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Abstract 
 

Assertiveness is the expression of one's feelings, beliefs, opinions, needs in a direct, honest and appropriate 
manner. Assertive not describe individual only also describe behavior, so that assertive behavior is a behavior which 
directly expresses individual’s true, basic feelings, needs, desires, opinions and personal rights in a positive, 
productive way without denying the rights of others . The aim of the study: Identifying the factors affecting 
assertive behaviour among head nurses at Minia University Hospitals. Research design: Descriptive research design 
was used in this study. Setting: This study was carried out at Minia University Hospitals. Sample: Convenient 
sample of all available head nurses in Minia University Hospitals with total number (n= 50).Tool: Self–
administrated questionnaire sheet which was consisted of two parts: Part (1): Demographic data &Part (II): Factors 
affecting Assertive Behaviour Questionnaire. Results: Two thirds of head nurses have high assertive behaviour 
regarding to communication domain but they have low assertiveness in other domains. There were statistical 
significance difference between communication, rights and responsibilities, and assertiveness as a total and female 
gender. Conclusions: This study concluded that all head nurses had low assertiveness level. There were no statistical 
significance differences between head nurses’ assertiveness and their socio-demographic Recommendation: Study 
other factors affecting assertive behaviour such as personality, experience, attitude and beliefs. Further researches to 
investigate the socio cultural circumstances that may hinder or enhance the individual to be assertive. 
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Introduction 

Head nurses in Current healthcare environments 
need become to be more aware of how use assertiveness 
effectively in their workplaces to manage the challenges 
their face when dealing with human resources. Head nurses 
are traditionally regarded as being in subservient roles and 
as having to live up to public expectations .The pressure of 
these expectations is thought to reduce a their capacity to 
behave in an assertive manner(1).They require the 
competence of clinical grasp and clinical forethought for 
providing patient appropriate care. Furthermore, head nurses 
are expected to show clinical leadership at the patient 
bedside to provide direction and support to patients and 
health care team for integrating the care they provide to 
achieve positive patient outcomes. So that they assert their 
opinions to other team members for changing the care plan 
for their patients (2). 

Assertiveness is referred to as an ability to convey 
feelings, beliefs, and thoughts without anxiety and to 
express personal rights without denying the rights of others. 
It contributes to accept the responsibility of behavior, 
helping in increase self-esteem and self-
confidence(3).Furthermore assertiveness is usually used to 
describe both behaviors and    individuals. such as a highly 
assertive person refer to someone who was seen by others as 
habitually acting in a highly assertive way and it was 
described as expressing thoughts and feelings without 
denying the rights of others( 4, 5).  

  Assertive behaviors is the ability to stand up for 
the rights and expresses the personal needs, values, concerns 
and ideas in direct and appropriate ways, assertive people 
meeting their needs, without violating the needs of others or 
trespass on other personal space. They communicate with 
others by using direct sentences, maintain eye contact, and 
use appropriate distance, head nods and lean forward to 
listen attentively to the speaker. So that assertiveness is a 
key attribute for head nurses without it true autonomy and 
personal empowerment cannot be achieved thus  it is 
considered to be an essential skill for them(6, 7). 

Lack of assertiveness can lead to depression from 
anger turned inward, resentment, frustration, anxiety, which 
leads to avoidance, poor relationships of all kinds, non-
assertive people are often unable to express emotions of any 
kind, and always isolated(8). Nonassertive head nurse often 
attempts to avoid problem by remaining silent, when she is 
angry, she can’t face problems and become defensive 
without taking proper decision, moreover, she try to hide her 
deficiencies and weakness that reflect a risk factors for 
critical situations which need strong decision and proper 
action at proper time(9).  
 
Significance of the study:  

     Assertive  is consider to be healthy and 
desirable behavior for all people who interact in group 
situation, head nurses in multidisciplinary care show that 
they are rarely asked for their opinions during health team 
meeting and conversations. These conversations 
demonstrate a degree of lack of assertiveness. One study 
reported that in general individuals are not highly skilled in 
expressing their own needs which is at the core of assertive 
behaviour (10). Other study stated that head nurses and nurse 
managers frequently did not express their opinions or 
provides constructive criticism and suggestions in nursing 
practice (11). So that head nurse needs to be assertive in the 
clinical field and confident in professionally relationships 
and skills, also assertiveness increases self-worth and 
decrease helplessness and hopelessness (12). Thus this study 
will describe factors affecting assertive behaviour   among  
head nurses in their work . 
 
Aim of the study 

Identifying the factors affecting assertive behaviour 
among head nurses at Minia University Hospitals. 
 
Research Question 

What are the factors affecting assertive behaviour 
among head nurses at Minia University Hospitals? 
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Subjects and Methods 
 Research design:  

 Descriptive design was utilized in current study to 
achieve the aim of the study. 
 
Research Setting: 

    The study was conducted at Minia University 
Hospitals, which include four different hospitals, (Minia 
university hospital, Obstetric & Gynecology and Pediatric 
hospital, Renal urology hospital, and Cardiothoracic 
hospital) in Minia Governorate.  
Sample 

 Convenient sample of all available head nurses in 
Minia University Hospitals were included in this study, with 
total number (n= 50). 
 
Tools of data collection: 

Data for this study was collected by using one tool. 
Self-administrated questionnaire sheet (Factors Assertive 
Behaviour). Which classified into two parts:- 

 Part I: Socio-demographic data sheet, to get 
information about head nurses working at Minia 
University Hospitals includes (name, age, gender, 
marital status, qualification and years of 
experience) 

 Part (II): (Factors Assertive Behaviour 
questionnaire). This tool aimed to identify factors 
affecting assertive behaviour among head nurses. It 

was developed by Rasetsoke, (2012)
 (1)

, modified 
and translated into arabic by the researcher. It 
consisted of 56 questions, which were grouped 
under four factors as follows: Communication 
skills factor (16 questions), Personal / Professional 
rights and responsibilities factor (12 questions), 
Conflict factor (14 questions) and Self –confidence 
factor (14 questions). 

 
Scoring system:   

The questionnaire containing 56 questions with a 
5–point likert scale. This questions were scored 1, 2, 3, 4 
and 5 for the responses Never, Rarely, Neutral, Often, and 
Always, respectively. For each factor, the scores of items 
were summed-up and the total divided by number of the 
items giving a mean score for factor. These scores were 
converted into a percent score. Head nurses considered high 
assertive if the percent score was  60 % or  more, and head 
nurses considered low assertive if the percent score Less 
than 60% . 

 60% and more   ----------- High assertive. 
 Less than60% ------------ Low assertive  

Validity  
   Study tool was reviewed by three experts، two of 

them are assistant professors of nursing administration in 
Faculty of Nursing، Assuit University، one assistant 
professor of nursing administration in  Faculty of Nursing، 

Minia University. Based on experts comments and 
recommendations of thesis supervisors minor changes had 
been made in the questionnaire . 
 
Reliability 

The tool was designed in it is final format and 
tested for reliability by using, cronbach’s alpha coefficient 
test (0.82). the tool proved to be reliable. 
Pilot study 

A pilot study was carried out on approximately (10 
% ) of the study sample in a selecting  setting to evaluate  
the applicability & clarity and feasibility of the study tool 
and to estimate the time needed for filling the tool  that 
ranged between 15 to 30 minute . As well as, identifying 
problems that may be encountered during actual data 
collection. Result of the pilot study illustrated that no 
modification needed so that the pilot sample study was 
included in the main study sample.  
 
Study procedure  

An official letter of the study approved was 
obtained from Dean of Faculty of Nursing –Minia 
University  to  the manager of  the hospitals. This letter was 
including a brief explanation of the objective of the study. 
After receiving the initial acceptance from the ethical 
committee at the Faculty of Nursing, Minia University, the 
researcher initially introduced herself to all participants to 
explain the aim of the study and to obtain their permission. 
They were assured that the collected data would be 
absolutely confidential. Data were collected in the period 
from February 2016 until June 2016. The researcher 
collected the data during the morning at two days/week from 
10 AM to 12 PM.  
 
Ethical consideration: 

A written initial approval obtained from the 
research ethical committee in the Faculty of Nursing, Dean 
of Nursing Faculty and agreement from Egypt academic for 
research center and technology. participants in this study 
were voluntary and informed about the purpose, procedure 
of the study and the right to withdraw from the study at any 
time without any rational. Written consent were obtained 
from the subjects after reading all details. Confidentiality  
and anonymity of each subjects were ensured through 
coding of all data and protecting the obtained data . 
 
Statistical design 

Data entry and statistical analysis were done using 
a Statistical  Sackage for Social Science (SPSS), version 
(16).Data were presented using descriptive statistics in the 
form of frequencies and percentages, mean and standard 
deviations. Cronbach alpha coefficient was calculated to 
assess the reliability of the developed tool through their 
internal consistency. Probability (p-value) is the degree of 
significance, if it less than 0.05 was considered significance, 
the more significance is the result (*) , less than 0.001 was 
considered highly significance (**) and correlation 
coefficient was done by using Spearman rank correlation.   
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Results  
Table (1): Socio-demographic characteristics of head nurses in the study sample (n=50). 

Personal and socio demographical Data Frequency Percent 
1. Age   
<31 34 68.0 
31+ 16 32.0 

2. Gender:   
Male 4 8.0 
Female 46 92.0 

3. Marital status   
Unmarried 9 18.0 
Married 41 82.0 

4. Nursing qualifications   
Bachelor 49 98.0 
Master 1 2.0 

5. Experience years   
<5 9 18.0 
  5- 24 48.0 
10+ 17 34.0 

 
Table (1): Revealed that two thirds of study sample their age were more than thirty one  years. majority of the study 

sample were femalse (92% ), more than three quarters of head nurses were married (82%) ,and the majority of head nurses were 
have bachelor degree (98%) .Finally regarding to years of experience nearly to half of head nurses (48% ) had experience between 
5 to less than 10 years. 

 

 
 

  Fig. (1) Distribution of level of high assertiveness among head nurses (n=50) 
Figure (1): Illustrated that two thirds of head nurses have high assertiveness regards communication (66%),but have low 

assertiveness in personal/ professional rights and responsibility, conflict ,and self – confidence (58% ,58% , 44% respectively ).  
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Fig. (2) Distribution of assertiveness level among head nurses  ( n=50) 

 
Figure (2) : Illustrated that more than half of study sample (54%) have low level of assertiveness compared with less than 

half of them (46%)  have high level of assertiveness ,which  indicated that there was low assertiveness level in all study sample. 
Table (2): Relations between head nurses total assertiveness and their socio-demographic characteristics (n=50)  

Socio demographic characteristics 
Total assertiveness(n=50) 

Fisher p-value High Low 
No. % No. % 

1. Age       
<31 18 52.9 16 47.1   
  31+ 9 56.3 7 43.8 X2 

=0.05 
0.83(NS) 

2. Marital status       
Unmarried 5 55.6 4 44.4   
Married 22 53.7 19 46.3 1.61 1.00 
3. Nursing qualification       

Bachelor 26 53.1 23 46.9   
Master 1 100.0 0 0.0 2.52 1.00 
4. Experience years       

<5 5 55.6 4 44.4   
  5- 14 58.3 10 41.7 3.52 0.77(NS) 
10+ 8 47.1 9 52.9   

NS…. Not Significant  
 Table (2): Found that there were no statistical significance differences between  head nurses’  total assertiveness and their socio 
demographic in which p- value > 0.05.   
 Table (3) Best fitting multiple linear regression model for total assertiveness score. 

Items 
Unstandardized 

Coefficients Standardized 
Coefficients t-test p-value 

95% Confidence 
Interval for B 

B Std. Error Lower Upper 
Constant 95.47 7.75  12.319 <0.001 79.89 111.05 
Female gender -8.25 4.00 -0.29 -2.063 0.045 -16.28 -0.21 

r-square=0.06  Model ANOVA: F=4.26, p=0.045 
Variables entered and excluded: age, marital status, qualification, job position, experience 

Table (3): showed that there was statistical significance difference between  total assertiveness and female gender in 
which p – value < .045.  
 
Discussion  

Assertiveness is an important behaviour for today’s 
professional nurse. As nurses move away from traditional 
subservient roles and perceived stereotypes. It is 
increasingly being recognized that a nurse needs to behave 

in an assertive manner. Furthermore it is necessary for 
effective nurse-patient communication. McCabe(2003)(13) 
suggested that assertiveness development may also aid in 
building  the confidence of the profession as it develops. 
Assertive behaviour is encouraged through educational 
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methods. It is preferable that nurses receives this educational 
preparation during undergraduate  programmes.  

This study showed that two thirds of study sample 
their age group less than thirty one  years.The majority of 
the samples were females (92%),and more than three 
quarter(82%) of sample were married, while very few head 
nurses (18.0%) were unmarried. As regarding to level of 
education the majority of them have bachelor degree. 
Regarding to experience nearly to half of head nurses  
(48.0%) have experience between 5 to less than 10 years . 

The findings of the present study  indicated that 
two thirds of the head  nurses ( 66%) have high 
assertiveness regards communication, but have low 
assertiveness in personal/ professional rights and 
responsibility( 58%), conflict( 58%) and self – 
confidence( 44%). This result was due to assertive 
behaviour and good communications are inextricably linked. 
Also assertive behaviour requires effective 
communication.Good communication skills that they use  
and present of cooperation and love between team members 
that make them more active and motivated to improve 
quality of health services to reach to the complete nursing 
care.  

This result were in the same line withEl-
deep(2014)(14) who evaluated assertiveness and stress among 
undergraduate nursing students at menofyia university, and 
reported that being assertive is a core communication skill 
which is learnable like any other skills, and this  means that 
the person are capable of expressing self effectively and 
stand up for point of view to get accepted while without 
being aggressive and respecting the feelings of others. Also 
result were consistent with Maheshwari et al. , (2015)(15) 
who analysis  correlation of assertive behavior with 
communication satisfaction among nurses in India , reported 
that assertive behavior has large positive correlation with 
interpersonal communication satisfaction and their results 
indicated that increasing in assertive behavior  associated 
with increasing  interpersonal communication satisfaction. 

This study showed that more than half of head 
nurses  (54%) have low level compared  with  less than half 
of them (46%)  have high levels of assertiveness,which  
indicated that there was low assertiveness level among study 
sample, this result consistent with the study of Rasetsoke 
(2012)(1) who assessed assertive behaviour of professional 
nurses and nurse managers in unit management at academic 
hospital settings in the pretoria region and reported  that 
some of professional nurses and nurse managers in academic 
hospitals in the Pretoria region had shortage in assertive 
behaviour skills.  

On the contrary with the result of Abdel-aleem 
(2007)(16) who studied factors affecting assertiveness among 
head nurses and staff nurses at Faculty of Nursing, Suez 
Canal University and found that the majority of both the 
head nurses as well as nurses are assertive, also the result of 
El-Din(2003)(17) who studied  factors affecting assertive 
behavior of nurses working in different units in Cairo 
university hospitals, and result of Ahmed (2009)(18)who 
assessed assertiveness and job satisfaction among nursing 
personnel at zagazig university hospital they found  that the 
majority of their sample were highly and moderately 
assertive.  

 The finding of present study indicated that there 
were no statistical significance differences between total 
head nurses’ assertiveness and their socio demographic data. 

So that their were no statistical significant relation between 
assertiveness and age. This result may be because 
assertiveness is a part of the human personality since 
childhood, and there are some factors that contribute to 
elevate the level of assertiveness, such as personality traits, 
beliefs and attitudes throughout life. This result is consistent 
with the result of Sanders(2007)(19 )who assessed assertive 
communication skills with nurses in a rural setting at 
university of Wyoming, and with the result of  
Ahmed(2009)(18) they reported that there were no statistical 
significance differences between nursing personnel 
assertiveness level and their age.   

On the contrary, with the result of El-Din(2003)(17) 

who reported that there was a statistical significant 
difference of nursing personnel assertiveness level and their 
age, also Abdel-khalek(2010)(20) who assessed level of 
assertiveness and nursing performance in Faculty of nursing, 
Cairo University they reported that there were a statistical 
significant difference of nursing personnel assertiveness 
level and their age. Also Eskin(2003)(21) who evaluated self-
reported assertiveness in Swedish and Turkish adolescents 
they found that older nurses had higher assertiveness level 
than younger ones.  

Relating to years of experience, the result of the 
present study showed that there is no statistical significant 
relation between assertiveness and years of experience, 
which is consistent with Kilkus (2010)(23) who assessed 
assertiveness among professional nurses and found that no 
significant differences between assertiveness level and 
length of years' experience. On the contrary to Khalil 
(2011)(24) who studied assertive behavior among nursing 
working in critical units at Ain Shims University Hospitals 
indicated that a highly significant relation between 
assertiveness level and nursing years of experience, this 
finding is supported byAbdel-khalek(2010) (20)who found 
that most experienced nurse managers had the highest 
assertive level, also with the result of Ahmed(2009) (18)who 
stated  that the oldest and most experienced groups of nurses 
and nurse managers were the least assertive.  

The present study indicated that there were no 
significant statistical differences between head nurses’s 
assertiveness level with marital status. This finding is 
consistent with Abdel-aleem(2007)(16)who found that there 
were no statistically significant differences between level of 
assertiveness and marital status. This finding opposed with 
result of El-Din(2003) (17)who indicated that the level of 
assertiveness was much higher among single nurse manager 
than other statuses. Ahmed(2009) (18)showed that widows 
had the highest mean of assertiveness. 

