine PCC provision is scaled up
throughout the country, provision models can be adapted to fit the context of service delivery

(e.g., hospital, health facility, or in the community).

The MOH can consider engaging with the private sector to ensure a total market approach
such that PCC services are available and accessible by populations that may not visit

government-run health facilities.
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6.4 People

All women of reproductive age, including adolescent girls, should be targeted to increase
demand for PCC services to ensure that no one is left behind. However, due to limited resources
it may not be possible to target all women of reproductive age from the start. The MOH should
consider a phased approach to increase appropriate demand for PCC services by first targeting
women of reproductive age who are most vulnerable and underserved and who would benefit
most from PCC. Using an equity and needs-based lens, the MOH can map available data on
service utilization and health outcomes at provincial, district, and subdistrict levels to identify
underserved populations with poor pregnancy outcomes, where are they located, and the drivers
of poor pregnancy outcomes in this population (breaking down critical barriers to adoption of
key behaviors, gender and social-cultural norms, and access to services). This group is where the
greatest investment of resources will be directed to ensure they visit points of care to receive

routine PCC.

A communication plan should be developed to raise awareness about the benefits of PCC among
women of reproductive age, men, and other key gatekeepers including traditional and religious
leaders and older women. Moreover, the MOH should consider working with communication
specialists to develop tailored messaging for each audience to help them gain an understanding

of PCC and its benefits and who should be encouraged to access services.

6.5 Health Systems Financing

It is critical to incorporate PCC as a strategic intervention in the 8" National Health Strategic
Plan that is currently under development. Due to the government’s principle of one plan, one
budget, and one monitoring framework, if PCC is part of the national strategy then there is a
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greater likelihood of a harmonized and integrated action plan to fund PCC by the MOH and other
ministries, local governments, provinces, districts, NGOs, and local communities.(27)

Furthermore, there will be greater accountability for PCC implementation by stakeholders.

6.6 Access to Essential Medicines

The majority of PCC services are currently provided in programs that are not labeled
“preconception care.” Given that there is no defined PCC package that itemizes services,
equipment, and requisite supplies, there is no inventory of what medical equipment and supplies
are required. It is important to evaluate if there are other medical commodities that would be
required for inclusion in the national essential drug list, per clinical recommendations and
guidelines to be developed. In addition, due to health promotion activities there is an anticipated
increase in demand for PCC services, so it will be vital to quantify and forecast all key

commodities needed for integration of PCC into the Zambian health system.

6.7 Health Information Systems

It is important to develop appropriate targets and indicators to assess progress. The MOH should
develop a monitoring and evaluation plan that includes a list of indicators and how the data can
be obtained. Noting that pregnancy outcomes require a long timeframe, the PCC team should
work closely with the health information team to review proposed indicators from the CDC work
group to identify short-term outcome indicators that are suitable for the Zambian context that are
not prohibitively time-consuming or costly to collect and analyze.(131) Baseline data should be
collected for the proposed indicators before implementation is initiated. The MOH should also

track the process of implementation, including assessing whether PCC guidelines and training
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materials have been developed and disseminated as well as how and to whom they have been

disseminated.

Study Limitations

While there was significant endorsement of PCC as a means to improve pregnancy outcomes in
Zambia, there are some limitations to this study. The MOH purposively selected health managers
and policymakers working in the areas of HIV/AIDS and RMNCAH/H. This sample may not be
representative, as these individuals are more likely to be conversant about PCC compared to

health managers and policymakers in other health programs such as non-communicable diseases.

Health care workers (doctors, nurses, and midwives) were selected from two district hospitals
and one referral hospital, and there was no representation from lower-level health facilities. In
addition, most health care workers had a graduate-level education and may not be representative
of public health care workers across Zambia. However, it cannot be concluded with confidence
what is the current level of knowledge among health care workers across Zambia. In addition,
the research was conducted among government-employed health care workers, so there is
possible social desirability bias for a positive view of PCC due to involvement of the MOH.
Further, there was a lack of representation from the private for-profit health care system, which

limits generalizability of the results to the private sector.
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7. CONCLUSION

This doctoral project provides the first systematic assessment of the state of practice, knowledge,
and perception of PCC services in Zambia. It also presents the first overview of how PCC

services can be incorporated into routine primary care in the Zambian health system.