According to nursing qualification of the present 
study which indicated that there were no significant 
statistical differences between level of assertiveness and 
nursing qualifications. This finding may be due to majority 
of study sample were head nurses , also due to that head 
nurses with life patterns and their responsibilities whatever 
in work or home makes them have stronger assertiveness 
communication skills.  This finding is consistent with 
Abdel-aleem(2007)(16)who reported that there was no 
statistical significance between level of education and level 
of assertiveness. But was inconsistent with Ahmed(2009)(18) 

who found that the highest assertiveness mean scores 
present at the baccalaureate nurses followed by associated 
degree, while the lowest mean scores were present at 
diploma school degree. Also Sanders(2007)(19) which 
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concluded that there was a positive association between 
stronger assertiveness and higher educational levels. 

 The current study revealed that there was statistical 
significance difference between total assertiveness and 
female gender. This result is consistent with Eskin(2003) (21) 
who stated that in general girls were found to be skilled in 
expressing and dealing with personal limitation and more 
assertive than boys. This result is inconsistent with result of 
Abed et al . ,  (2015)(25)evaluated the effect of assertiveness 
training program on improving self-esteem of psychiatric 
nurses and  indicated that there was no statistically 
significant difference between sex and total assertiveness 
skills .This result  was may be due to increase the number of 
female nursing working as the head nurses 

 
Conclusion  

Based on the finding  of this current  study, it was 
concluded that: 

 Result indicated that about two thirds of head 
nurses had high assertiveness regarding to 
communication but they had low assertiveness in 
personal/ professional rights and responsibility, 
conflict, and self – confidence. Result indicated 
that communication & personal / professional 
rights and responsibilities among the study sample 
have the highest mean score, while self- confidence 
has the lowest mean score.. More than half of head 
nurses (54%) have low level of assertiveness  
compared  with  less than half of them (46%) have 
high level of assertiveness, which  indicated that 
there was low assertiveness level among study 
sample. 

 
Recommendations: 

Based on results of the present study the following 
can be recommended: 

 Use of assertiveness training program for all nurses 
to improve and enhance their self-esteem and 
assertiveness.  

 The concepts of assertiveness, assertiveness 
technique should be included in basic 
undergraduate nursing curriculum.  

 Nurse educators have an important role in the 
development and implementation of assertiveness 
training/education program  for undergraduate 
nursing students.  

 Head nurses must be continued development of 
communication and interpersonal teaching to 
improve her staff communication skills . 

 Role-play can form a vital component of displaying 
and teaching assertiveness skills. However, further 
research is required on role-play to ascertain 
methods of best practice for head nurses. 

 Teaching assertiveness skills is of particular 
interest to the nurse educator as it is preferable that 
nurses receive adequate preparation during their 
undergraduate education.  

  Study other factors that affecting assertiveness 
such as personality , experience , attitude and 
beliefs which  need further researches  

 Further researches to investigate the socio cultural 
circumstances that may hinder or enhance the 
individual to be assertive. 
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Abstract 
Background: Female infertility and its related problems negatively affect the quality of life. Self-care is 

very important action in managing infertility and improving patient's quality of life. Aim of this study: To evaluate 
the effect of using self-care guidelines on the quality of life among infertile women. Subjects and Methods: Quasi- 
experimental design was conducted at Obstetrics Minia University Hospital (out patient's infertility clinic). A 
convenient sample of one hundred infertile women was included in this study. Data were collected through two 
types of tools (a structured interviewing questionnaire sheet and Fertility Quality of Life scale Questionnaire 
(FertiQoL). In addition to, supportive materials (self-care guidelines) were distributed to the studied group. Results: 
This study revealed that women had lower total mean score of quality of life 103.2±20.7 in pre-intervention which 
increased to 121.7 ± 15.5 after the intervention with highly statistically significance in all subscales except relation 
domain (p<0.000). Conclusion: Female infertility has a varied impact on multiple dimensions of health and QoL as 
evidenced by this study. Recommendations: Utilization of the developed self-care guidelines for infertile women at 
out and in patient infertility department. Educational programs should be carried out for nurses to provide them with 
essential information regarding coping strategies to the infertile women. Further researches needed to be carried out 
to investigate different factors and their association with prevalence of infertility. 
Key words: Infertility, Self-care guideline, Quality of Life. 

 
Introduction  

Infertility is a frustrating experience for women.  It 
defined clinically as the failure of a couple to conceive or 
achieve a pregnancy after one year of regular unprotected 
sexual intercourse (without any contraception) or 
demographically as the inability to achieve a live birth. 
Infertility challenges women’s sense of identity, 
expectations of their life trajectory and their perceived value 
in society. This can lead to feelings of failure, guilt and 
shame. (1) 

According to the definition introduced by the 
(WHO), quality of life (QoL) is defined as "individuals’ 
perception of their position in life in the context of the 
culture and value systems in which they live and in relation 
to their goals, expectations standards and concerns". 
Infertility is a broad ranging concept affected in a complex 
way by the person's physical health, psychological 
statements, levels of independence, social constraints, 
personal beliefs and characteristics and also their 
relationship to salient features of their environment.(2) 

Orem’s self- care theory was first used in 1956 and 
was further developed in 1960. The concept of self-care is 
distinct from the other types of care, such as dependent-care 
and nursing-care, because people are the reason for their 
own well-being and actions. Other theories may promote 
dependent-care or nursing-care that does not encourage the 
patient to become involve in decision making and goal 
setting. Self-care is the process of an individual acting on 
behalf of one’s self or the person taking ownership of the 
action. (3) 

Orem's theory is  one of the most notable nursing 
theories in the area of self-care, states that self-care is the 
practice of activities that individuals initiate and perform on 
their own behalf in maintaining life, health and well-being 
and that self-care  an adult's continues contribution to his or 
her continued existence, health and well-being .(4) 

Self-care is the activities that individuals initiate 
and perform on their own behalf in maintaining life, health 
and well-being’. Alternatively, self-care has referred to 

adult's personal continues contribution to own health and 
well-being. It's also refers to the process whereby patients 
deliberately act on their own behalf in health promotion, 
prevention of illness, and the detection and treatment of 
health deviations.(5) 

Self-care includes practices specifically directed 
toward bringing a situation-specific action as a learned 
behavior. Self-care must be understood as a daily care 
function that is a result – seeking action creating positive 
change in the patient’s environment. Orem states the process 
of self-care must meet a few actions. First, the patient must 
be able to formulate the need to make a change in daily care 
functions. Second, the patient must be able to make 
decisions about her (his) care. Finally the patient must be 
able to perform the actions necessary to engage in self-care 
with known validity to health and well-being.(6) 

The role of the fertility nurse is to provide a holistic 
approach to fertility investigation, treatment, and where 
appropriate, early pregnancy through compassionate, 
informed and evidence based practice. Fertility nurses work 
as part of a multi-professional team, who combine to deliver 
a high standard of care. Four main areas of expertise: 
management / co –ordination, education, research and 
clinical practice. Management / Co-ordination include (i.e. 
referral review, financial management, quality management 
and data returns). (7)  
 
Aim of the study 

The aim of this study was to evaluate the effect of 
using self-care guidelines on the quality of life among 
infertile women. 
 
 
Subjects and Methods 
Research Design: 

Quasi-experimental design (pre and post 
intervention) has been utilized in this study. 
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Setting:  
This study was carried out at Obstetrics Minia 

University Hospital (out patient's infertility clinic). The 
Hospital serving not only Minia city but also the whole 
Minia centers (9 centers) and it's villages. The Hospital 
consists of 4 floors, the ground floor contains card and 
neonate registration offices, X-ray, MRI and free trading 
pharmacy, the 1st floor contains, pediatric clinic, antenatal 
care clinic, infertility clinic and private department. The 2nd 
floor contains gynecological department, intensive care unit 
and laboratory services, the 3rd floor contains antenatal, 
high risk pregnancy department, delivery and post partum 
rooms, and the 4th floor contains pediatric department and 
intensive care unit. The hospital works all of the day but the 
out patient's clinics works from 9 A.M to 1 P.M.  
 
Sample  

A convenient sample of 100 infertile women was 
utilized in this study. 
 
Inclusion criteria 

 Women who have different types of infertility with 
in reproductive age from 18 to 49 years old. 

 Women who are undergoing to infertility treatment. 
 Women who can read and write to be able to read 

the guidelines. 
 
Tools of the study: 

A structured interviewing questionnaire sheet was 
designed by the researcher that aims to evaluate the effect of 
self-care guidelines on quality of life among infertile 
women. The questionnaire was composed primarily of 
closed-ended questions with a set of defined answers, from 
which the interviewee was asked to choose one response in 
some questions and more answer in other questions.  

 
 
The questionnaire included the following parts: 
Part 1: Personal data: 

This included women’s age, occupation, residence, 
live with who, duration of marriage, BMI, income, etc 
Part 2: Fertility quality Of Life Scale (FertiQoL):  

FertiQoL is the first internationally validated self-
report questionnaire that can be considered as a tool to 
assess the quality of life of an individual with infertility. it 
was produced in English and translated into 20 languages, 
including Arabic, the Arabic version of was used in this 
study and  it takes approximately 10 to 15 minutes to be 
completed. The questionnaire consists of two parts: the Core 
and the Treatment parts. The Core-FertiQoL part contains 
24 questions categorized into four subscales, including the 
Emotional, Mind/Body, Relational, and Social subscales. 
The Emotional subscale showed the impact negative 
emotions (e.g., jealousy & resentment, sadness, depression) 
have on quality of life. The Mind-Body subscale showed the 
impact infertility has had on physical health (e.g., fatigue, 
pain) cognition (e.g., concentration) and behavior (e.g., 
disrupted daily activities, delayed life plans). The Relational 
subscale showed the impact fertility problems have had on 
the components (e.g., sexuality, communication, 
commitment) of marital relationship. The Social subscale 
showed the extent to which social interactions have been 
affected by fertility problems (e.g., social inclusion, 
expectations, stigma, and support). 

 
The Treatment-FertiQoL part contains 10 questions 

categorized into two subscales including the Treatment 
Environment and Treatment Tolerability subscales. The 
Treatment Environment subscale score shows the extent to 
which the accessibility and quality of the treatment has 
impacted the quality of life. The Treatment Tolerability 
subscale score shows the extent to which infertile woman 
have experienced mental and physical symptoms as a result 
of the fertility treatment and the impact this has had on daily 
life. Two additional items (marked A and B on the FertiQoL 
questionnaire) capture an overall evaluation of physical 
health and satisfaction with quality of life.  

 
Scoring system: 

FertiQoL consists of 36 items that yield six 
subscales and three total scores rated according to 5 types of 
response scales.. 

1. Very poor (0), poor (1), neither poor nor good (2), 
very good (4) 

2. Very dissatisfied (0), dissatisfied (1), neither 
satisfied nor dissatisfied (2), satisfied (3), very 
satisfied (4) 

3. Always (0), very often (1), quite often (2), seldom 
(3), never (4) 

4. An extreme amount (0), very much (1), a moderate 
amount (2), a little (3), not at all (4) 

5. Completely (0), a great deal (1), moderately (2), 
not much (3), not at all (4) 
Items from these subscales presented in the 

questionnaire randomly and rated on a response scale of 0 to 
4. The subscales and total FertiQoL scores are computed and 
transformed to achieve a range of 0 to 100, where higher 
scores indicate better quality of life.  
 
Validity of tools 

The questionnaire was reviewed and validated by 
the Jury committee that was composed of a panel of 5 
experts of Obstetrics and Gynecological Nursing professors 
(Minia and Ain shams Universities) who reviewed the tool 
for clarity, relevance, comprehensiveness, understanding, 
applicability and considered the aim of this study. A pilot 
study was done on (10%) of the infertile women (10 
women) from the sample to test the applicability and clarity 
of the questions in the tool and the necessary modification 
was done. According to the results of the pilot study, tools 
modifications were done and women tested in the pilot study 
were excluded from the main study sample. Finally the total 
sample was collected on the modified sheet. 
 
Ethical consideration: 

Before the conduction of the pilot study as well as 
the actual study, an official permission and consent was 
obtained from the dean of the Faculty of Nursing, as well as 
an approval from the head of department of Obstetrics 
Hospital Minia University to conduct this study after 
explaining the nature and purpose of the study. Study 
subject had the right to refuse to participate and or withdraw 
from the study without any rational at any time. Study 
subject privacy was considered during collection of data no 
health hazards were present. Participants were assured that 
all their data are highly confidential. 
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Procedure: 
An official permission was obtained from the 

research ethical committee of faculty of Nursing, head of 
department of Obstetrics Hospital Minia University. Data 
was obtained and recorded by the researcher from the 
infertile women in out-patient infertility clinic. At the 
beginning of interview the researcher greeted each 
participant, explained the purpose and duration of this study 
and informed oral consent was taken. Based on baseline data 
obtained from assessment and relevant review of literature, 
the guidelines were developed by the researcher in a form of 
printed Arabic booklet and different illustrative pictures in 
order to facilitate understanding its contents. 

It consisted of two parts; the first one concerned with 
providing the patient with the essential information about 
anatomy of female reproductive organs, process of 
conception, infertility definition, types, causes and treatment 
methods. While second part concerned with information 
about fertility education and rehabilitation, 
(recommendations for dietary modification and prescription 

of regular moderate exercise within the context for her life 
& responsibilities, medications, work, activities, care before 
& after laparoscopy  and social life) and proper self-care 
measures that  could be applied to overcome physical or 
psychological problem. After three months of 
implementation of the guidelines, the follow up test for 
women were done by the same format of the questionnaire 
to evaluate the effect of the implemented guidelines. 

 
Statistical analysis 

The collected data was tabulated, computerized, 
analyzed and summarized by using descriptive statistical 
tests to test research questions by using SPSS version (20). 
The percentage, mean and standard deviation were used to 
summarize data.  The comparison between mean scores was 
performed using t-test, fisher exact and ANOVA test.  
Statistical significance difference was considered when P - 
value ≤ 0.05, and high significance when P - value ≤ 0.001 
and no statistical significance difference was considered 
when P - value > 0.05. 

 
Result 
Table (1): Distribution of infertile women according to Socio- demographic data: 

Socio- demographic data No. % 
Age /years 

18 – less than 28 47 47.0 
28 – less than 38 34 34.0 

38 – 48 19 19.0 
Mean ± SD 29.4 ± 7.5 years 

Occupation 
Work 54 54.0 

Not work 46 46.0 
Residence 

Urban 52 52.0 
Rural 48 48.0 

Marital duration/ years 
1 – less than 6 59 59.0 
6- less than 11 25 25.0 
11- less than 16 10 10.0 
16- less than 21 5 5.0 

21- 25 1 1.0 
Mean ± SD 2.8 ± 1.3 years 

Income / LE 
< 500 17 17.0 

500- less than 1000 45 45.0 
1000- 1500 17 17.0 

More than 1500 21 21.0 
Mean ± SD 1112.3 ± 629.5 LE 

 
Table (1): This table revealed that, women age ranged from 18 > 48 years old with mean 29.4 ± 7.5 years. Regarding 

occupation, 54% of studied group was a working women. Concerning to residence, 52% of them were living in urban areas,. 
Concerning to marital duration, 59% was one-five years. Also the income of them ranged from 500 >1500 LE with mean 1112.3 ± 
629.5 LE. 

 
Table (2): Mean and standard deviation of total scores of FertiQoL subscales with pre and post implementation of program (n= 
100). 

Item Pretest Posttest t P -value 

Emotion 15.9 ± 4.3 20.9  ± 3.3 9.219 0.000** 

Mind 17.4 ± 5.4 22.2 ± 4.3 6.996 0.000** 

Relation 17.9 ± 1.3 18.2 ± 1.6 1.306 0.193 ns 
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Item Pretest Posttest t P -value 

Social 17.5 ± 3.5 19.5 ± 2.7 4.534 0.000** 

Environment 18.1 ± 4.1 20.5 ± 3.2 4.683 0.000** 

Tolerability 9.2 ± 3.3 12.5 ± 2.6 7.838 0.000** 
Total Qol 103.2 ± 20.7 121.7 ± 15.5 7.144 0.000** 

NS= non-significant                                                    ** Highly significant 
Table (2): observed that total mean score of FertiQoL subscales was lower in pre-intervention than post the intervention 

with highly statistically significance in all FertiQoL subscales except relation domain in which P – value ≤ .000. 
 
Table (3): Relationship between studied infertile women's socio-demographic characteristics and their total score of quality of life 
(n= 100).                 

 
Socio- demographic data 

 

Total quality of life 
Pre Post 

Mean ± SD Mean ± SD 

Age /years   
18 – less than 28 106.1±  21.3 122.6± 15.2 
28 – less than 38 102.1±  19.5 123.8± 14.5 

38 – 48 97.9±  20.8 115.6 ±  17.3 
F (P - value ) 1.139 (.324) 1.886 (.157) 

Occupation    
Work 104.2±20.9 122.2± 15.9 

Not work 102.0± 20.5 121.0± 15.2 
F (P - value ) .258 (.612) .147 (.702) 

Residence    
Urban 102.2± 16.0 120.2±16.0 
Rural 123.0± 15.01 123.0±15.0 

F (P - value ) .224 (.637) .818 (.368) 
Marital duration/ years    

1 – less than 6 108.6±18.2 124.2±13.6 
6- less than 11 96.9± 22.1 119.6± 17.8 

11- less than 16 99.2± 19.6 118.8± 17.9 
16- less than 21 76.8± 18.2 107.8± 15.4 

21- 25 119.0± 0 123.0± 0 
F (P - value ) 4.388 (.003) 1.630 (.173) 

Income / LE   
< 500 106.7±23.5 128.2±14.4 
500- 104.2± 18.6 121.3± 15.1 

1000- 102.1± 20.0 121.1± 16.7 
More than 1500 100.4± 18.2 117.8± 14.2 

F (P - value ) .330 (.804) 1.502 (.219) 
F (P): ANOVA- test & P for ANOVA test   *: Significant at P  ≤ 0.05 

Table (3): revealed that total mean scores of FertiQoL and subscales was higher in (aged 18-28, working, rural infertile 
women, marital duration 1- 5 years and their income < 500) with no statistically significance differences P – value .000. 

 
 
 

 Table (4): Relationship between studied infertile women's infertility history and their total score of quality of life (n= 100).    
 

History of infertility 
 

Total quality of life 
Pre Post 

Mean ± SD Mean ± SD 
Type of infertility: 

Primary 103.1±  20.1 115.8± 14.0 
Secondary 109.9±  20.3 134.5± 10.3 

F (P - value ) 1.043 (.356) 20.390 (.000*) 
Infertility duration / years 

1 – less than 6 110.0± 18.41 125.6± 13.9 
6- less than 11 90.4± 16.9 116.3± 16.3 

11- less than 16 95.2± 19.8 114.5± 17.1 
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History of infertility 

 

Total quality of life 
Pre Post 

Mean ± SD Mean ± SD 
16- less than 21 74.8± 20.3 101.8± 8.3 

21- 25 119.0± 0 123.0± 0 
F (P - value ) 8.032 (.000) 4.282 (.003*) 

Causes of infertility  
Man 144.0± 19.9 147.0± 0 

Women 102.9± 21.6 122.1± 15.4 
Both together 102.6±21.9 120.1±15.4 
F (P - value ) 2.007 (.140) 1.550 (.217) 

F (P): ANOVA- test & P for ANOVA test *: Significant at P ≤0.05 
Table (4): found that total mean scores of FertiQoL and subscales was higher in women who (had one or more pregnancy 

(secondary infertility) and infertility duration 1-5 years) with highly statistically significance differences which P – value ≤ .05. 
Regarding causes of infertility total mean scores of FertiQoL subscales was higher in male factor infertility. 

 
 

Discussion 
Infertility is often experienced as a lonely road for 

the women. Infertility status and its related factors affect the 
quality of life through creating psychosocial stress, 
reduction of life satisfaction, increase of marital conflicts, 
and decrease of sexual and marital satisfaction. Infertility is 
considered a crisis with various biological, psychological, 
economic, ethical, and cultural consequences. As infertility 
is an unplanned and unexpected stressor, women typically 
lack the knowledge and skill set to adequately manage 
infertility stress. (8) The present study aimed to evaluate the 
effect of using self-care guidelines on the quality of life 
among infertile women through pre and post intervention. 

The present study showed that the mean age of the 
studied group was 29.4 ± 7.5 and this supported by Ismail & 
Moussa, 2017 (19) found that the mean age of (200) women 
aging from 18 to 48 years old the mean age for them was 
28.96 ± 6.85. Concerning occupation, it was noticed that 
more than one half of the studied group were a working 
women and this disagreed with Aoun & Moawed, 2012 (10) 
found in relation to wives occupation, most of them were 
house wives (80.3%). 
            Regarding the average monthly household income 
women with an income between 500-1000 LE constitute the 
near to half of the studied group  which it's the highest 
percent and this in accordance with Charandabi, et al., 2012 
(11) reported (41%) highest percent. In the same line Ferreira, 
et al., 2015 (12) reported that women income between 500-
1000 LE constitute the majority of the sample (29.7%). 

The present study results revealed that the 
infertility reduces quality of life where the infertile women 
had lower total mean score of quality of life 1023.2±20.7 in 
pre-intervention which increased 121.7 ± 15.5 in post test 
after the intervention with highly statistically significance in 
FertiQoL in all subscales except relation domain, with 
higher mind subscale and lowest tolerability subscales in 
post test. This result agreed with the results of more than one 
study: First, Parnian et al, 2017 (13) found that the infertile 
women had better quality of life, with total mean score 
88.22±13.75. 

  Second, Amiri et al, 2017 (14) found that infertile 
women quality of life score was barrels to the total score of 
fertile women after the applications of their program with 
significantly different. Third, Onat & Beji, 2014 (15) reported 
that total quality of life of the infertile women was higher 
with statistically significant difference. The difference 

between the quality of life of women in this study with other 
studies may be due to cultural, social, and economic 
differences in other societies, which can affect quality of life 
of people. And this study disagreed with the researchers, 
Hassanin et al, 2017 (16) studied "Primary infertility and 
health-related quality of life in Upper Egypt", Hsu et al, 
2013 (17) and Valsanghar et al, 2012 (18) found that their 
studied groups had low total score quality of life, with no 
significant difference. 

The present study revealed that the younger 
infertile women aged 18-28 years had higher mean score of 
total quality of life than the older one. This was expected 
since younger infertile women had lesser life experience of 
failed infertility treatment and better chances to get 
pregnancy compared to older one. This result is un similar to 
the results of Rashidi et al, 2012(19) reported that younger 
age was a significant poorer health-related quality of life. On 
the contrary, the study of Aduloju et al, 2015 (20) revealed 
that the younger age group obtained the lowest scores in all 
four domains of quality of life. Also, the study of Karabulut 
et al, 2013 (21) revealed that the younger women feel the 
effect of infertility in their relationship more intensely 
(relational domain), a younger age did not create any 
difference in overall quality of life.  

The present study results revealed that the women 
with secondary infertility had significantly higher mean of 
total score of quality of life than those with primary 
infertility. This is expected since being a mother or even 
being pregnant increases the social respectability of the 
woman. Therefore, already having a baby probably 
decreases infertility related problems and leads to an 
increase in total quality of life score. On the other hand, 
childless brings about social isolation and decreased 
tolerability to treatment in women with primary infertility. 
This result is in agreement with Aduloju et al, 2015(20) and 
Karabulut et al, 2013 (21) reported that the women with 
primary infertility had lower total score of quality of life. 

Also present results revealed that there is 
statistically significant difference between the duration of 
infertility and the total score of quality of life and the 
significance is for 1-5 years. This finding is in accordance 
with Rashidi et al, 2012 (19) found that the duration of 
infertility was significant predictors of poorer health-related 
quality of life. This is supported by Aduloju et al, 2015 (20) 
and Karabulut et al, 2013(21) found that total quality of life 
was shown to be lower with prolonged duration of 
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infertility. Also Dillu et al, 2013 (22) suggested that the level 
of quality of life of female partners is dependent upon the 
duration of infertility.  

The present study revealed that the women with 
female cause of infertility had significantly lower total score 
of quality of life than those with other infertility causes. This 
may be due to the fact that the women with female infertility 
causes are blamed (or sometimes they take  all the blame) 
such blaming (regardless of the diagnosis) causes more 
distress and deteriorations in quality of life in infertile 
women. This is supported by Parnian et al, 2017 (13) reported 
that there was a negative and significant correlation between 
quality of life and the female cause of infertility. 

 
In my result total mean scores of FertiQoL and 

subscales was 102.9 ± 21.6 female factor infertility which 
increased to 122.1± 15.4 after the intervention. This may be 
attributed to that the self care guidelines had been found to 
be an important factor closely associated with quality of life. 
Effective guidelines play an essential role in maintaining 
one's physical and psychological wellbeing by preserving a 
healthy body weight, keeping out exercises programme and 
dealing with infertility stressors wisely. It also helps to 
lessen stress, resolve uncomfortable feelings, preserve 
ability to effectively function in work, activities of daily life 
(ADL), relationships and maintain a positive self-concept 
that promotes good quality of life.  

 
 

Conclusion 
Female infertility has a varied impact on multiple 

dimensions of health and QoL as evidenced by this study.  
 
Recommendations 

1. Applying the developed self-care guidelines in all 
out-patient's clinics of infertility units and in-
patients unit too. 

2. Nurses should provide health education to women 
about anatomy of female reproductive organs, 
menstrual cycle, process of conception, cause of 
infertility, its types and management through 
workshops, brochures and posters. 

3. Educational programs should be carried out for 
nurses to provide them with essential information 
regarding infertility coping strategies to the infertile 
women. 

4. Further researches needed to be carried out to 
investigate different factors and their association 
with prevalence of infertility. 
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Abstract 
Background: umbilical cord blood is a rich source of stem cells, making it a valuable tissue resource in the 

clinical field of stem cell therapy and transplantation. Aim: evaluate effect of guideline on maternity nurses' 
knowledge about process of cord blood collection. Research question: what is effect of guideline on maternity 
nurses' knowledge regarding cord blood collection process. Research Design: Descriptive research design was 
utilized to fulfill the aim of this study material  and methods: setting This study was conducted at Minia university 
hospital & General Minia hospital.sample:convenient sample included 78 nurses. Tool: in form of structured self-
administrative questionnaire developed by the researcher which include: socio-demographic characteristics, 
knowledge about cord blood banking, diseases that can be treated with umbilical cord blood, recommended 
procedures during umbilical cord blood collection and barriers in applying cord blood banking. Results: The main 
finding of the study were majority of sample have inadequate knowledge . Conclusion: health education was 
effective in increasing knowledge about umbilical cord blood banking .recommendation: these finding indicate need 
to Adequate planned in-services related to cord blood collection and banking must established to develop nurses 
knowledge, attitude and practice  

. 
Key Words: Nurses, Maternity, Knowledge, umbilical cord 
 
Introduction  

Umbilical cord blood, the 100 or so milliliters of 
blood retained in the placenta and cord after birth, is an 
accessible source of hematopoietic stem cells. It has become 
therapeutically valuable tissue over the last fifteen years 
because it can act as a substitute for bone marrow transplant 
in the treatment of blood disorders. Since the 1970s, bone 
marrow transplant has been used to rebuild the patient’s 
blood system as part of the treatment for leukemia, immune 
deficiency, aplasia and genetic metabolic disorders. (1)  

Despite different knowledge and attitudes of 
obstetricians, maternity nurses and midwives regarding cord 
blood banking, these professions requested further 
information on the topic, and many had not received recent 
formal education on cord blood collection, storage options 
and transplantation .Most studies highlighted the importance 
of health care professionals being educated on cord blood 
banking so that they can accurately and confidently discuss 
this with their patients. (2)  

Further research is required to identify and 
investigate health care professionals concerns regarding the 
practice of cord blood collection, the sources and influences 
associated with health professionals’ negative views about 
cord blood banking, timing of cord clamping and safety of 
mother and infant. Understanding these factors may assist in 
addressing health professional knowledge and attitude 
deficits, which in turn impact their ability to provide parents 
with evidence-based, unbiased information to support 
autonomous parental decision-making in this important area. 
(3)  
 
Aim of the study 
The aim of this study to:- 

1. Evaluate effect of educational guideline on 
maternity nurses knowledge regarding process 
of cord blood collection 

1. Research question 
 What is effect of educational guideline on 

maternity nurses' knowledge regarding process of 
cord blood collection? 

 

Subjects and Methods 
Research Design: 

Descriptive research design was utilized to fulfill 
the aim of this study. 
 
Setting:  

This study was conducted at Minia university 
hospital & General Minia hospital. 
 
Sample:  

Convenient sample will utilized in this research 78 
female nurses who work in Obstetrics and Gynecology 
Department at Minia university Hospital (60) & General 
Minia hospital (18) 
 
Inclusion criteria 

 All nurses working in Minia University Hospital in 
antenatal, labor, postpartum ward and outpatient 
clinics 

 All nurses working in General Minia Hospital in 
antenatal, labor, postpartum ward and outpatient 
clinics 

 Nurses who accepted to participate in the study 
 
Tool of the study: 
Structured self-administrative questionnaire 

  A structured self-administrative questionnaire was 
developed by the researcher for data collection to fully meet 
the demands of this research. After that the developed 
questionnaire are revised by Obstetrical and Gynecological 
experts in nursing and then has been translated into Arabic 
language. The questionnaire included:- 

Part 1: (socio-demographic data): contained 
questions on the personal data of the recruited nurses such as 
age, qualifications, and years of experience. 

Part 2: (question to assess nurses knowledge about 
umbilical cord blood banking) which included multiple 
choice questions such as, site of obtaining cord blood, time 
of obtaining it, advantages and disadvantages of cord blood, 
types of cord blood banks, effect of cord blood collection on 
mother and fetus, disease treatable with cord blood 
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,recommended procedure for cord blood collection, places 
for cord blood storage, length of time for cord blood storage, 
, responsible persons for collecting cord blood, and 
technique of cord blood collection and importance of stem 
cell from umbilical cord blood. 

 
Scoring system for the nurse's knowledge will be 

calculated as Below 60% will be regarded as inadequate 
knowledge, 60 % and above will be regarded as Adequate 
knowledge. 

 
Validity of tools 

To establish validity, the questionnaire will be piloted 
on panel of 4 experts of Obstetrics and Gynecological staff, 
and Nursing professors who reviewed the tool for clarity, 
relevance, comprehensiveness, understanding, applicability 
and easiness. A pilot study was conducted on 10% of female 
nurses (8 nurses) from Minia University Hospital and 
General Minia Hospital, to test feasibility of tools and time 
required to be applied. Simple modification was done of 
some items of the questionnaire that they were not 
consistent with this study. The participants of the pilot study 
were included in the study sample. 
 
Ethical consideration: 

Before the conduction of the pilot study as well as the 
actual study, an official permission and consent was 
obtained from the dean of the Faculty of Nursing, as well as 
the Director of Minia university hospital and General Minia 
hospital. Consent was obtained from nurses that are willing 
to participate in the study, after explaining the nature and 
purpose of the study. Study subject have the right to refuse 
to participate and or withdraw from the study without any 
rational any time. Study subject privacy was considered 
during collection of data No health hazards was present.  
Participants were assured that all their data are highly 
confidential. 

 
Procedure: 

The following phases were adopted to fulfill the 
aim of the current study; assessment, planning, 
implementation, and evaluation phases. These phases were 
carried out from the beginning of April 2016 to the end of 
October 2016 covering 6 months. Official approvals and 
letters to conduct this research were obtained from dean of 
researcher faculty to directors of the previous mentioned 
setting 
 
Assessment phase 

This phase encompassed interviewing the nurses to 
collect baseline data, at the beginning of interview the 
researchers greeted each nurse, explained the purpose, 
duration, and activities of the study and taken their oral 
consent. Pre-test was done to assess nurses’ knowledge 
regarding cord blood collection and its barriers. The data 
obtained during this phase constituted the base line for 
further comparison to evaluate the effect of guideline. 
Average time for the completion of each nurse questionnaire 
was around (15-20 minutes).  
 
Planning phase 

Based on baseline data obtained from pre-test 
assessment and relevant review of literature, the educational 
intervention was developed by the researchers in a form of 

printed Arabic brochure to satisfy the studied nurses’ deficit 
knowledge, regarding cord blood collection. 

General objective of the educational intervention 
was to improve nurses’ knowledge about cord blood 
collection and stem cells. 

Specific objectives of the educational intervention: 
after completion of the educational intervention, each nurse 
should be able to: 

 Define umbilical cord blood 
 Define umbilical cord blood banking 
 Define stem cells 
 Mention importance of umbilical cord blood 
 Identify advantages and disadvantages of umbilical 

cord blood 
 Identify diseases that can be treated by cord blood 
 Identify types of cord blood banks 
 Determine role of the nurse in cord blood collection 

which include: 
1) After the infant is born, cut the cord as 

close to the infant as normal procedure 
permits.  

2) Choose a site 4-6 inches from the cut end 
of the umbilical cord for drawing the cord 
blood. 

3) Wipe the site with gauze to remove blood. 
Use iodine swab to clean the entire width 
of the cord within 4 inches of the chosen 
puncture site. After cleaning the site, do 
not allow secretions, non-sterile items, or 
maternal blood, to contaminate the 
puncture site. 

4) Using sterile technique, remove the needle 
cap from the cord blood collection bag. 

5) Insert the needle of the collection bag into 
the cleaned puncture site of the umbilical 
vein. 

6) As the blood begins to flow, hold the 
needle in place and lower the collection 
bag to allow blood to flow into the bag by 
gravity. 

7) While filling, gently rotate the bag to mix 
blood with anticoagulant. 

8) When blood flow stops, remove the needle 
from the vein and allow the blood in the 
tubing to drain into the bag. 

9) Clamp the tubing 3-6 inches below the 
needle (clamp enclosed). 

10) Remove the needle and discard in a sharps 
container. Tie two knots in the tubing 
below the clamp. 

11) Write mother’s name and social security 
number on label provided in kit. Affix 
provided label on collection bag. 

 
Implementation phase 

An educational brochure that distributed to all 
nurses .Arabic language was used to suit the nurses’ level of 
understanding. Brochure contained information about cord 
blood banking such as definition of cord blood, definition of 
cord blood banking, definition of stem cells, importance of 
cord blood, advantages and disadvantages of cord blood, 
diseases that can be treated by cord blood, duration of cord 
blood banking, method of cord blood collection, and types 
of cord blood banking by staying with nurses in each shift 
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explaining the content of brochure within 30 minutes and 
leaving nurses reading brochure then giving nurses time if 
there is any misunderstanding point clarifying it. 
 