I drew heavily on the WHO framework as a useful and widely utilized model for health systems.
Decisionmakers in the Zambian MOH are familiar with this model, and it has provided them
with a common understanding of current gaps in PCC in their country and how these gaps might
be addressed. This framework also helps decisionmakers understand the current strengths,
weaknesses, opportunities, and threats within each building block and enables them to

understand how each building block impacts the others.

This doctoral project also shows that there is currently limited investment in PCC in Zambia, and
this has led to poor implementation and many missed opportunities to avert adverse pregnancy
outcomes. Perhaps the greatest opportunity for change is within the leadership and governance
building block—there is an absence of national policy as well as an accountable governing body
that would create a conducive environment to implement PCC. Key findings from the qualitative
interviews and recommendations of the Advocacy Subcommittee of the Safe Motherhood
Technical Working Group provide a roadmap to incorporate PCC into current policies,
strategies, and guidelines in Zambia starting with the safe motherhood policy that is under

development.

There is cause for some optimism in the building block of the health workforce—it was
encouraging that there was such widespread and positive perceptions of PCC among health care
workers, as perception of a given service has a bearing on whether a service will be provided
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effectively. Building on this positive perception, the government can focus on increasing health
providers' knowledge and competency to provide PCC to limit missed opportunities. With regard
to service delivery, the key finding was a lack of coordination across siloed vertical programs to
ensure that relevant and timely PCC services are provided in all health facilities. Careful

consideration of the model of delivery is required to ensure highly effective coverage of PCC.

A clear understanding of the current state of PCC will help the Zambian MOH design and
establish an infrastructure to systematically provide PCC within the current resource-constrained

environment.
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APPENDICES

Appendix 1: Obstetric Transition Framework

In Stage I (MMR >1000 maternal deaths per 100,000 live births), most women experience a
situation close to the natural history of pregnancy and childbirth, with very little—if anything—
being done to reduce the risk of maternal mortality at the population level. Stage I is
characterized by very high maternal mortality, high fertility, and the predominance of direct
causes of maternal deaths, with a substantial proportion of deaths attributable to infectious
diseases such as malaria. As time passes (and progress occurs), no country will remain in this
stage. A total of 16 countries have exited Stage I since 1990. As of 2010, Chad and Somalia are
countries where cultural, social, and economic factors overwhelm limited efforts to influence the

natural history of pregnancy and childbirth and could illustrate this stage.

In Stage II (MMR 999-300 maternal deaths per 100,000 live births), mortality and fertility
remain very high, with a similar pattern of causes as in Stage I. However, a greater proportion of
women start seeking care at health facilities. Several countries in sub-Saharan Africa, such as
Burundi and Cameroon, could illustrate Stage I1. For Stages I and I, the critical issue is access to
care. In general, these are countries substantially lacking basic infrastructure (e.g., roads,
transportation, health facilities), very low levels of education (particularly female literacy), weak
health systems, severe shortages of skilled birth attendants, and low capacity to deliver essential
life-saving interventions. In this context, poor quality of care functions as a deterrent for
generating demand for health services. In countries in these stages, focus should be directed to
developing the basic infrastructure (including human resources) and implementing maternal-
mortality primary prevention measures (e.g., access to family planning, safe abortion, iron
supplementation, insecticide treated nets, and overall collaboration to remove barriers to
accessing the health system). As the minimal infrastructure is developed, health services should
strive to deliver quality care in order to become a sensible alternative to pregnant women

(demand generation). At Stages I and 11, demand and access issues (i.e., first and second delays)

* Souza, JP, Tungalp, 0, Vogel, JP, Bohren, M, Widmer, M, Oladapo, OT, Say, L, Giilmezoglu, AM, Temmerman, M. Obstetric
transition: the pathway towards ending preventable maternal deaths. BIOG 2014; 121 (Suppl. 1): 1-4.
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are very important, and it should also be noted that many countries at these stages have a history

of current or recent conflict.

In the obstetric transition, the tipping point occurs at Stage III. In this stage, mortality is still high
(MMR 299-50 maternal deaths per 100,000 live births), fertility is variable, and direct causes of
mortality still predominate. This is a complex stage because access remains an issue for much of
the population, but as a greater proportion of pregnant women start reaching health facilities,
quality of care becomes a major determinant of health outcomes, especially with regard to
overloaded health facilities. In addition to primary prevention, secondary and tertiary prevention
are critical for improving maternal health outcomes in this stage. In other words, quality of care,
with skilled birth attendance and appropriate management of complications and disabilities, is
essential to reduce maternal mortality. India, Guatemala, and Botswana are countries that could
illustrate this stage. At this stage, the role of intrahospital issues (i.e., third delay) in maternal

mortality becomes gradually more important.

In Stage IV (MMR <50 maternal deaths per 100,000 live births), maternal mortality is moderate
or low, there is low fertility, and indirect causes of maternal mortality (particularly
noncommunicable diseases) acquire greater importance. In order to further reduce maternal
mortality, addressing quality of care issues and eliminating delays within health systems are
critical measures. Another aspect emerging in this stage is the increasing role of over-
medicalization as a threat to quality and improved health outcomes. This stage is illustrated by
some Asian countries (e.g., China), some Latin American countries (e.g., Chile), and developed

countries in general.

In Stage V, all avoidable maternal deaths are avoided. The MMR is very low, the fertility rate is
low or very low, and noncommunicable diseases/indirect obstetric causes are the main causes of
maternal mortality. As this is an aspirational, largely theoretical stage at the moment, maternal
mortality levels remain uncertain but could be <5 maternal deaths per 100,000 live births. The
main issues in this stage would be consolidating advances against structural violence (e.g.,
gender inequality), effectively managing vulnerable populations (e.g., immigrants, displaced

persons), and ensuring the sustainability of excellence in quality of care.
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Appendix 2: Semi-Structured Interview Guides

In-Depth Interview Guide 1: Health Care Workers, Including Pharmacists

Date:

Participant Study ID: (district/facility initials — date — interview number of day)
Gender:

Highest educational level:

General Questions

e (an you tell me about your role and work experience in this facility/organization?

e (Can you describe the population that you serve in this facility/organization?

e What is the proportion of men to women of reproductive age served in this
facility/organization?

e In your opinion, what do you think are the strengths of this facility/organization? What
are some of its limitations?

e What do you like about working at this facility/organization?

e What do you find challenging?

Services Offered to Women/Men of Reproductive Age

e (Can you describe the nature or circumstances that would prompt a woman/man of
reproductive age to visit a health facility?

e If a woman/man of reproductive age comes to this facility, what type of services can
she/he access?

Knowledge of Preconception Care

“Mary is 18 years old. She is the eldest of five children in the family: three boys and two girls.
She completed two years of secondary school and then dropped out when her mother fell ill. Her
father passed away four years ago. Mary is unmarried but thinks she would like to have a child
since her current boyfriend is a good person. She likes him a lot. She states that they don’t have
enough money to afford a proper wedding at this time...."”

e Should she be offered preconception care? Why or why not?

e Were she to be offered preconception care, how would you describe preconception care
to her?

e What are the benefits of preconception care to her? Are there any benefits for her
boyfriend?

e (Generally, what services are provided during preconception care for her? What about her
boyfriend?

e Can you list the preconception care services that Mary can access in your facility? What
about her boyfriend?

e How would you describe the quality of preconception care services provided in your
facility?

e Would the fact that Mary is unmarried affect the information and services you provide to
her during preconception care? Why or why not?

e  Would you want to meet with Mary alone, or with Mary and her boyfriend? Why?
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“Mary has an older relative, Lucy, who is 27 years old. Lucy was able to finish her secondary
school and now has her own small boutique where she sells clothes. She is married and has two
children. Unfortunately, she lost one pregnancy between her first and second children.
Currently, her last born is less than one year old, but she and her husband desire to get have
another child.”

e Should she be offered preconception care? Why or why not?

e Were she to be offered preconception care, how would you describe preconception care
to her?

e What type of services can she receive to help her prepare for her subsequent pregnancy?
Are these services different from what Mary receives?

e Looking at your health facility, if you could provide an additional preconception care
service, what would it be? Why would you offer this service? Is there another service you
would provide?