Evaluation phase 

Posttest was done two times. the first time 
Immediately after distributing brochure and explaining it 
content and second time after three months of 
implementation of the educational intervention, the follow 
up test for nurses’ knowledge were done by the same format 

of the pretest to evaluate the effect of the implemented 
guideline. 
 
Statistical analysis 

The collected data was tabulated, computerized, 
analyzed and summarized by using descriptive statistical 
tests to test research questions by using SPSS version (20). 
Probability (p value) less than 0.05 was considered 
significant and less than 0.001 was considered highly 
significant 

 
Result 
Table (1): Distribution of studied nurses according to personal characteristics   

Socio-demographic characteristics No. (n=78) % 
Age (years)   

 <25 years 14 17.9 
 25-30 years 57 73.1 
 >30 years 7 9.0 

Mean ±SD 28.34±9.57 
Qualification   

 Nursing secondary school 36 46.2 
 Nursing technical institute 29 37.2 
 Nursing bachelor 13 16.7 

Years of experience   
 <5 years 28 36 
 5-10 years 31 39.7 
 > 10 years 19 24.3 

Mean ±SD 11.65±7.81 
It show that mean of age 28.34±9.57. Regarding nurses qualification it was observed that near half of sample 46.2% were 

secondary educated. According to years of experience it was founded that sample with mean of 11.65±7.81 years 
 

Table (2): Relationship between knowledge of the nurses about umbilical cord blood banking in pretest, immediate and posttest 

Knowledge 
Pre 

(n=78) 
Immediate 

(n=78) 
Post 

(n=78) P value 
No. % No. % No. % 

 Inadequate  75 96.2 13 16.7 32 41.0 0.000* 
 adequate  3 3.8 65 83.3 46 59.0 

Significant p-value was considered when p-value was less than 0.05 
<60(inadequate)                          >=60(adequate) 

It  show that majority of sample in pretest have inadequate knowledge while minority of sample have adequate knowledge 
by comparison with immediately posttest it was founded that more than three quarter of sample have adequate knowledge and less 
than one quarter of sample have inadequate knowledge. 
 
Table (3): Distribution of sample according to knowledge about cord blood collection 

Level of knowledge about cord blood collection 
Pre 

N=78 
Immediate 

N=78 
Post 

N=78 
 
 P value 

No. % No. % No. %  
Nurses knowledge about source of umbilical cord blood collection 

 Umbilical cord 38 48.7 72 92.3 71 91.0 
0.000*  Placenta 3 3.8 0 0.0 0 0.0 

 Don’t know 37 47.4 6 7.7 7 8.9 
Nurses knowledge about part of umbilical cord we can obtain blood  

 Arterial 4 5.1 2 2.6 3 3.8 

0.000*  Venous 4 5.1 21 26.9 24 30.8 
 Both vessel 28 35.9 50 64.1 37 47.4 
 Don’t know 42 53.8 5 6.4 14 17.9 

Nurses knowledge about time of  obtaining  umbilical cord blood  
 Before placenta separation 31 39.7 7 9.0 8 10.3 

0.000*  After placenta separarion 2 2.6 9 11.5 28 35.9 
 Before and after placenta separation 5 6.4 58 74.4 32 41.0 
 Don’t know 40 51.3 4 5.1 10 12.8 
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Level of knowledge about cord blood collection 
Pre 

N=78 
Immediate 

N=78 
Post 

N=78 
 
 P value 

No. % No. % No. %  
Do you know amount of blood obtained from umbilical cord   

 Yes 14 17.9 67 85.9 60 76.9 0.000* 
 No 64 82.1 11 14.1 18 23.1 

Amount of blood that can obtained from umbilical cord   
 Less than 100 ml 0 0.0 2 3.0 3 5.0 

0.000*  100 ml 11 78.6 58 86.6 37 61.7 
 More than 100 ml 3 21.4 7 10.4 20 33.3 

Time needed for collecting umbilical cord blood   
 10 minute 4 5.1 62 79.5 49 62.8 0.000* 
 5 minute 1 1.3 5 6.4 9 11.5 

It show that 47.4% of sample in didn’t know the source of obtaining cord blood while in post test it was observed that 91% 
of sample identified that umbilical cord is the source of obtaining cord blood. As regarding time of obtaining cord blood it was 
observed that 51.3% of sample didn’t know the correct time of obtaining cord blood while 41% of sample in post test know time 
of obtaining cord blood. 
 
Table (4) :Distribution of sample according to Knowledge about Advantages, disadvantages &diseases treatable with umbilical 
cord blood 

Knowledge about Advantages , disadvantages &diseases 
treatable with umbilical cord blood 

Pre 
N=78 

Immediate 
N=78 

Post 
N=78 P value 

No. % No. % No. %  
Nurses knowledge about Advantages of using umbilical cord blood 

 Available source of hematopoietic stem cells 32 41.0 75 96.2 60 76.9 

0.000*  Lifesaving procedure 6 7.7 46 59.0 36 46.2 
 Treat some of diseases 37 47.4 43 55.1 38 48.7 
 Don’t know 14 17.9 0 0.0 0 0.0 

Nurses knowledge about Disadvantages of using umbilical cord blood  
 May endanger newborn survival 27 34.6 27 34.6 15 19.2 

0.014* 

 Transmission of blood born infectious diseases 16 20.5 21 26.9 36 46.2 
 May cause anemia to newborn 3 3.8 0 0.0 1 1.3 
 Difficult of cord blood collection from cases because 

of diseases 16 20.5 30 38.5 26 33.3 

 Don’t know 16 20.5 0 0.0 0 0.0 
*Nurses knowledge about Diseases that treatable with umbilical cord blood cells  

 Malignancies 31 39.7 75 96.2 66 84.6 

0.000* 

 Leukemia or lymphoma 36 46.2 71 91.0 62 79.5 
 Blood diseases 26 33.3 64 82.1 54 69.2 
 Metabolic disorders 23 29.5 64 82.1 54 69.2 
 Immunodeficiency 26 33.3 72 92.3 62 79.5 
 Bone marrow failure 27 34.6 65 83.3 51 65.4 
 Don’t know 31 39.7 3 3.8 7  

  
 It show that 17.9% of sample didn’t know advantages of cord blood in pretest while all sample in posttest identified 

advantages.as regarding disadvantages it was observed that 20.5% didn’t know disadvantages of cord blood in pretest while all 
sample in posttest identified disadvantages. Findings of the present study represented that, 96.2% reported that cord blood can 
treat malignancies, 79.5% reported that can treat leukemia and immunodeficiency, while 69.2% reported that can treat blood 
diseases and metabolic disorders. sample had a considerable knowledge regarding the diseases that can be treated by the cord 
blood. 
 
Discussion 

In spite of many benefits of the stem cells obtained 
from umbilical cord blood, the umbilical cord was 
considered medical waste and disposed of following 
delivery along with the placenta due to the lack of 
knowledge about its the benefits and uses. (4) In addition, 
from the researchers’ clinical experience, they found that 
there was poor knowledge regarding cord blood collection 
and stem cells among maternity nurses. Hence, it is 
imperative to raise nurses’ knowledge about recent issues of 

cord blood collection and stem cells. (5) This study was 
aimed to evaluate effect of educational guideline on 
maternity nurses’ knowledge regarding cord blood 
collection and its utilization. 

 When exploring the knowledge of the nurses about 
the umbilical cord blood banking , an important element 
highlighted in this study is the lack of  nurse's knowledge in 
basic clinical information regarding UCBB. In the present 
study it was observed that majority of sample have 
inadequate knowledge in pretest .By comparison with 
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posttest it was founded that more than three quarter in 
immediate posttest have an adequate knowledge 

The present study was in the same line with (6), who 
assess maternity nurses knowledge about umbilical cord 
blood banking who founded that more than three quarter of 
the studied nurses had inadequate knowledge. Results of 
current study were Similar to study which was done by (7) 
Hatzistilli et. al, 2014, to examine the health professionals' 
knowledge and attitude towards the umbilical cord blood 
donation in Greec, and concluded that, the knowledge 
regarding the donation of umbilical cord blood was 
evaluated to be majority  of the sample  have inadequate 
knowledge regarding the collection's, storage and use of 
UCB 

The present study findings are similar to (8) Lovis, 
V. 2010, who study evaluation of the effectiveness of self-
instructional module on knowledge of placental stem cell 
and its utilization among staff nurses in selected hospitals at 
Mangalore. Who found that the majority of staff nurses have 
poor knowledge in the pre-test. Whereas in the posttest, 
most of the staff nurses had good knowledge regarding cord 
blood collection and stem cells and its utilization. 

In contrast to current results (9), who study Pregnant 
Women's Knowledge and Attitudes about Stem Cells and 
Cord Blood Banking. In the US who reported that three 
quarter described themselves as minimally informed, 
minority described themselves as extremely knowledgeable, 
near half of study were unaware of the potential for cord 
blood use by a sibling and less than quarter of study were 
educated by their healthcare provider on cord blood 
banking. 

Inadequate  knowledge may be related to the fact 
that cord blood collection  are new advanced trend and the 
nursing schools curriculum, especially the secondary level 
schools are still deficient in this issue. As well as after 
graduation, nurses neglect reading updating their 
professional knowledge besides lack of motivation.  

The present study show that more than half of 
sample didn’t know source of blood collection,  minority of 
sample reported that arterial , while more than quarter  
reported that venous while near half of sample reported that 
arteries and venous are correct site of obtaining cord blood. 
This result was similar to study  done by(6), who study  
Nurses, Knowledge about Umbilical Cord Blood Banking 
who founded  that more than half of sample didn’t know, 
more than one third  reported that both vessel, while near 
quarter reported that venous is the correct site for collection  

Findings of the present study represented that, 
96.2% reported that cord blood can treat malignancies, 
79.5% reported that can treat leukemia and 
immunodeficiency, while 69.2% reported that can treat 
blood diseases and metabolic disorders. Sample had a 
considerable knowledge regarding the diseases that can be 
treated by the cord blood. They knew that the cord blood can 
treat immunodeficiency diseases, malignancies, metabolic 
disorders and bone marrow failure. 

The results of current study different from study 
done by (10) Deeksha Pandey, 2016 about Banking Umbilical 
Cord Blood (UCB) Stem Cells: Awareness, Attitude and 
Expectations of Potential Donors from One of the Largest 
Potential Repository in India who founded that one third of 
study were unsure what to expect out of UCB banking. 
Around one-fifth thought it would be useful for chronic 
diseases such as hypertension and diabetes and minority of 

study thought it would be useful to treat cancer, chronic 
illness and also useful in regenerating organs in future. One-
fourth of study was over optimistic, and they felt that it 
could be used for any of the indication above. 

 
 

Conclusion 
Study  can be concluded that there was a 

statistically significant improvement in nurses’ knowledge 
immediately, and three months after intervention. The 
implementation of an educational intervention was effective 
and significantly improved nurses’ knowledge towards cord 
blood collection and banking. Furthermore, the above 
mentioned findings proved and supported the research 
question. 

 
Recommendations 

 Training programs  related to cord blood collection 
and banking should be provided for health care 
professional 

 Booklet regarding cord blood collection and stem 
cells should be available in labor unit  

 counseling should be provided for pregnant women 
during antenatal period about umbilical cord blood 
banking options , benefits, and procedure not 
adversely affect health of mother or newborn 

 More studies should be done and we should 
increase sample to generalize finding 
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Abstract 

Background: Family planning (F.P) is an important strategy in promoting maternal and child health. 
Contraceptive use is a key factor in preventing unwanted pregnancies, reducing maternal and child mortality, and 
improving the lives of women and their families. A recent study estimated that contraceptive use could avert more 
than two-fifths of maternal deaths. Aim of this study: was to assess the effect of implementing guideline instruction 
on awareness of newly married women regarding family planning methods Research question: what is the effect of 
implementing guideline instruction on awareness of newly married women regarding family planning methods?. 
Research design: A Descriptive cross sectional research design has been utilized in the present study. (Subjects and 
methods) Sample: Three hundred participants were included in this study. Tools: a structured interviewing 
questionnaire sheet developed by the researcher. Pretest was done to evaluate participant's knowledge regarding 
contraceptives then the guideline and health education for participants, Post evaluation was done to test 
improvement of their awareness after 3 months of intervention. Results: showed that level of knowledge regarding 
contraceptives among newly married women was poor in the pre test while after implementing the guideline and 
health education a great improvement in their level of knowledge was observed with high statistical significant 
difference (P≤ 0.001). Conclusion: health education and implemented guideline were effective in increasing the 
knowledge of women regarding family planning. Recommendations: Efforts should be made to strengthen the 
media for providing accurate knowledge about F.P programs, premarital family planning counseling for male and 
females, and increase quality of F.P services staff through training program and updating information. 

 
Key words: awareness, family planning and newly married. 
 
Introduction  

Increasing population growth is a worldwide 
problem today. Family planning saves lives and can improve 
the health of women, children and society as a whole. 
Gaining control of one’s reproductive choices and fertility 
has health benefits for both mother and child. Some people 
have argued that enhanced living standards and life 
expectancy, education, and women’s emancipation are the 
most effective ways to reduce fertility and curb populations 
growth, though of course contraceptive methods should be 
available. However, it has been noted that having family 
planning programs and services available speeds up fertility 
decline and slows population growth. (1) 

The health impact of family planning occurs 
primarily, through the avoidance of unwanted pregnancies, 
limiting the number of births,  proper spacing, and timing 
the births particularly the first and last, in relation to the age 
of the mother. (2)  A variety of different methods of 
contraception are available, which are generally extremely 
safe compared with the risks associated with pregnancy and 
childbirth. Not all methods are suitable for everyone. 
Expanding the number of family planning options available 
to women is a critical part of increasing contraceptive 
coverage, decreasing unintended pregnancies and reducing 
maternal morbidity and mortality around the globe. (3) 

There are 5 primary ways family planning methods 
can work: 1) block sperm from reaching the egg; 2) change 
the man’s sperm so they cannot fertilize the egg; 3) prevent 
eggs from being released; 4) thicken mucus in the cervix, 
preventing sperm from passing; 5) alter the lining of the 
uterus (womb) so the fertilized egg does not attach or 
implant on. Many methods have multiple actions, and it is 
currently not possible to precisely determine the 
contribution of each. Periodic abstinence is often a part of 
fertility awareness-based methods (natural family planning). 

These methods can also be used to increase the chances of 
achieving a pregnancy. (4) 

Contraception (birth control) may be part of the 
nurse’s responsibility in family-planning clinics, in 
physician or nurse-midwife practices, or on the postpartum 
or gynecology units of an acute care hospital. The nurse’s 
role in family planning includes the following: (answering 
general questions about contraceptive methods, explaining 
different methods that are available, including accurate 
information about their advantages and disadvantages, and 
teaching the correct use of the method or methods of 
contraception that the patient chooses), etc. (5) 

 
Significance of the study 

 In developing countries, there is lack of knowledge 
of newly married about different methods of family 
planning.  

 High fertility and rapid population growth have an 
impact on the overall socio-economic development 
of the country in general and maternal and child 
health in particular. (6)  

 
Aim of the study 

The aim of this study was to assess the effect of 
implementing educational guideline on awareness of newly 
married women regarding family planning methods. 

 
Research question 
What is the effect of implementing guideline 

instruction on awareness of newly married women regarding 
family planning methods? 
  
Subjects and Methods 
Research Design: 

A Descriptive research design has been utilized in 
the present study. 
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Setting:  
This study was carried out at MCH centers in 

Minia city especially at premarital counseling services 
office; there are 2 MCH centers in Minia city. Western 
MCH center serving Minia city only that is providing care 
for about one thousand woman each year. Eastern MCH 
center covering the whole Minia centers (9 centers) and 
providing care for about two thousands woman each year. 
Both centers work from 9 A.m to 2 p.m.  
 
Sample  

A purposive sample of newly prides was recruited 
in the current study according to Inclusion criteria: newly 
married women, Women who can read and write to be able 
to read the guideline. Exclusion criteria: previously married, 
divorced or widow women and prides went to perform the 
certificate after marriage has occurred. A total of 10% of 
prides presented to both MCH centers in 2016 with a total 
3000 prides were recruited to be included in the study, so 
sample became 300 pride, 150 prides was taken from each 
MCH center. 
 
Tools of the study: 

A structured interviewing questionnaire tool was 
designed by the researcher that aims to identify the effect of 
implementing guideline instruction on awareness of newly 
married women regarding family planning methods in Minia 
city. The questionnaire was composed primarily of closed-
ended questions with a set of defined answers, from which 
the interviewee was asked to choose one response in some 
questions and more answer in other questions. The 
interviewer was instructed to read the questions aloud and to 
record respondents’ answers.  

 
The questionnaire includes the following parts:- 
Part 1: Sociodemographic data: This includes (Participant’s 
age, educational level, occupation, Residence, Husband’s 
age, Husband’s occupation, average monthly income). 
Part 2: Awareness about family planning methods: This 
includes questions to assess the woman's knowledge about 
family planning methods such as: 

Whether she heard about the word "birth spacing"?, 
What does birth spacing mean to her? , different types of 
contraceptives, the first choice of contraceptive methods for 
newly married women, whether she use any one of them?, 
Sources of information regarding contraceptives, Side 
effects of family planning methods, the possible 
complications that may arise after using contraceptives, 
Who must prescribe the contraceptive methods?, What are 
places to go that introduce family planning services?, and 
whether she need for more information about contraceptive 
methods?. 
 
Scoring system 

Level of knowledge was assessed by evaluating 
questions of awareness, Each correct answer corresponds to 
1 point, some questions have one answer so it takes either 
(zero if no answer or 1 if correct answer) and other 
questions have more than one answer that takes either (zero 
if no answer, 1if one answer or 2 if more than one answer) 
so there was a total of 31 points for questions that evaluate 
awareness. A total score of 10 or less was considered have 
poor knowledge, and participants who scored (11-19) were 

considered have good knowledge, while score of 20 or more 
considered to have very good knowledge. 

Regarding guideline instruction, it contained all 
information the woman may need about different family 
planning methods, each method how it works, when to start, 
advantages, disadvantages, side effects, and complications. 
The guideline also supplied with figures. 
 
Validity of tools 

To establish validity, the questionnaire was piloted 
on Jury committee composed of a panel of 5 experts of 
Obstetrics and Gynecological staff, and Nursing professors 
(Minia and Assiut universities) who reviewed the tool for 
clarity, relevance, comprehensiveness, understanding, 
applicability and easiness.  
 
Ethical consideration: 

An official permission and consent was obtained 
from the dean of the Faculty of Nursing, as well as the 
directors of both MCH centers after explaining the nature 
and purpose of the study. Prides have the right to refuse to 
participate and or withdraw from the study without any 
rational any time. Prides privacy was considered during 
collection of data no health hazards were present.  
Participants were assured that all their data are highly 
confidential. 
 
A pilot study 

A pilot study was done for (10%) of the 
participants (30 prides) from the sample to test the 
applicability and clarity of the questions in the tool and the 
necessary modification was done. According to the results 
of the pilot study, tools modifications were done and the 
prides that were tested in the pilot study were excluded from 
the main study sample. The total sample was collected on 
the modified sheet. 
 
Procedure: 

The following phases were adopted to fulfill the 
aim of the current study; assessment, planning, 
implementation, and evaluation phases. These phases were 
carried out from March 2016 to January 2017. Official 
approvals and letters to conduct this research were obtained 
from research ethical committee of faculty of nursing, dean 
of faculty and director of each MCH center. 

Assessment phase: in which data was obtained and 
recorded by the researcher from the prides in the MCH 
center while she attended to perform premarital certificate. 
Data assess their knowledge about family planning methods, 
at the beginning of the interview the researcher greeted each 
participant, explained the purpose, duration, and activities of 
the study and taken oral consent.  

Planning phase: in which the educational guideline 
was developed by the researchers based on relevant review 
of literature, in a form of printed Arabic brochure to satisfy 
the main aim of the research 

The main objective of the educational intervention 
was to raise participants' awareness about different family 
planning methods 

Implementation phase: After filling the 
questionnaire, the researcher provided health education 
about family planning methods and answer to all questions 
of participants related to this subject. Also corrects 
misconceptions inherited from different sources. At the end 
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of each interview, each pride received a guideline. Then 
instruct participants to attend the MCH center after three 
months of  the guideline to carry the posttest test and 
evaluate its effect on their level of knowledge by the same 
format of the questionnaire.  

Evaluation phase: Contact the woman after passing 
3 months following marriage, some of them came to the 
center where follow up was carried out by actual interview 
and others apologized to attend so the researcher was 
obliged to perform the follow up through the telephone. 
Using the same interviewing questionnaire. The researcher 

turned to refill the same questionnaire to evaluate the effect 
of the implemented guideline on their awareness about 
contraceptives. 

 
Statistical analysis 

The collected data was tabulated, computerized, 
analyzed and summarized by using descriptive statistical 
tests to test research questions by using SPSS version (20). 
Comparison between pretest data and posttest data was done 
using Chi square and P. value considering P. value ≤ 0.05 
(significant) and P≤ 0.001 (highly significant). 

 
Result 
Table (1): Distribution of the sample according to Personal data: 

Items No. (N= 300) Percent (%) 
Age / years: 
Less than 20 years 128 42.7 

 20-25 years 108 36.0 
25-30 years 46 15.3 
More than 30 18 6.0 
Mean age  S.D 21.7± 4.5  
Educational levels 

Read and write 72 24.0 

 Primary 44 14.7 
Secondary 112 37.3 
University 72 24.0 
Occupation 

Student 36 12.0 
 Working 38 12.7 

Housewife 226 75.3 
Residence 

Rural 234 78.0  Urban 66 22.0 
Husband’s age /(years)  

Less than 20 years 6 2.0  
20-25 years 138 46.0  
25-30 years 108 36.0  
More than 30 48 16.0  
Mean age  S.D 25.8± 3.8  
Husband’s occupation  

Not working 154 51.3  
Working 146 48.7  

              Table (1): show the distribution of the studied sample according to personal data in which the mean prides age was 
(21.7± 4.5) years. Regarding educational level, it was observed that more than one third of the studied sample (37.3%) was 
secondary school, while (14%) only were primary education. The majority of the sample (75.3%) was housewives. According to 
residence, it was found that (78%) reside in rural areas. On the other side, it was found that the mean husbands age is (25.8± 3.8) 
yrs. And more than half of them were not working. 
 
Table (2): Distribution of the sample according to types of contraceptive methods known 

Item # 
types of contraceptive 

 

Test (N=300) 
chi2 P. value pre-test Post-test 

No. % No. % 

a. Natural contraceptives 

Safe period 10 3.3 44 14.7 

77.99 0.001** Withdrawal 4 1.3 14 4.7 
Lactational amenorrhea 6 2.0 92 30.7 
I don't know 280 93.3 150 50.0 

b. Hormonal 
contraceptives 

Pills 194 64.7 298 99.3 

124.650* 0.02* Injection 4 1.3% 2 0.7 
Implanon 8 2.7 0 0.0 
I don't Know 94 31.3 0 0.0 

c. Barrier 
contraceptives 

Male condom 14 4.7 170 56.7 195.329* 0.012* Spermicides 0 0.0 2 0.7 
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Item # 
types of contraceptive 

 

Test (N=300) 
chi2 P. value pre-test Post-test 

No. % No. % 
Female condom 2 0.7 0 0.0 
I don't know 284 94.7 128 42.7 

d. mechanical methods IUD 134 44.7 292 97.3 202.072* 0.009* I don't Know 166 55.3 8 2.7 

e. Surgical methods 
Female sterilization 22 7.3 114 38.0 

89.205* 0.02* Male sterilization 0 0.0 6 2.0 
I don't Know 278 92.7 180 60.0 

 *statistical significant at P≤ 0.05                                                  ** high statistical significant P≤0.001  
N.B1: (#) more than one item was checked and the table didn’t use normal distribution                              
N.B2: total is not 100% as women knew of multiple methods of contraception 

Table (2) show that in the pretest, different types of contraceptives weren’t well known that was improved posttest with 
statistical significant difference at P≤0.05  
 
Table (3): Distribution of the sample according to side effects of family planning methods known: 

Alternate 

Test (N=300) 

Chi2 P. value pre-test Post-test 
No. % No. %  

Yes No Yes No Yes No Yes No 
Hair loss 0 300 0.0 100.0 6 294 2.0 98.0 

629.413* 0.01* 

Weight loss 6 294 2.0 98.0 52 248 17.3 82.7 
Back pain 12 288 4.0 96.0 70 230 23.3 76.7 
High blood pressure 2 298 0.7 99.3 38 262 12.7 87.3 
Anxiety 0 300 0 100.0 0 300 0 100.0 
Weight gain 26 274 8.7 91.3 100 200 33.3 66.7 
Vaginal discharge 4 296 1.3 98.7 80 220 26.7 73.3 
Abdominal pain 2 298 0.7 99.3 16 284 5.3 94.7 
Severe headache 12 288 4.0 96.0 28 272 9.3 90.7 
Bleeding 36 264 12.0 88.0 100 200 33.3 66.7 
Nausea and vomiting 8 292 2.7 97.3 34 266 11.3 88.7 
Reduced breast milk 2 298 0.7 99.3 28 272 9.3 90.7 
Nervous/heart palpitation 2 298 0.7 99.3 6 294 2.0 98.0 

 Intrauterine device rejection 0 300 0.0 100.0 32 268 10.7 89.3 
 Irregular period/amenorrhea 8 292 2.7 97.3 74 226 24.7 75.3 
Others 34 266 11.3 88.7 26 274 8.7 91.3 
 I Don't Know 0 300 0 100.0 0 300 0 100.0 

N.B:total is not 100% as more than one item was checked    * statistical significant at P≤0.05  
Table (3): show that there was statistical significant differences (P=0.01) between pre and post test information about 

side effects of family planning methods known. 
 
Figure (1): Distribution of the sample according to their level of knowledge about contraceptive methods: 

 
Figure (1) 
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Figure (1) illustrates the distribution of the studied sample according to their level of knowledge about contraceptive 
methods where there was high statistical significant difference at (P≤ 0.001) between the level of knowledge pre and post 
intervention. Near half of them (47.3%) had poor level of knowledge before intervention and (49.3%) had moderate level of 
knowledge pretest that was improved after intervention to be (78.7%). Also good level of knowledge improved from (3.3% to 
18.6%) pre and post test respectively. 
 
Discussion 

Family planning defined as the practice that helps 
individuals or couples to attain certain objectives such as 
avoiding unwanted pregnancies, bringing about unwanted 
babies at the right time, regulating the interval between 
pregnancies, controlling the time at which birth occurs in 
relation to the ages of the parents and determining the 
number of children in the family. (WHO, (2013) (7) the 
present study aimed to assess the effect of educational 
program on family planning methods among newly married 
women. 

The present study showed that the mean age and 
S.D of the participants was (21.7± 4.5) years, and the great 
proportion of them were less than 20 yrs. This came in 
accordance with the study of (Saadat parhizkar, 2012) (8) 
about "Impact of Family Planning Health Education on the 
Knowledge and Attitude among Yasoujian Women" in 
which the mean age was (23.27± 3.96) yrs. This is the 
commonest age of marriage. The present study showed that 
more than one third of the sample had completed their 
secondary school; this is agreed with the study of (Andrew 
G. et al, 2016) (9) who study" Knowledge and Practice of 
Family Planning by Women of Childbearing Age in Delta 
State, Nigeria". And noticed that more than one third of 
participants were secondary school.  

This study found that about three quarters of the 
sample were housewives, this came in contact with the study 
of (Afrah M at al, 2014)(10) who study" Impact of Education 
Program about Family Planning among Yemeni Women on 
their “Knowledge and Attitude” in Sana’a city" who found 
that more than two thirds of the study sample were 
housewives. 

Concerning residence the present study indicated 
that more than three quarters reside rural areas, this came in 
accordance with the study of (H. Tuladhar et al, 2008)  (11) 
that studied "Awareness and practice of family Planning 
methods in women attending Gyne OPD at Nepal Medical 
College Teaching Hospital" and founded that three quarters 
of participants reside rural areas. This is may be because the 
2 MCH centers serve rural areas and one only serves the 
urban so rural areas participants representing a major portion 
of the sample. 

Concerning types of contraceptive methods known, 
the present study revealed that the majority of the sample 
(near two thirds) pre intervention versus near all of the 
sample post intervention know oral contraceptive methods 
(pills), this agreed with the study of (Christina A. Nti et al, 
2014) (12) who found that more than four fifths of 
participants know oral contraceptive pills. The second 
method following pills was IUD which represented (less 
than half versus the majority of participants) pre /post 
intervention respectively, this came in accordance with the 
study of (Md. Kamruzzaman et al, 2015) (13) who found that 
more than three quadrants of participants knew IUCD 
following oral pills and male condom. But this result wasn’t 
agreed with (Ambareen Khan et al, 2011)(14) who studied " 
Awareness and Practice of Contraception Among Child 
Bearing Age Women" and found that a great proportion 

know barrier method  , more than two thirds know OCPs, 
more than the half know IUCD, and who know injectable 
representing near one third of the sample.  

In relation to side effects of F.P methods, it was 
found that the more popular side effects known were in 
order (bleeding, others (includes giddiness, loss of appetite, 
fever and allergy), weight gain , back pain, and sever 
headache). The ratio of all increased post intervention with 
statistical significant difference. These results was 
compatible with the study of (Lasisi, C. J., et al, 2014)( (15) 
about "Awareness and Utilization of Family Planning 
among Married Women in the Traditional Core Areas of 
Ibadan, Oyo State" who found that perceived side effects of 
family planning practices are, inability to give birth (near 
two fifths), menstrual maladjustments (near one quadrant), 
irregular bleeding (more than one fifths), body 
complications such as change in sex drive, sore breasts, and 
mood changes (near one tenth), and headache representing 
low percentage. 

By looking to the total participants' knowledge 
scores about family planning methods, it was found that, 
less than half of the sample pretest had poor score of less 
than 10 points, improved to good score on the posttest with 
high statistical significant difference at (p≤ 0.001). these 
findings were matching the results of the study conducted in 
jordan by (Mohamed F., et al, 2012) (16) who studied" 
Impact of Family Planning Health Education on the 
Knowledge and Attitude among Yasoujian Women". That 
showed that there was a significant improvement in 
respondents' knowledge and attitude after educational 
program at P< 0.001. 

Also these results came in the same line with the 
study of (Afrah M at al, 2014) (10) in sana's city. In which 
the majority of the studied sample had poor score in pretest 
that is improved to good score on immediate posttest and 
remaining in good score with slight decreased in percentage 
on follow up test. Also these results came in contact with the 
study of (Saadat parhizkar, 2012) (8) who found that there 
was a significant improvement (P<0.001) in the level of 
knowledge regarding family planning among experimental 
group (enhancement from 3.67±4.04 to 9.67±3.15). 
 
Conclusion 

This study concluded that the implementation of an 
educational program was effective and significantly 
improved participants’ knowledge regarding family 
planning methods.  

 
Recommendations 
 Based on results of the present study it is 
recommended that 

1. Premarital family planning counseling should 
concentrate on young age women. 

2. Further research is required to understand the 
various social and cultural reasons for not using 
contraceptives. 

3. Efforts should be made to strengthen the media for 
providing accurate knowledge and government 
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should take initiatives to support such programs 
about F.P. 
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Abstract  

Family planning plays a pivotal role in population control and human development. Aim of this study was 
to assess the factors affecting acceptance and uses of family planning methods among women from different social 
levels at Minia University. Design was descriptive explanatory.   Sample: purposive sample of 488 women in 
reproductive age from eight Minia University Faculties and hospitals. Tools: A structured interviewing 
questionnaire was used including, Part I: Personal and demographic data, part II: assessment acceptance level about 
family planning services, part III: assessment used Family planning methods, part IV: knowledge about other 
different family planning methods. Results: The majority of participants was Muslims; above half of participant 
received   family planning methods from governmental units and (31.4%) deliver it from private clinics. Satisfaction 
of services provided by the Family Planning Clinics was insignificance. Participants who used Family planning 
methods had significantly lower age than those who do not and significantly higher educational level, there were no 
significant differences between participants who used Family planning methods and who did not use in obstetric 
history. , husband did not agree to use contraception was Significance. Conclusion: The acceptance of family 
planning influenced by many socio-cultural and demographic factors at levels of individual, family and society. 
Among these different factors, education is considered to exert an almost profound effect on family planning 
acceptance and fertility.  Recommendations Facilitate women awareness in Family planning methods in an early 
marital age that can increase their use of these different methods.  

  
  
Keywords: Factors, Acceptance, Uses, Family planning methods, Social Levels,  Minia University  
  
Introduction  

Family planning (FP) plays a pivotal role in 
population control, poverty reduction, and human 
development. FP services have a range of benefits, including 
maternal and infant survival, better nutrition and prevention 
of sexually transmittable diseases (STDs), and 
environmental conservation (1). Good reproductive health 
implies that people are able to have a satisfying and safe to 
have the capability to reproduce and the freedom to decide, 
when, and how often to do so. Men and women should be 
informed about and have access to safe, effective, 
affordable, and acceptable methods of family planning of 
their choice, and the right to appropriate health-care services 
that enable women to safely go through pregnancy and 
childbirth (2).  

 In Egypt, the latest demographic and health survey 
(EDHS) in 2008 acknowledged that many Egyptian women 
are having more births than they consider ideal. Overall, 14 
percent of births in five years prior to the survey were 
reported not wanted among these,5% of births were 
identified as "mistimed", meaning wanted later; while 
9%were unwanted entirely (3). 

 There are many factors, which affect women 
utilization of family planning services. Factors related to 
contraceptive methods as (safety of the method, 
effectiveness, availability and the cost of all contraceptive 
methods); Factors related to the couples using 
contraceptives includes (demographic and biological factors 
as age of women, maternal education and husband 
education, parity, Sociocultural factors, occupational and 
economic factors, religious factors, legal factors and 
psychological factors) (4). 

 The acceptance of family planning influenced by 
many socio-cultural and demographic factors at levels of 
individual, family and society. Among these different 

factors, education is considered to exert the most profound 
effect on family planning acceptance and fertility. In other 
words, education is the most dynamic and influential tool for 
inducing positive attitude among couples towards the 
method and measures of family Planning (5) .  

  
The aim of this study was:  

Assess factors affecting acceptance and uses of 
different family planning methods among women from 
different social levels.  
 
Research Question :  

What are the factors affecting acceptance and uses 
of family planning methods among women from different 
social levels?  