Experience in Providing Preconception Care

e s there anything that you advise women to do/not do before they become pregnant?

e What do you advise them?

e Do you ever ask the women who came for other services whether they are considering
pregnancy in the near future? Why or why not? Who do you ask? When do you ask? For
what purpose do you ask?

Factors that Enable or Hinder Provision of Preconception Care

“Mprs. Chilambo is the administrator in a health facility. Over the past years, there has been an
increase in the number of pregnant women attending antenatal care and delivering at the health
facility. However, she would like to do more to reduce maternal mortality, neonatal mortality,
and stillbirths in her facility. She has heard that providing services throughout a woman’s stages
of life can contribute to better pregnancy outcomes. She is seeking advice on essential
preconception care services.”’

e What are some reasons you would give her to implement preconception care services?

e What are the reasons that people might give not to implement it?

e In what context would preconception care work best—what does that facility look like?
What needs to be in place for the smooth implementation of essential preconception care
services?

¢ In your opinion, what factors can prevent implementation?

e What can she do to increase demand for these services among men and women of
reproductive age in the communities she serves?

o In this age of COVID-19 are there other strategies that we can employ?

Factors that Influence Women of Reproductive Age in Decisions About Preconception Care
e Looking at Mary, the 18-year-old, what influences her decision on the types of
reproductive health services she seeks?

o What about her boyfriend? What about Lucy, the married 27-year-old? What
about Lucy’s husband?
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e In the community that you serve, what are some actions women like Mary take to prepare
for pregnancy? It can be anything (preparation) they do at their home, or services they
seek from the health institutions or others.

o Are these actions the same or different for Lucy?

e (Can you describe any challenges that Mary faces in making decisions about accessing
reproductive health services? To what extent would these challenges be similar
(dissimilar) when Mary is accessing preconception care services?

e How does your health facility support provision of reproductive services, including
preconception care?

e Ifyou could provide additional support to men and women of reproductive age to access
preconception care, what would it be?

e Looking back before the COVID-19 pandemic, how often would a woman/man of
reproductive age interact with your health facility?

Thank you for your time. We have reached the end of the interview. Do you have any other
suggestions or anything else you would want to say?
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In-Depth Interview Guide 2: Healthcare Managers and Policymakers

Date:

Participant Study ID: (district/facility initials — date — interview number of day)
Gender:

Highest educational level:

Title:

General Questions

e (Can you tell me about your role and work experience here in this district/province/country?
e Can you describe how your work or your organization/sector might impact
reproductive/maternal health in Zambia?
o In which area of health service provision for women and men is your
department/organization involved?
o What intervention? When did your department/organization start to get involved?
Why are they providing these interventions? Where are they providing these
interventions?
o What are Zambia’s national development priorities for reducing maternal mortality?

Health Services Offered to Women/Men of Reproductive Age

e Are you aware of any policies that guide the provision of services for women (and men)
of reproductive age before they get pregnant?
o Ifyes, what are the key elements of these policies?
e What activities are currently being implemented to improve access to health services for
women and men of reproductive age?

o Where? How often? Who is involved? Who is funding?

Knowledge and Attitudes

e How would you describe preconception care?

“Mary is 18 years old woman. She completed two years of secondary school and then dropped
out when her mother fell ill. Her father passed away four years ago. Mary is unmarried but
thinks she would like to have a child since her current boyfriend is a good person. She likes him
a lot. She states that they don’t have enough money to afford a proper wedding at this time....”

e In your opinion, do you think preconception health care is an essential service for Mary (and
her boyfriend)?

o  Why or why not?

e [f Mary was older, married, and had one or two other children but desires to have one more
child, do you think preconception health care is an essential service for her (and her
husband)?