  
Significance of the study 

The low uptake of family planning is largely 
blamed on many factors. It has been observed that the 
awareness of the availability of family planning services has 
a great influence on the uptake of family planning services. 
(6) 

In last decades Egypt had suffered major 
socioeconomic consequences of overpopulation problem. 
This resulted from high level of birth rate (7). Every 10 
seconds the world population increases by 30 individuals 
and is likely doubled over the next 40 years. Over 
population and unplanned population growth impede the 
socioeconomic development, hinder prosperity, and 
threatens the health status of community members (8) So 
this study will be conducted to assess the factors affecting 
acceptance and uses of family planning methods because 
take theses factor in consideration and develop family 
planning program .      
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Subjects and Methods  
Research Design:  

 Descriptive explanatory study was adopted to meet 
the aim of the study.  

  
Study area and sittings:  

The study was carried out at Minia University, 
Minia governorate, Egypt (28.10 N° and 30.75 E° and the 
distance from Cairo was 241 km). Sample collected from 
eight University Faculties and Minia University Hospitals 
all of this faculties and two university hospitals located in-
side Minia University build only Minia university hospital 
it's in the  south of Minia town. 
 
Sample:  

Sample was staff members, employees and workers 
from eight Minia University Faculties (Nursing - Science - 
Agriculture - Pharmacy - Arts - Education - Physical 
education and Dar-ELuloom) and Minia University 
Hospitals (Renal and Urinary Hospital - Obstetric 
Gynecological and Child Hospital and Minia University 
Hospital).  

  
Sample size and sampling procedure:  

Sample size calculation was done using (Epi-info 
status, CDC, 2000) program take on consideration 
prevalence of family planning use of purposive sample 
technique of 488 women in reproductive age are included in 
this study 20% of the total number in every setting 
participated in this study. Inclusion Criteria: All married 
women in reproductive age range (15-49 years) in chosen 
organizations. Exclusion Criteria: not married women; 
newly married women; unwilling to participate in the study; 
women who were sterile or had sterile husbands; and too 
sick to be given consent or to be interviewed.  

  
Tool and technique of data collection:  

Tools developed by researcher after extensive 
review of literature and it was structured from in-depth 
interviewing questionnaire which was developed & 
translated into  
Arabic language and was consisted of the following parts:-  

• Part I: Personal, socio-demographic data, 
obstetrical and medical history: such as (age, sex, 
address, social level, occupation etc.);  

• Part II: Includes assessment acceptance level about 
family planning services such as (From where you 
get your method? Does the provider in the family 
planning  clinic treated professionally with you?, 
What is your acceptance level about services? 
There are medical centers or health unit offering 
family planning services in the vicinity of where 
you live? etc..)   

• Part III: it includes knowledge about used family 
planning method: such as (type of method e, how 
to choose the method, where get the method, etc.)  

• Part IV: It includes knowledge about other 
different family planning methods: such as (do you 
hear about emergency contraceptive before? do 
you know about the effect of some method on the 
vascular system? etc.).  

 
 
 

Validity and reliability:  
Validity is the accuracy and meaningfulness of 

inferences, which are based on the research results. Tool 
tested for content validity by a Jury of three experts in the 
field of the study who reviewed the instruments for clarity, 
relevance, comprehensiveness understanding, applicability 
and easiness for administrative minor modifications and 
necessary modifications were done.  

 Also, tool was tested for internal reliability 
(reliability referred to the consistency of measurement and 
was frequently assessed using the test-retest reliability 
method). To achieve reliability of the questionnaire, the 
instrument was designed with great care matching questions 
with objectives for the study it was found (87.3) 
respectively.   

   
Ethical Considerations:  

• Approval was sought from the Provincial and 
District ethical committee before undertaking the 
research.  

• The purpose of the study was explained to all 
participants.  

• The participant had ethical rights to agree or refuse 
to participate in the study.  

• Written consent was obtained from every 
participant.  

• Every participant was informed that the 
information and data obtained was confidential and 
used only for the purpose of the study.    
  

Study procedure:  
An official letter of the study approval was 

obtained from the Dean of the Faculty of Nursing at Minia 
University to Head Manager of Minia University, then to the 
chairmen of the previously mentioned setting. This letter 
included a brief explanation of the aim of the study and 
permission was requested from each chairman to carry out 
the study. Written consent was obtained from the 
participants before being involved in the study after 
explanation of the nature of the study, its benefits and there 
are no risks or cost in participation, and there are voluntary 
participation and confidentiality of each subject who agree 
to participate to fill the questionnaire. Data was collected 
two days per week, at official work time. Data were 
collected within 5 months from May   to October 2016, two 
days/week at official work time from 8 Am: 12 pm. The 
researcher met the participants and they were interviewed in 
their work place at times that were convenient for them. The 
time spent to fill the questionnaire ranged between 20 to 30 
minutes according to the needed explanation. Measures were 
taken to protect ethical rights of participants 

 
Statistical Design:  

Data entry was done using the compatible personal 
computer by the researcher. The statistical analysis was 
done using Spss17 statistical software package and excel, 
2007 for figures. The content of each tool was analyzed, 
categorized by the researcher. Data were presented using 
descriptive statistics in the form of frequencies and 
percentages for qualitative variables and was presented in 
the form of mean ± SD for quantitative data. Quantitative 
continuous data were compared using student T-test in case 
of comparisons between two groups. For multiple groups, F-
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test or (ANOVA) was used. Pearson correlation analysis 
was used for assessment of the inter-relationships among 
quantitative variables. Multiple regression analysis was used 
to determining the significance of factors affecting using FP 

methods. Statistical significance was considered at p. value 
< 0.05. Pvalue was considered to be significant if less than 
0.05, high significance if less than 0.01, or insignificant if 
more than 0.05.  

 
Results  
  . Table  (1): socio-demographic data of all participants 

Variable  Description  
(n=488)  

Age (year) method ±SD, range  33.2± 7.0(21-84)  
Occupation  Staff member  148(30.3%)  

Employee  284(58.2%)  
Worker  56(11.5%)  

Educational level  Read and write  27(5.5%)  
Basic education  26(5.3%)  

Secondary education 77(18.5%)  
University education 358(73.4%)  

Religion  Muslim  433(88.7%)  
Christian  55(11.3%)  

Residence  Urban  286(58.6%)  
Rural  202(41.4%)  

Income (EGP)  <1000  56(13.3%)  
= 1000  59(12.1%)  
>1000  364(74.6%)  

Husband income (EGP)  <1000  52(10.7%)  
= 1000  58(13.9%)  
>1000  368(75.4%)  

Husband age (year)  37.2± 7.5(32-60)  
Socio-demographic characteristics are shown in the table (1). The age of the participants ranged from 21 – 48 years with 

a mean of 33.2 years, (30.3%)  participants of them were staff members, (58.2%) were employees and (11.5%)   of them were 
workers.   
 
Table (2): Assessment of acceptance level about family Planning services.  

Question   Description  
(n=441)  

Did you use family planning method?   No  47(9.6%)  
Yes  441(90.4%)  

From where have you got your family planning method?   Did not use 47(9.6%)  
Govern.org.  288(59.0%)  

Private org. 153(31.4%)  
There are medical centers or health unit offering family planning services in the 
vicinity of where you live?  

No  173(39.2%)  
Yes  268(60.8%)  

Does the provider in the family planning clinics treat professionally with you?  No  255(51.0%)  
Yes  216(49.0%)  

Does there a private room for counseling?  No  243(55.1%)  
Yes  198(44.9%)  

Do you find an appropriate place for waiting in the place?   No  259(58.7%)  
Yes  182(41.3%)  

Do you found guidelines, protocols, charts or visual aids for counseling?   No  221(50.1%)  
Yes  220(49.9%)  

Do you have privacy during discus your problem and during the consultation?  No  262(59.4%)  
Yes  179(40.6%)  

Is there room dedicated to family planning services?  No  209(47.4%)  
Yes  232(52.6%)  

Have you been examined before getting your method?  No  276(62.6%)  
 Yes  165(37.4%)  
Have you chosen the appropriate method based on your medical history and your 
physical examination?  

  No  265(60.1%)  
Yes  176(39.9%)  

   No  240(54.4%)  
Yes  201(45.6%)  

Did your privacy respect during insertion of the method?  No  214(48.5%)  
Yes  227(51.5%)  
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Question   Description  
(n=441)  

Did you spend a lot of time during installing the FP method?  No  268(60.8%)  
Yes  173(39.2%)  

 Table (2) presents the results of the assessment of acceptance level about family planning services. study participants, 
90.4% used family planning methods and the rest of them (9.6%) did not use family planning methods (59.0%) of them      got 
family planning methods from governmental organizations and (31.4%) deliver it from private clinics. (60.8%) of cases had 
medical centers or health unit offering family planning services in the vicinity of where they live. (49.0%) said that the provider in 
the place treated well with them, but (58.7%) were not satisfied that there was an appropriate place for waiting in the place 
.   
Table (3): Data about the knowledge of other family planning methods.  

Question    Description  
(n=488)  

Do you agree with do tubal ligation? Did you know the 
Islamic view in this process?  

  No  443(90.8%)  
  Yes  45(9.2%)  

Do your doctors tell you any information about them before 
it?  

  No  449(92.0%)  
  Yes  39(8.0%)  

Did you know that it is a contraceptive for men?    No  389(79.7%)  
  Yes  99(20.3%)  

Are your husband agrees to use contraception for men?    No  461(94.5%)  
  Yes  27(5.5%)  

Do you ask religious view when choosing the contraceptive 
method?  

    No  374(76.6%)  
  Yes  114(23.4%)  

Do you think that some   
 

  No  296(60.7%)  
  Yes  192(39.3%)  

Do  you  think  that  the  contraceptives 
religiously impermissible?  

    No  407(83.4%)  
  Yes  81(16.6%)  

Also, high percent   of them (88.3%) did not know the effect of contraceptive methods on your eyes or blood vessels and 
clots, however, (91.6%) of them did not know what is tubal ligation and did not know the Islamic view in this process.   

  
Table (4):  Factors affecting acceptance and uses of family planning methods  

Variable   Using P methods   P. value  
(Sig.)   

Do not use  
(n=47cases)  

Use (n=441cases)  

Age (year) method ±SD, range  35.9± 7.2  32.9± 6.9  0.005**  
Occupation  Staff member  23(48.9%)  125(28.3%)  0.012*  

Employee  19(40.4%)  265(60.1%)  
Worker  5(10.6%)  51(11.6%)  

Educational level  Read and write  2(4.3%)  25(5.7%)  NS 0.947
   Basic education  2(4.3%)  24(5.4%)  

Secondary education  7(14.9%)  70(15.9%)  
University education  36(76.6%)  322(73.0%)  

Religion  Muslim  42(89.4%)  391(88.7%)  NS 0.885
   Christian  5(10.6%)  50(11.3%)  

Residence  Urban  32(68.1%)  254(57.6%)  NS 0.165
   Rural  15(31.9%)  187(42.4%)  

Income (EGP)  <1000  3(6.4%)  62(14.1%)  NS 0.202
   = 1000  4(8.5%)  55(12.5%)  

>1000  40(85.1%)  324(73.5%)  
Husband  
Income (EGP)  

<1000  4(8.5%)  48(8.5%)  NS 0.424
   = 1000  4(8.5%)  64(10.9%)  

>1000  39(83.0%)  329(74.6%)  
Husband age (year) method ± SD, range  39.5± 8.2  36.9± 7.4  0.029*  
Age at marriage  
(year) 

18-20  11(23.4%) 76(17.2%)  NS 0.856 
20-25  28(56.9%) 281(63.7%)  
25-30  5(10.6%)  51(11.6%)  
30-35  2(4.3%)  26(5.9%)  
35-40  1(2.1%)  7(1.6%)  

Duration of marriage  
(year) 

2-5  16(34.0%) 175(39.7%) NS 0.075
   5-10  11(23.4%) 142(32.2%) 

10-20  11(23.4%) 87(19.7%) 
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Variable   Using P methods   P. value  
(Sig.)   

Do not use  
(n=47cases)  

Use (n=441cases)  

>20  9(19.1%) 37(8.4%) 
No .of boys  0  13(27.7%) 123(27.9%) NS 0.973

   1  34(72.3%) 318(72.1%) 
No .of girls 0 13(27.7%) 124(28.1%) NS 0.945

   1 34(72.3%) 316(71.7%) 
2 0 1(0.2%) 

Mode of last delivery  Vaginal 33(70.2%) 276(62.6%) NS 0.612
   Caesarian 14 (29.8%) 163 (37.4%) 

*Significant (p<0.05).          **Significant (p<0.01). NS Not significant 
Results of the table (4) showed that relation between participants who used FP methods and who did not use in 

demographic data. Participants who did use FP methods had significantly lower age than those who do not use family planning 
methods and significantly higher educational level among participant and significant difference between participants who have 
high educational level and who have lower educational level Table (4) revealed that there were no significant differences between 
participants who used FP methods and who did not use in obstetric history. 

 
Discussion 

 Family planning is widely acknowledged as an 
important intervention towards achieving Millennium 
Development Goals (MDGs) four and five as it has proven 
to reduce maternal and child mortality , Family planning can 
prevent unwanted pregnancies and unsafe abortions. Also, 
some family planning methods such as condom usage can 
protect individuals from Sexually Transmitted Infections 
(STIs) including HIV/AIDS (9). 

 The present result of this study showed that the 
prevalence of using FP methods was very high. Similarly, 
El-Shazly et al., (2015) examined the improvement in 
women’s health through assessment of knowledge, attitudes, 
and practices of family planning in Egypt locality, the study 
included 200 women who were selected from Menoufiya 
governorate. They found the prevalence of using FP 
methods was significant. (10).   

 The current study revealed that above half of 
participant did not satisfy with services provided by the 
Family Planning Clinics in living units and maternity and 
child care centers. The present studies were in agreement 
with those of El-Shazly et al., (2015). The reasons for this 
are many, including lack of awareness, no availability of 
accessible family planning services, and limitations on 
women’s mobility (10).  

 Nasr et al., (2016) studied the association between 
quality of family planning services and client’s satisfaction 
level in maternal and child health centers in Port Said city, 
Egypt. They found that almost of participant were satisfied 
with family planning services. Also, in the same line(11), 
Hutchinson & Agha (2011) who mentioned that clients 
reported that they were satisfied and had no problems with 
all of the following: waiting time ,ability to discuss concerns 
with provider, amount of explanation given, quality of 
examination and treatment provided, visual privacy during 
examination, auditory privacy during examination, 
availability of the methods at facility, hours of service 
provision, cleanliness of facility and how the  staff deals 
with the client 100% (12) . 

 Family planning services should be convenient, 
accessible and acceptable to clients. In addition, it is 
essential to provide follow-up care to ensure continuity of 
services and an adequate logistics system to ensure 
continuity of supplies (Hutchinson & Agha 2011) (12). Nasr 
et al., (2016) found that almost of nurses perform family 

planning logistics and supplies in all family planning centers 
(11). This finding is in line with   (Tseganeh, 2005) who 
found that all family planning service delivery points had 
monthly family planning logistics and supplies due to 
supervisory visits on the family planning clinics (13).    

 It was reported that high percent number of nurses' 
help the clients to arrive at the best method of their choices. 
Tseganeh (2005) denoted that when clients get different 
methods in the health service delivery points, they can get 
the chance to prefer their choice. When clients get the 
method they want, they use them longer and more 
effectively. In addition, It was noticed that, there were about 
more than three-quarters of nurses explained the information 
about the chosen method. (13)  

 The current study revealed that about half of the 
participants did not think that some contraceptive method 
cause malignancy and or did not know the effect of 
contraceptive methods on breast feeding and the majority of 
them  did not know the effect of contraceptive methods on 
your eyes or blood vessels and clots. Similar results were 
obtained by, El-Shazly et al., (2015) (10) found that most of 
the women in the study were not aware of physiological, 
surgical, and emergency contraceptive methods; hormonal 
methods were the most common contraceptive method used 
in the area of the study.  

 The present study, almost of the participants 
reported that their husband did not agree to use 
contraception. Two-third of them did not ask about the 
religious view when choosing a contraceptive method. 
Kabbash et al., (2007) (14) reported that men play a 
powerful role in reproductive decisions. Their actions can 
have unhealthy and even dangerous results. Men’s 
participation is a promising strategy for addressing some of 
the world’s pressing reproductive health problems. The Arab 
region, though diverse, is characterized by patriarchal social 
systems and family structures that give prominence to the 
role of men in both public and private spheres (Awadalla, 
2012) (15). It was reported that the majority thought family 
planning decisions should be made by both partners (DeJong 
and El-Khoury, 2006) (16).  

 Awadalla, (2012) (15) found that the majority  of 
contraceptive users made the decision jointly with their 
husband, more than third of secondary school educated 
participants saw the decision as one they made mainly on 
their own, and about third of illiterate individuals indicated 
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that their husbands were mainly responsible for the decision 
to use contraception.  

 The present study revealed that participants who 
did use FP methods had significantly lower age than those 
who do not and significantly higher educational level. These 
results agreed with those of Awadalla, (2012) “in Egypt” 
who found that most women reporting the use of 
contraceptive methods were 30−39 years old, were 
employed, were rich, educated and belonged to urban 
governorates (15)  . 