o  Why or why not?
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Factors that Enable or Hinder Provision of Preconception Care

e What has been the approach and experience in implementing preconception care in the
country?
o Are there any current efforts being undertaken to implement preconception care
services in Zambia?
o Can you list preconception care services that are offered in the district/country?
e How does your department or organization support the provision of preconception health
services?
e What are some challenges in the provision of preconception care in the country?
o Policy
o Logistics
o Workforce
o Funding
e Between a health dispensary, a health center, a hospital, or a pharmacy, in your opinion,
which would be the ideal context for implementing preconception care?
o What needs to be in place for smooth implementation of essential preconception care
services?
o In your opinion, what factors can prevent successful implementation?
e How best can we reach women and men of reproductive age with preconception health
services?
o Inurban settings?
o Rural settings?
o In this age of COVID-19 are there other strategies that we can employ?
o Are these strategies different in the case of an unmarried woman? An unmarried
woman living with her parents?
* Would the unmarried woman have to involve the parents or the boyfriend in the
preconception care? Why or why not?
e Do you have any further suggestions?

Thank you for your time. We have reached the end of the interview. Do you have any other
suggestions or anything else you would want to say?
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In-Depth Interview Guides 3: Religious Leaders

Date:

Participant Study ID: (district/facility initials — date — interview number of day)
Gender:

Highest educational level:

Religion/Denomination:

General Questions

I would like to begin by asking you a little bit about your role in your church/mosque
community.

e What are your daily responsibilities in your church/mosque/community?
o What responsibilities, if any, do you have within your church/mosque/local community
related to reproductive health (family planning, sex, pregnancy, and birth control?)

General Services Offered to Women/Men of Reproductive Age

Next, I would like to ask about reproductive health issues in your church/mosque/local
community.

e How do conversations about reproductive health happen in your church/mosque/local
community?

o Does this include peers, men only, women only, or mixed populations? What about
older or younger people?
o What is your role in these conversations?

e Do youth groups at the church/mosque/local community exist? Is there any discussion of
reproductive health in these groups?

e Are there groups in preparation for first communion in the Catholic church or similar groups
providing religious instruction/preparation in Protestant churches or mosques or in the
community groups for rite of passage? Is there any discussion of reproductive health in
these groups?

o What types of discussions are held?

e What is the best way for your church/ mosque/local community to receive support on

reproductive health? What about when a woman/couple is deciding to get pregnant?

Knowledge and Attitudes

“Lucy is a 25-year-old woman. She and her boyfriend are preparing for their wedding. They
desire to start a family as soon as they married.”

e [s premarital counseling/advice given at the church, mosque, or local community?
o Isit given to everyone, or only some couples? Are couples advised together or
separately?
o What topics are covered in the counseling/advice? How many sessions are there?
Who conducts premarital counseling/advice?
o Is there any discussion of reproductive health in premarital counseling/advice?
Discussion on how to prepare for a healthy pregnancy?
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Are you aware of any services that Lucy (or her fiancé) can receive to prepare for their first
pregnancy?

o Ifyes, what type of services are these? Where can they receive them? What, if
any, is your role with regard to these services?

“Mary is 20 years old and unmarried but is thinking she would like to have a child since her
current boyfriend is a good person. She likes him a lot. She states that they don’t have enough

money to afford a proper wedding at this time....

i3

What type of advice/recommendation do you provide to prepare for a healthy pregnancy?
Is it different from what you would provide Lucy?

Factors that Enable or Hinder Provision of Preconception Care

How important are programs and services that discuss reproductive health, specifically
preconception care (preparation for healthy pregnancy outcomes), for your
church/mosque/local community?
o Why? If important, what messages would they cover?
If you were in charge of designing a program for your church/mosque/local community for
preconception (preparation for healthy pregnancy outcomes), what would this program look
like?
o What topics would it cover? What messages are important? What are some challenges
to implementing such a program?
o How best can you reach women and men of reproductive age?
o Are these strategies different in the case of an unmarried woman? An unmarried
woman living with her parents?
=  Would the unmarried woman have to involve the parents or the boyfriend in
the preconception care? Why or why not?
What advice would you give about working with religious leaders to address congregants’
reproductive health concerns?
What other thoughts would you like to share related to what we discussed?

Thank you for your time. We have reached the end of the interview. Do you have anything else
you would want to add?
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In-Depth Interview Guide 4: Men and Women of Reproductive Age

Date:

Participant Study ID: (district/facility initials — date — interview number of day)
Gender:

Highest educational level:
Age:

General Information

e Asyou know, we are here to talk about the type of health services received from the

health facilities.
o What brought you to the health facility today? (Only for those recruited at the
health facility)

= How often do you come to the health facility?
» How does the health service you have come to receive today compare with
other days you come to the health facility?

o What specific health service do you seek from this facility? (Only for those
recruited at the health facility)

o What specific health service do you seek when you visit a health facility? (Only
for those recruited from the community)

o Are there health services that you desire but are not provided by this health
facility or the facility you frequently visit? Could you describe them? For these
health services, where do you usually receive them?

e Thinking of when you decided to come to the health facility, who was involved in
deciding to come to the health facility?

o How does that compare to who is involved in making these decisions on other
days?

o What other factors influence your coming to the health facility?

Knowledge of Preconception Care

“Imagine a lady, let us name her Lucy, she is 27 years old and married. She completed her
secondary school and currently has her own small boutique where she sells clothes. She is
married and has two children. Currently, her last born is less than one year old, but she and her
husband desire to have another child...”

e Are there unique support/services Lucy can seek to prepare for a healthy pregnancy?
What about her husband/boyfriend?
o Can you describe these support/services?
= Probe support at community, support/services at health facility
o  Where are these services provided?
o In your opinion, are there services that Lucy’s husband needs to receive? If yes,
what type of services should he receive, and where can he get them?

“Mary is 18 years old. She is the eldest of five children in the family: three boys and two girls.
She completed two years of secondary school and then dropped out when her mother fell ill. Her
father passed away four years ago. Mary is unmarried but is thinking she would like to have a
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child since her current boyfriend is a good person. She likes him a lot. She states that they don’t
have enough money to afford a proper wedding at this time....”

e Are there unique support/services Mary can seek to prepare for a healthy pregnancy?
What about her husband/boyfriend?

o Can you describe these support/ services?

o Where are these services provided?

o In your opinion, are there services that Mary’s boyfriend need to receive? If yes,
what type of services should he receive, and where can he get them?

o Are needs for Mary (who has never been pregnant) similar or dissimilar to Lucy,
who has had two other children?

Experiences and Attitudes Toward Preconception Care

Only for a woman who is recruited from the antenatal and postnatal care clinics, or a pregnant
woman in the community:
Thinking of before you got pregnant:
o Did you visit any health facility for services?
o Ifyes, can you describe the type of health services that you sought?
o Why was this health service necessary?
o Where did you go to seek this service? Why did you go there?
o What mattered most when preparing for this pregnancy?
o What concerned you?
o How did the health facility, if at all, fit into your preparation process?
o Can you describe the services you sought?
= Were these the services that you wanted to receive? If yes/no, please explain.
o What else did you consider when preparing for your pregnancy?
e Who did you go to for advice or support to prepare for this pregnancy?
o Can you give me some examples of when you asked for help?

Only for women in the postnatal care clinic, family planning clinic, outpatient clinic or non-
pregnant women in the community:
Thinking about the present day, do you have plans to have another child?
e What matters most when preparing for your pregnancy?
e What concerns do you have?
e On most days, what are you doing to help you be healthy for your subsequent pregnancy?
o Can you tell me what/who influences these choices?
o What are some services that you are seeking from health facilities to prepare?
o What are things that you desire to do to get healthy for your pregnancy but are
unable to? What prevents you from doing them?
o How does the health facility, if at all, fit into your preparation process?

Thank you for your time. We have reached the end of the interview. Do you have anything else
you want to say?
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46.104(d) (2). As such, additicnal IRB review is not required.

The Principal Investigator is responsible for ensuring compliance with any applicable local government or
institutional laws, legislation, regulations, and’or policies, whether conducting research internationally or
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UNIVERSITY OF ZAMBIA
BIOMEDICAL RESEARCH ETHICS COMMITTEE

Telephone: 260-1-256067 Ridgeway Campus
Telegrams: UNZA, LUSAEA P.0. Box 50110
Telex: UNZALU ZA 44370 Luszka, Zambia
Fax: + 260-1-250753 E-mail: unrarec(Funsa zm
Federal Aszurance No. FWADIDD03I3E IRBO000113]1 of IORGOODDTT4
208 July 2021

Your EEF. No. 1804-2021

Harvard T.H Chan,
School of Public Health,
Lusaka.