 Alvergne et al., (2011) found that individual socio-
demographic characteristics were the most likely 
explanatory factors for temporal and spatial patterns of 
contraceptive uptake. In previous studies, economic status 
has been identified as one of the key factors affecting 
contraceptive use. In Egypt, household wealth status is 
associated with IUD use from private sources, perhaps 
because services from public or not-for-profit sources can be 
obtained with minimal cost, whereas access to private 
services usually involves higher cost (17). (Hong et al., 
2006) The results of this study indicated that one-fifth of 
poor women used methods other than IUD and pills (18).   

El-Shazly et al., (2015) examined the improvement 
in women’s health through assessment of knowledge, 
attitudes, and practices of family planning in Egypt. They 
found that Socio-demographic factors played a minor role in 
the usage of contraceptive methods; women’s level of 
education and socioeconomic status were not significant 
determinants of the likelihood of contraceptive use (10).  

 The present study showed that IUD was most 
commonly used by higher educated women more than pills 
were most commonly used by graduates of secondary 
schools. In India, the low-income urban population is aware 
of the importance of limiting the family size and has family 
planning facilities yet has less contraceptive use because of 
the low level of education (Kumar et al., 2011) (19).  

 Brown et al., (2011) reported a positive correlation 
between perceived benefit regarding ease of contraception 
use and educational level. In the Eastern province of Saudi 
Arabia, socio-economic factors were related to their use 
(20). The most important variables that were found to be 
significantly correlated with the birth intervals were 
maternal age, level of education, family size and 
breastfeeding (al-Almaie, 2003) (21).  

 Sharma et al., (2012) reported that women of 
higher age and parity used family planning methods more 
than those of lower age and parity (22). NFHS-III, (2007) 
reported more use of family planning methods by women of 
higher age group and parity (23). Mohanan et al., (2003) 
also highlighted that acceptors of contraception were of 
higher age and parity. The prominent reason for this finding 
was that couples usually start using family planning methods 
only after they have reached the desired family size which 
usually corresponds to older ages and higher parities of 
women. Use of family planning methods increased sharply 
with the education of women in this study (24). According 
to Mohanan et al., (2003) a significant influence of monthly 
income was found on acceptance of family planning 
methods but education level of women was not found an 
influencing factor in acceptance of family planning(24). 
NFHS-III, (2007) (23) also found that more use of family 
planning methods was seen in women of higher wealth 
index.  

 Women of higher educational level are more likely 
to be aware and able of taking care of their health and hence 
avoid pregnancies by use of family planning methods. More 
Hindus as compared to Muslims used family planning 
methods in this study. NFHS-III, (2007) (23) also reported 
more use of family planning among Hindus as compared to 
Muslims. Mohanan et al., (2003) (24) noted that religion 
played important role in determining family planning 
acceptance. Among Muslim women, non-acceptors of 
family planning were found to be highest in their study. In 
our study, most of the Muslim women who did not use 
family planning methods reasoned religious beliefs and 
husband’s decision for non-acceptance.  

  
Conclusion  

The acceptance of family planning influenced by 
many socio-cultural and demographic factors at levels of 
individual, family and society. Among these different 
factors, education is considered to exert an almost profound 
effect on family planning acceptance and fertility. Nurse 
practitioners (NPs) provide the majority of family planning 
services in public health departments, community health 
centers. The conclusions of the current study support 
research question.  

  
Recommendations  

Based on results of the present study the following 
can be recommended:  

1. Facilitate women awareness in Family planning 
methods in an early marital age that can increase 
their use of these different methods.  

2. Promote premarital counseling programs to 
enhance family planning use.   

3. Governmental efforts must be done to enhance and 
improve the performance of the Family Planning 
Clinics in living units and maternity and child care 
centers to raise the satisfaction towards FP 
services.   
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Abstract 

Background: Employee participation in decision- making now considered a key element in the successful 
implementation of new management strategies and plays an important role in determining the degree of 
empowerment and job commitment of the employee as well as their motivation.  Aim: the Study aimed to identify 
the effect of using a Developed Guidelines of staff nurses participation in decision-making and empowerment on 
their organizational Commitment. Research design:  a quesi- experimental research design was used in this study. 
Setting: This study was carried out at Minia University Hospitals, and Minia general hospital. Sample: 100 staff 
nurses, working in critical areas, tools: data was collected by using three tools namely I. Decisional involvement 
scale (DIS) (II), Conditions of Work Effectiveness Questionnaire- (CWEQ), and III.  Organizational commitment 
questionnaire (OCQ). Results: high level of shared decisions, empowerment and low organizational commitment, 
highly statistical significant positive association between decision-making, empowerment and organizational 
commitment. Moreover a Highly statistical significant positive association between empowerment and age, 
experience and between age and commitment, negative statistical significant in dependent predictors of staff nurses 
scores of the empowerment and University hospital score. Ministry of health hospital( general hospital) has high 
level of empowerment and commitment while the decision is made by administration only in contrast  university 
hospitals has lower level of empowerment and commitment with administration only decision.    Conclusion: high 
level of shared decisions, lower empowerment and organizational commitment, negative effect using a Developed 
Guideline of participation in decision-making and empowerment on organizational commitment, Recommendation: 
Create a unit level DM structures such as shared governance model, unit committees as a strategy for promoting 
decisional involvement and structural empowerment; create a motivating work environment, keeping open lines of 
communication.  

 
Keywords:   Participation in decision- making, Empowerment and organizational commitment, nurses.  
 
 
Introduction 

Nurses constitute the largest professional group in 
the health care system and make up about half the total 
workforce in the health care area.  Today there is a greater 
emphasis on participatory management, otherwise known as 
employee involvement in decision making, when employees 
`involved in decision making, staff absenteeism is reduced, 
there’s greater organizational commitment, improved 
performance, reduced turnover and greater job satisfaction.  
Participation generally defined as a process in which 
influence is shared among individuals who are otherwise 
hierarchically unequal (1,2).  

Decision-making (D.|M) considered as one of the 
most nurse's important tasks in management and choosing 
the method of decision-making and be the most important 
skills of a manager. Unfortunately, participation in decision-
making is often restricted and neglected by nursing 
profession, which leads to increase the level of anxiety and 
frustration among nurses.   Participation in decision making; 
was considered as maintaining factors  for satisfaction of 
nurses, thus;  the low participation rate of nurses in the 
higher level of the hierarchical system of hospital caused the 
feeling of disability, D.M is often restricted to chief 
executives (2). 

In recent years management and staff nurses need 
to become up to date  &fashionable through advocating of 
their employment in various approaches so that they must 

know what   means by  empowerment ;it means that staff 
nurses employees, &managers, or teams at all levels in the 
organization have the power to make decisions without 
asking their superiors for permission and help. It also 
considered as a key ingredient in achieving the mission, 
vision, and strategic direction of health care organization 
(3). Empowerment facilitating  organizational commitment, 
learning and innovation, in order to achieve empowerment, 
manager must provide the necessary means, such as, 
delegating more formal authority to make specified 
decisions, offering increased training opportunities to 
develop expertise and self -confidence, providing more 
resources and access to information to be able to implement 
effective decisions, in additional to that avoiding the sudden 
withdrawal of shared power at the first sign of trouble(4).  

Organizational commitment encourages extra role 
behaviors among staff nurses in times of decreasing 
resources such as that facing all sectors of national health 
care (6,7,8).   Hence, utilization of human and non-human 
resources of hospital and the achievements of hospital goal 
depends on nurse's commitment and satisfaction, also 
organizational commitment define as the level of which an 
employee is faithful to his /her organization (9).    
 
Significance of the study:  

Today with the current insufficiency of economic 
resources and shortage of nursing staff, it is essential for 
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most of the organization to permit a surface of freedom and 
involve their employee's in decision making in order to be 
empowered to performing at a high level to ensure high 
quality patient care (10,11) Nurses' responsibilities for 
patient care will increase. As result nurse, need more 
autonomy and participation in decision No one can deny that 
presence of a link between shared work setting (participative 
decision -making) and empowerment that each one leads to 
the other interrelated and dependable relationships  that can 
end with organizational commitment as an indicator for the 
organizational effectiveness 3. 

    Moreover, many measures that organization 
must take to enhance staff nurse's decisional involvement, 
empowerment to reach for organizational commitment to 
identify the opportunities for change and monitor the 
attainment of target goal, 12. 

Participatory decision-making and empowerment 
have a wide array of organizational benefits and positively 
have impact on the Job satisfaction, Organizational 
commitment, Perceived organizational support, 
Organizational citizenship behavior, Labor-management 
relations, Job performance and organizational performance, 
Organizational profits (8)  

 
Research Hypothesis: 

Using of a Developed Guideline for staff nurses 
participation in decision making and empowerment 
guidelines has a positive effect on organizational 
commitment among staff nurses 

 
Aim of the study 

The aim of the present study was to identify Effect 
of Using a Developed Guideline of Participation in Decision 
Making and Empowerment on Organizational Commitment 
among Staff Nurses in Minia University and General 
hospital through: 

[1]. Assessing the degree of participation in decision- 
making, identifying the degree of empowerment 
and determining the level of organizational 
commitment among staff nurses that works in each 
hospital.  

[2]. Using of a Developed Guideline of booklet about 
participation in decision-making and 
empowerment. 

[3]. Examine effect of Using of a Developed Guideline 
of booklet of participation in decision-making and 
empowerment ason organizational commitment 
among staff nurses in Minia University and 
General Hospitals. 

 
Subjects and Methods 
Research design: 

A quesi-experimental research design was used in 
this study  
 
Setting: 

The study conducted at Minia University hospital 
and Minia General Hospital in Minia governorate, Egypt. 
 
Subjects: 

The subject included all available staff nurses 
working in critical care units (CCU& ER, NICU and 
Dialysis unit) in both hospital, during the period of data 
collection. Total number is 100 nurses in both Hospitals 

(Minia University hospital N= 49 staff nurses) and (General 
Hospital N= 51 staff nurses)  
 
Tools of Data collection: 

Three tools were used in this study for data 
collection 

Tool I: Decisional involvement scale (DIS) it was  
used for collecting the data for this study it consists of two 
main parts: Part one: this part concerns with data pertaining 
personal characteristics of the study subjects as age, nursing 
qualification, years of experience, Part two: this part consists 
of Decisional involvement scale:   it aimed at assessing the 
degree of staff nurses participation in decision making, It 
developed by Havens and Vasey (2003)13 and ascertained 
for its validity and reliability by Hassan. H. M; (2007, 12,); 
consisted of 22 items, sub grouped under six constructs 
which described as the following (Unit staffing, Quality of 
practice, Professional recruitment, Governance and 
leadership, Collaboration/liaison activities, Quality of 
support staff practice).  

Scoring system: responses were scored under five-
point Likert scale ranging from one to five, which  1= totally 
administrative/ management decision, 2= primary 
administration/ management with some staff nurses input, 
3= equally shared by administrative/ management and staff 
nurses, 4= primary staff nurses, some administration/ 
management, and 5= staff nurse only,  all component had a 
positive scoring  

The total score of each subscale was calculated by 
summing up the scores of its items, and the total divided by 
the number of the items, if the total score were less than 
60% considered as low decisional involvement, 60%or more 
indicated high degree of staff nurses involvement.  
Tool II: The Condition of Work Effectiveness 
Questionnaire-II (CWEQ-II). This tool aimed at assessing 
the degree of staff nurses empowerment, this tool developed 
by Laschinger, & Wilk, 1999, 2001)14 a modification of the 
original CWEQ and translated by El Sayed .W.A, (2008)4.  
It consisted of 44 statements, divided into four elements 
(access to information, access to opportunities, access to 
support, and access to resources). Scoring system: responses 
were scored under five –point Likert scale that ranging from 
one to five, which 1= strongly Disagree, 2= Disagree, 3=to 
some extent, 4=agree and 5= strongly agree. All components 
had a positive scoring. The total score of each subscale 
calculated by summing up the scores of its items, and the 
total divided by the number of the items, these scores were 
converted into a percent score. 

If the total score were less than 60% considered as 
low structural empowerment, 60%or more considered as 
high structural empowerment. 

Tool III: Structured Organizational Commitment 
Questionnaire: 

Structured Organizational Commitment 
Questionnaire developed by Meyer & allen1997(15), 
adopted and translated by Hosni .E.K,(2014 ) (5) and 
modified by the researcher, aimed at assessing the level of 
commitment among staff nurses it  consisted of 34 items, 
Grouped under six categories which described (Feeling 
experience at work, Identification, Investment, equity, trust, 
and resistance). 

   Scoring system: responses were scored under 
five –point Likert scale that ranging from one to five, which 
1= strongly Disagree, 2= Disagree, 3=to some extent, 
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4=agree and 5= strongly agree. All components had a 
positive scoring. The total score of each subscale calculated 
by summing up the scores of its items, and the total divided 
by the number of the items. These scores were converted 
into a percent score. 

If the total score were less than 60% considered as 
low organizational commitment, 60%or more considered as 
high organizational commitment 
 
Tools Validity and reliability  

The tools were submitted to a panel of five experts 
in in the field of nursing administration at Minia and Ain 
Shams University confirmed its validity. Modifications on 
the tools were done according to the panel judgment in 
relation to appropriateness of the content and sequence 
accuracy of items.  

Reliability of the tools (І, ІІ, ІІІ) were performed to 
confirm validity of tool and calculated statistically. The 
internal consistency measured to identify the extent to which 
the items of each tool measure the same concept and 
correlate with each other by Cronbach’s alpha test were .70, 
.96 and .97 respectively 
 
Pilot study:  

A pilot study was carried out on 10 staff nurses. 
The aim of the pilot study was to test the feasibility of the 
study, and finally clarity and applicability of the preliminary 
tool. It also served to estimate the time required for filling 
the questionnaire sheets which was 20 minutes. They were 
included in the main study subjects during the actual 
collection of data. The process of pilot study took one 
weeks’ (from15/3 to 21/3) in March 2016. 
 
Ethical consideration: 

A written initial approval was obtained from the 
research ethical committee of the faculty of nursing, Minia 
University. The researcher introducing herself to the 
directors and discussed the aim of the study, then met the 
head nurse of each department, and introducing herself with 
discussed the aim of the study and determined the suitable 
time to meet the study participants and collect the data. 
Nurses were reassured that all information obtained was 
confidential and would not affect their professional 
evaluation. Moreover, oral consent was obtained from each 
participant  

 before the nurses participate in this study, the 
nature, the aim, methods, and anticipated benefits of the 
study was explained. The researcher informed the 
participation is voluntary and they have rights to withdrawal 
at any time without giving any reasons.  

 
Data collection procedure: 

The official approvals were obtained from medical 
and nursing administration of Minia university hospital. 
Prior to collection of data,  a formal letter issued from the 
dean and vice dean of post graduate studies and research at 
faculty of Nursing, Minia university, and the approval of 
ethical committee. Submitted to medical and nursing 
administrations and the heads of the units for obtaining their 
permission and help to conduct the study. The letters also 
listed the data needed for the study.  

Before distribution of the questionnaire, the 
research met the participants according to the time which 
determined by head of each department, introducing herself 

and explained the purpose of the study and the components 
of the tools to the participants in the study setting. Then, the 
researcher distributed the data collection sheets to 
respondents individually in their workplace. The filling time 
for the questionnaire sheet took about 20 minutes. The 
researchers checked the completeness of each filled form 
after the participant filled it. Data collection was done 
during the morning, afternoon, and night shifts two days / 
week, April, to January 2016-2-17. Two stages of   
assessment will be done as the following  

The first:   Pre-test will done to: Assess the degree 
of participation in decision-making, identifying the degree 
of empowerment determining the level of organizational 
commitment among staff nurses that works in Minia 
University Hospital (CCU& ER), Obstetric &gynecological 
hospital (NICU), Dialysis Hospital. Minia General Hospital 
(CCU& ER, NICU and Dialysis unit). 

Intermediate stage: Developing of guidelines about 
participation in decision-making and empowerment booklets 
through reading topics about participation of decision- 
making and empowerment and their importance on 
workplace if handled by a good way from organization, 
management, supervisors, and unit leaders. This booklet was    
consisted of introduction about participation of decision- 
making, empowerment, and their importance and benefits on 
workplace. Furthermore, it include strategies that used by 
organization, management, supervisors, and unit leaders for 
encouragement of a good range of decisional involvement 
and good degree of empowerment, and finally the staff 
nurses right for decision –making as the following (Unit 
staffing, Quality of practice, Professional recruitment, 
Governance and leadership, Collaboration/liaison activities, 
Quality of support staff practice). The staff nurses right to be 
empowered through (Access to information, access to 
opportunities, access to support, and access to resources) 
and translated into Arabic to match all nursing categories  
and distributing it among staff nurses in the different 
hospitals after reviewing from experts  and  the supervisors.  

The second stage (post- test): Assessing the degree 
of participation in decision making, Identifying the degree 
of empowerment determining the level of organizational 
commitment among staff nurses that works at Minia 
University Hospital after distribution guidelines booklet 
about participation in decision making and empowerment. 

Finally examine the effect participation in decision-
making and empowerment guidelines on organizational 
commitment among staff nurses at Minia University 
Hospital included (CCU& ER), Obstetric &gynecological 
hospital (NICU), Dialysis Hospital and Minia General 
Hospital (CCU& ER, NICU and Dialysis unit). 
 