Dear Ms. Onguti,

RE: PRE-CONCEPTION CARE I'N ZAMBIA: CURRENT PRACTICES, ENOWLEDGE,
ATTITUDES, AND OPPORTUNITIES (VERSION 9) (REF. NO. 1504-2021)

The above-mentioned research propesal was presented to the Biomedical Research Ethucs Commuttee
meeting on 21% July 2021. The proposal 15 approved. The approval 15 based on the followng documents
that were submitted for review:

a) Study proposal

b) Questionnaires
c) Participant Consent Form
APPROVALNUMEBER : REF. 1804-2021

This number should be used on all correspondence, consent forms and documents as appropriate.
APPROVAL DATE : 282 July 2021
TYPE OF APPROVAL  : Ordinary
EXPIRATION DATE OF APPROVAL  : 27 July 2022
After this date, this project may only continue upon renewal. For purposes of renewal, a progress
report on a standard form obtainable from the UNZABREC Offices should be submutted one month
before the expiration date for continning review.

+ SERIOUS ADVERSE EVENT REPORTING: All SAEs and any other serions challenges/problems
having to do with participant welfare, participant safety and study integrity mmst be reported to
UNZABEEC within 3 working days using standard forms obtainable from UNZABREC.

+  MODIFICATIONS: Pricr UNZABEEC approval using standard forms obtainable from the
UNZABREC Offices is required before implementing any changes in the Protocol (including changes in
the consent documents).

+ TERMINATION OF STUDY: On termination of a study, a report has to be submitted to the
UNZABREC using standard forms obtainable from the UNZABREC Offices.
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* NHRA: You are advised to obtain final study clearance and approval to conduct research i Zambia
from the National Health Research Awthority (WHRA) before commencing the research project.

+ QUESTIONS: Please contact the UNZABREC on Telephone No. 00260977925304 or by e-mail on
UNZATEC/TNNZA 7M.

+ OTHER: Please be reminded to send in copies of yvour research findings/results for our records. You are
also required to submit electronic copies of vour publications in peer-reviewed journals that may
emanate from this study. Use the online portal: unza rhinno net for fiwther subimissions.

Yours sincerely.

Sody Muweetwa Munzala, BSc.. MSc., FhD
CHAIRPERSON

Tel: +260977925304

E-mail: s munsaka@unza zm
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Appendix 4: Demographic Characteristics of Study Participants

Recruitment at

Age in Years,

Sl

Interviewee Category Education Level Facility (F) or
Mean (Range) | o munity (C)
Health Government Masters and PhD N/A N/A
managers and
policymakers Non-governmental organization Degree and Masters N/A N/A
Health care Ll Lusaka district Masters and PhD N/A N/A
workers province Kafue district Masters N/A N/A
(nurses and L 1
doctors) p;i)avpilrllci Mansa district Degree and Masters ~ N/A N/A
ﬁzgigus Evangelical, Anglican, Catholic Masters N/A N/A
Lol Lusaka district Grade 9—diploma 37 (33-47) 2F,2C
Women 15-49 ~ province Kafue district Grade 7—certificate 33 (27-38) 2F,2C
years old L 1
p;fvpi‘;; Mansa district Grade 9-12 27 (21-38) 2F,2C
Lusaka Lusaka district Grade 7—degree 34 (24-45) 2F,2C
Men 1549 province Kafue district Grade 6-degree 38 (35-40) 2F,1C
years old L |
uapuia Mansa district Grade 7-12 30 (24-34) 2F, 1C
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Appendix 5: Information and Recruitment Script

For health managers, policymakers, religious leaders, and health care workers

Study title: Preconception Care in Zambia: Current Practices, Knowledge, Attitudes, and
Opportunities

The Zambian Ministry of Health, along with the Harvard University, are conducting a research
study to:
1. Understand what interventions are currently provided to a man and woman to optimize
their health before conception to improve pregnancy outcomes.
2. Learn if other types of support or services might be included at the health facility and
community level for women.

The results from this study will help guide how the Zambian Ministry of Health can better
support couples and women to have healthy families.

Experts and stakeholders from reproductive health, family planning, maternal and child health,
and religious communities are invited to take part and share their views. As an expert in your
field, you are invited to participate in this conversation.

Participating in the study means that the study team will ask you to answer questions in an in-
depth interview to tell us your experiences and opinions on preconception care services in
Zambia.

The interview will take 45—60 minutes, and it will be audio-recorded to aid review, comparison,
and understanding of findings. Quotes from the conversation may be used in reports,

presentations, and publications, but your responses will not be linked to you.

Your participation is voluntary, and you are allowed to withdraw or decline to participate at any
time, without any questions or penalty.

Study staff will contact all who are interested to consent and conduct the interview.

Thank you for your consideration.
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Appendix 6: Oral Consent Form

Study title: Preconception Care in Zambia: Current Practices, Knowledge, Attitudes, and
Opportunities

INFORMED CONSENT - ORAL
You are being asked to take part in a research study.

This research is being conducted to learn what services are currently provided to men and
women of reproductive age. Specifically, we are interested in learning about services provided
before conception that enable women to have positive pregnancy outcomes. You are being asked
to participate in this research because you are a healthcare worker/health
manager/policymaker/woman or man of reproductive age/religious leader.

Your participation in this study is voluntary, and you may withdraw your participation at any
time for any reason.

If you take part in this study, you will be asked to complete one 45—60-minute interview (in-
person/virtually/by phone). Specifically, you will be asked questions about preconception care,
which is services provided to men and women of reproductive age before they conceive.

The interview will be audio-recorded to aid review, comparison, and understanding of findings.

We do not anticipate any of the study activities to be harmful to you. The possible risks of
participating in this study include answering uncomfortable questions. If you encounter questions
during the interview that make you uncomfortable or that you do not want to answer, you have
the right not to answer. You also have the right to withdraw from the study at any time. There is
also a risk of breach of confidentiality. We will only collect the following personal information:
gender, age, and level of education. Efforts will be made to limit use and disclosure of your
personal information, including research study records, to people who need to review this
information. We cannot promise complete secrecy. Audio recordings and transcripts of the
interview will be stored on a password-protected computer. Quotes from this conversation may
be used in reports, presentations, and publications, but your responses will not be linked to your
name. Only the research staff will have access to the transcripts and audio recordings. All data
collected will be de-identified to preserve your privacy.

We cannot promise any direct benefits to you or others from your taking part in this research.
However, possible benefits include informing the development of resources, services, and other
forms of support for preconception care in Zambia.

You are allowed to withdraw or decline to participate at any time, without any questions or
penalty.
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For healthcare workers, health managers and policymakers, and religious leaders in cases
where interview is virtual:

For your participation in the interview, we will offer $10 compensation toward the internet
bundles used.

For men and women of reproductive age:
For your participation in the interview, we will offer $3-$5.

If you have any questions about this study, you can contact the chair UNZABREC at:
Telephone: +260977925304
Ridgeway Campus

Telegrams: UNZA, LUSAKA
P.O. Box 50110

Telex: UNZALU ZA 44370
Lusaka, Zambia

Fax: +260-1-250753

E-mail: unzarec@unza.zm
Assurance No. FWA00000338
IRB00001131 of IOR G0000774

Thank you again for your time and participation.
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Appendix 7: Advocacy Subcommittee Members

Chair
Timothy Silweya — Clinton Health Access (NGO)
Members
Dr. Angel Mwiche — Assistant Director Department of Public Health, Zambia MOH
Caren Chizuni — Chief Officer of Safe Motherhood, Zambia MOH
Mulenga Muselela — Zambia MOH
Winfridah Liwoyo — Zambia MOH
Mwila Shamalavu — The University Teaching Hospital, Zambia MOH
Waza Mhango — Clinton Health Access (NGO)
Martha Ndhlovu -Clinton Health Access (NGO)
Timothy Banda — Ipas (NGO)
Dr. Peggy Chibuye —Independent Researcher
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