Statistical design: 

Statistical analysis was done by using Statistical 
Package for the Social Science (SPSS 20.0). Quality control 
was done at the stages of coding and data entry. Data were 
presented by using Data were presented using descriptive 
statistics in the form of frequencies and percentages, mean 
and standard deviations, ANOVA test Cronbach alpha 
coefficient was calculated to assess the reliability of the 
developed tool through their internal consistency. 
Probability (p-value) is the degree of significance, if it less 
than 0.05 was considered significance, the more significance 
is the result (*), less than 0.001 was considered highly 
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significance (**) and correlation coefficient was done by using Spearman rank  
Results 
Table (1): distribution of nurses according to personal and socio demographic data of the studied sample N=100  

 Frequency Percent 
Age:   

20<25 26 26.0 
   

25<30 28 28.0 
   

30<35 26 26.0 
35+ 20 20.0 
Nursing qualification:   
Nursing school diploma 55 55.0 
Technical institute diploma 28 28.0 
Bachelor 17 17.0 
Experience years:   
<10 42 42.0 
10+ 58 58.0 

Table 1, showed that the slightly more than half of study subject had diploma degree as related to nursing qualification, 
and nearly two/third were (25 ˂  30 yrs.' Old) (28%), as regards to age group. Also the same table showed that slightly more than 
half percent of nurses had more than 10 years of experience (58%), as regards the experience years. 

 
Table 2: Involvement in decision-making as reported by nurses before and after guidelines, N=100 

Involvement In Decision-making 

Time 

X2 test p-value Before 
fore 

After 

No. % No. % 
Unit staffing:       
Shared 3 3.0 0 0.0   
Administration only 97 97.0 100 100.0 Fisher 0.25 
Quality of Professional Staff Practice       
Shared 95 95.0 98 98.0   
Administration only 5 5.0 2 2.0 Fisher 0.44 
Professional Recruitment:       
Shared 99 99.0 99 99.0   
Administration only 1 1.0 1 1.0 Fisher 1.00 
Unit Governance/Leadership:       
Shared 78 78.0 90 90.0   
Administration only 22 22.0 10 10.0 5.36 0.02 
Collaboration/ Liaison activities:       
Shared 89 89.0 99 99.0   
Administration only 11 11.0 1 1.0 8.87 0.003* 
Quality of Support Staff Practice:       
Shared 37 69.8 16 16.0   
Administration only 63 63.0 84 84.0 11.32 0.001* 
Total decision-making:       
Shared 86 86.0 94 94.0   
Administration only 14 14.0 6 6.0 3.56 0.06 

(*) Statistically significant at p<0.05 
Table 2, shows that highly percentage of shared decision between administration and staff nurses, with a statistical 

improvement after using guidelines for most of subscale of decisional Involvement except the decision  regards to unit staffing, 
Quality of  professional staff practice was administration only decision.  Moreover, there were a statistical significant differences 
improvement related to collaboration activities (p-value=0.003 ) , Moreover  as regards quality of support staff practice there were 
statistical significant differences not improvement (p-value=0.001) after guidelines that indicated a negative effect).  
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Table (3): Empowerment among nurses before and after guidelines, N=100  

Empowerment 
Time   

Before After X2 test p-value 
No. % No. %   

Access to information:       
High 70 70.0 41 41.0   
Low 30 30.0 59 59.0 17.03 <0.001* 
Access to opportunities:  
    High 57 57.0 31 31.0   

Low 43 43.0 69 69.0 13.72 <0.001* 
Access to support:  
    High 39 39.0 36 36.0   

Low 61 61.0 64 64.0 0.19 0.66 
Access to resources:       
High 18 18.0 15 15.0   
Low 82 82.0 85 85.0 0.33 0.57 
Total empowerment: 
    High 53 53.0 30 30.0   

Low 47 47.0 70 70.0 10.89 0.001* 
 (*) Statistically significant at p<0.05 

Table 3 indicates that lower empowerment level in highly percent post guidelines, with a statistical differences not 
improvement in all empowerment sub scale in  access to information(p-value=<0.001) , Access to opportunities(P-value =<0.001) 
( negative effect), in addition presence of a statistical significant differences not improvement as regards to total empowerment 
score(p-value = <0.001) . 
 
Table 4: organizational commitment among staff nurses before and after the guidelines, N=100  

Commitment 
Time 

X2 test p-value Before After 
No. % No. % 

Feeling experience at work:       
High 52 52.0 44 44.0   
Low 48 48.0 56 56.0 1.28 0.26 
Identification:       
High 47 47.0 40 40.0   
Low 53 53.0 60 60.0 1.00 0.32 
Equity:       
High 39 39.0 55 55.0   
Low 61 61.0 45 45.0 5.14 0.02* 
Investment:       
High 36 36.0 59 59.0   
Low 64 64.0 41 41.0 10.61 0.001* 
Trust:       
High 56 56.0 44 44.0   
Low 44 44.0 56 56.0 2.88 0.09 
Resistance:       
High 56 56.0 67 67.0   
Low 44 44.0 33 33.0 2.56 0.11 
Total commitment:       
High 48 48.0 39 39.0   
Low 52 52.0 61 61.0 1.65 0.20 

(*) Statistically significant at p<0.05 
Table 4, demonstrates that lowered organizational commitment levels, with statistical differences not improvement after 

distribution of guidelines, except in job equity (p-value=0.02) and investment (P-value=0.001) there were a statistical significant 
differences improvement after guidelines in all commitment factors  
 
Discussion  

The current study illustrates that nearly two/third of 
nurse’s age between 25< 30 yrs.' Old (28%), as regards to 
the nursing qualifications more than half of staff nurses had 
diploma degree which considered as the broad base of the 
work force for both hospitals (55%), and highly percentage 
was had years of experience more than 10 years. more than 

half of nurses had more than 10 years of experience (58%), 
as regards the experience years. 

The result of the present study clarify that the 
highest percentage of shared decision as reported by staff 
nurses, these results was consistent with Hassan (2007) (12), 
which had reported high percentage of decisional 
involvement in all subscale of DI. Moreover, Havens & 
Vasey (2005) 16) and Ahmed &Safadi (2013) 17 reported 
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that nurses working in governmental hospitals had more 
decisional involvement than nurses working in private 
hospitals as related to all subscale of DI.  The results of the 
present study was consistent with Muinds (2011) & Fedai, 
(2010) 1, 18; Shariff(2015) 19that reported participative 
decision making for all aspects of decisional involvement 
and consequently high level of empowerment, satisfaction 
and commitment that supported the present study hypothesis 
.  On the other hand, this results was contradicting with 
Bhuiyah,(2010); 20 who reported a lowered worker decision 
making for all items of DI on behalf of nurses and highest 
one centered at the top level (autocratic leadership style) and 
, El demerdash. S.M, et.al (. 2016) 21 study that reported 
low level of actual decision-making. 

The result of the present study as related to 
participation in decision making affected by distribution of 
guidelines because of the sensitivity to the political state of 
our country, any discussion about the rights for nurses  
cause many problem and may leads to provoking of the 
problems as (striking), Problems aroused when distribution 
of decisional involvement and empowerment booklets 
among nurses hospital consider this as a provoking agent for 
nurses against the hospital, all of the hospital directors of the 
two hospitals consider the change as a political criticism for 
the hospital authority .                                                                                                           

the agreement contain many constrictions as assign 
officially person that jointing me in the individual interview 
that cause the negative effect on nurses response towards the 
study topics.    Many factors interfere with the results as in 
general hospital there is a good working condition a well-
balanced salaries that it all that meets the staff nurses initial 
needs and not mindedly occupied with anything else,    
Feeling of unsecure from nurses if they taking freely 
(leaving work, or termination).                                                                                                    

  As related to empowerment; lower empowerment 
level in access to resources and access to support, and 
opportunity,  in contrast, high level of empowerment in 
access to information and  with a statistical differences at p-
value=<0.001. In addition presence of a statistical 
significant differences as regards to total empowerment high 
score (p-value = <0.001) that not consistent with  the study 
of El Said,(2009) 22; and Kacel & miller(2005) 23who had 
founded that nurses perceived themselves to be moderately 
empowered, motivated thus, also supported by Nancy- Jane 
smith(2014)24.      On the contrary, the present study 
findings is not consistent with the study of Cynthial Willis 
(2015) 25 that indicated a higher structural empowerment 
and higher satisfaction in all subscale of empowerment that 
explained by good working conditions as regard to access to 
information( open lines of communication through meeting 
and conferences, good chances for upgrading and 
promotions as an access to opportunities, presence of 
sufficient resources and good achievement of workplace 
equity and means of job investment,  but In the present study 
with the current insufficiency of economic resources and 
shortage of nursing staff, it is essential for most of the 
organization to permit a surface of freedom and involved 
their employee's in decision making in order to be 
empowered to performing at a high level to ensure high 
quality patient care. 

consequently, lower organizational commitment 
with a statistical significant differences related to equity and 
job investment except in feeling of experience at work, trust 
and resistance  among nurses.  The present study revealed 

low satisfaction with the fringe benefits thus consistent with 
Ahmed (2011) & Ibrahiem (2009) 26,27, that indicated 
dissatisfaction with salary, moreover the finding of the 
present study was consisted to the study of Muindi, (2011) 1  
that reported high level of nursing satisfaction as a 
determinant of commitment that was relating to DI. In 
agreement with the positive side of present study that 
explained the effect of DI, empowerment on organizational 
commitment.  In addition, participatory environment's 
organization plays an important role in improvement of 
structural and psychological empowerment by feeling of 
their employee importance, which the most significant 
factors in increasing organizational commitment as a 
determinant for satisfaction. Laschinger & Heather (2009) 
28, reported that unit leader style and empowerment had a 
direct effect on organizational commitment.  

Furthermore, the study of Yang, et. Al (2013) 29 
supported the present study hypothesis, and noted higher 
empowerment among the Chinese nurses facilitate the 
professional practice environment and commitment, in other 
words empowering work environment that supports the 
professional practice have been positively related to nurses 
outcome ,  . In the other side, higher turnover rate was 
highly associated to lower commitment.  

The finding of the present study was agreed to the 
result of Carmann, &Tobin, (2011) 8 that lack of decisional 
involvement in work setting, and lack of empowerment that 
manifested by lower satisfaction and commitment of the 
organization.                                                          

The finding of the present study accorded to the 
study of khan &Jan. (2015) 9 reported that Pakistanian 
nurses was mildly satisfied and mildly committed to their 
hospitals Moreover, the study of Bushell, (2013) 30 reported 
that empowering work environment consequently positively 
affect commitment, a healthy empowering environment 
nurses have access opportunities, resources, information and 
support.  on the other side present study is contradicting 
with Hosni(2014) 5 that revealed lower empowerment 
among nurses in Assuit university hospitals while 
organizational commitment was high, in addition to the 
study of Lee, et, al, (2011) 31 reported strong loyalty to 
hospital among Malaysian nurses.  

The results of the present study was contradicting 
to Mohamadean, (2017) 32 study of factors affecting nurses 
organizational commitment at workplace which revealed 
high organizational commitment  

The study hypothesis was not supported by 
Moursi,(2007) and El leithy,(2011) 33,34 concluded that 
committed employee are more likely to engage in  and more 
consistently than  un committed employee, committed one 
have a high level of participation, remain with the 
organization for longer period,  highly involved and exerted 
more effort on behalf of the organization. When employee 
experienced identification, trust, investment, and equity at 
their work commitment was increased. This study is 
supported by Mahmoud, (2012) 35reported that 
empowerment is an important antecedent of organizational 
commitment among nurses  

 
Moreover, lowered commitment among staff nurses 

in the present study that explained by the availability of 
work and many chances in private organization as a good 
alternative, along with shortage in nursing personnel.  in this 
case the cost of leaving is not very high that resulted in 
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lower commitment, intention to leave  the organization, this 
a accorded to a study among Taiwanan nurses reported that 
continuous commitment was a significant positive predictors 
of their retention in nursing profession  (Chang et,al, 2015) 
36. The present study finding revealed positive  relationship 
between DI, and commitment, moreover, there is highly 
statistical significant  positive relation between 
empowerment and commitment as a result there were highly 
statistical significant positive correlation between decision-
making, empowerment and organizational commitment thus 
was consistent with the finding of Hassan,(2007) 1  that 
presented a positive statistically significant correlation 
between nurses decisional involvement and empowerment, 
and commitment as predictors for job satisfaction and 
showed that staff nurses who feel happy with their work 
environment perceived significantly greater level of 
involvement, more empowered ,and more committed to the 
organization. 

   El Sayed (2008) 4 was clarified that if the 
manager have access to resources, information, support, and 
opportunity he will likely to share his power with their 
employees. Moreover, the finding of the present study was 
consisted to the study of Muindi, (2011) 1 that reported high 
level of nursing satisfaction as a determinant of commitment 
that was relating to DI. In agreement with the positive side 
of present study that explained the effect of DI, 
empowerment on organizational commitment. 

The finding of the present study was agreed to the 
result of Carmann, &Tobin,(2011) 8 revealed that the main 
effect of organizational conflict was on commitment , 
conflict can resulted from lack of DI in work setting, and 
lack of empowerment that manifested by lower satisfaction 
and commitment of the organization. In addition, the study 
of Brunetto.et.al, (2012) 37 who indicated that nurses who 
participated in nursing policy was satisfied with policy and 
practice was slightly and committed.  . The finding of the 
present study accorded to the study of khan & Jan. (2015) 
9reported that Pakistani an nurses was mildly satisfied and 
mildly committed to their hospitals.  Moreover, the study of 
Bushell, (2013) 30 reported that empowering work 
environment consequently positively affect commitment, a 
healthy empowering environment nurses have access 
opportunities, resources, information and support.  

The finding of the present study is contradicting 
with Hosni(2014) 5 that revealed lower level of 
empowerment among nurses in Assuit university hospitals 
while organizational commitment was high, also she 
consider empowerment as an important predictors  of  
organizational commitment among staff nurses population.   
In this respect result of the present study accorded to Abdu, 
(2011) & Hunsaker, (2005) 3, 38 who noted a positive 
relation between DM, empowerment, and organizational 
commitment, as the feeling of empowerment were predictive 
of reported levels of burnout. Fostering environment can 
enhance nurse's perception of empowerment through 
effective ways of preventing stress among nurses, mentioned 
that nurses, who are more secure, more adapted in the 
organization that they work, become more motivated 
through participative decision-making as well as more 
empowered and usually intensify their effort to become 
more committed to a goal.  
 
 
 

Conclusion: 
Based on the finding of this current study, it was 

concluded that: 
The present study finding indicated that high 

percentage of shared decision between administration and 
staff nurses, for all subscale of decisional Involvement, low 
level of empowerment and commitment because of the 
negative effect of using a developed guideline of staff nurses 
participation in decision-making and empowerment. 
 
Recommendations: 

Based on results of the present study the following 
can be recommended: 

 Create a unit level DM structures such as 
shared governance model, unit committees as a 
strategy for promoting decisional involvement 
and structural empowerment;  

 Create a motivating work environment, 
keeping open lines of communication through 
periodical staff meeting, seeking opinion, and 
treating them with respect. 

 Further researches are required to investigate 
factors that may affect decisional involvement, 
and identify barriers that eliminate successful 
sharing in decision-making at all levels of 
organization structures, providing necessary 
resources. 
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Abstract 

Background:  Eclampsia proceeds to be a major problem in pregnant and post-partum women. Maternity 
nurses can play a major role in prevention of maternal deaths related to eclampsia. Aim of the study: to assess 
nurses' knowledge and practice regarding management of Eclamptic women at obstetric, gynecological and child 
minia university and general minia hospitals. Research design: A descriptive research design was utilized in the 
present study. Sample: A total of 78 female nurses recruited at convenience which classified as 60 nurse who work 
in obstetric, gynecological and child minia university hospital and 18 nurses who work in general mina hospital. 
Tool of data collection: a structured interview questionnaire which included three parts:1: personal and Socio 
demographic data part 2: nurses' knowledge about eclampsia and it is management part3: observational checklist 
Results: The findings of this study revealed that, more than half of the study sample (53.2%) had good knowledge 
and near to two-third (64.9%) had poor practice / skills level in managing eclampsia. There was statistically 
significance different in nurse's knowledge working in Obstetric & Gynecological and Child Minia University 
Hospital and Minia General Hospital  (p =002) while, there were not statistically significance differences between 
nurse's practices in these two hospital Conclusion: The study concluded that there were a gaps between knowledge 
and practice in the area of managing women with eclampsia. Recommendations: Regular training programs to 
encourage nurses to update and improve their practice. 

  
Key Words: Eclampsia, Knowledge, Maternity nurses, Practice   
 
 
Introduction  

Eclampsia is commonly defined as a new onset of 
grand mal seizure activity and/or unexplained coma during 
pregnancy or postpartum in a woman with signs and 
symptoms of preeclampsia, it typically occurs during or 
after the 20th week of gestation or in the postpartum period. 
(1)  Eclamptic seizure seems to be self-limiting, typically 
lasting no more than 3-4 minutes followed by a post-ictal 
period of confusion and agitation, and even coma. (2) Most 
cases of eclampsia present in the third trimester of 
pregnancy, with about 80% of eclamptic seizures occurring 
intrapartum or within the first 48 hours following delivery. 
(3) 

The nurse role and consistent nursing care is very 
important in Eclamptic cases and must be competent in 
knowledge and practices as should be aware how to deal 
accurately before, during and monitoring after fits. (4) 
Moreover, nurse should provide emotional support for the 
mothers & their families, and inform them how to cope with 
eclampsia during pregnancy, encourage elevation of 
edematous arms and legs to increase venous blood return 
and compliance with bed rest in lateral recumbent position 
to avoid uterine pressure on the vena cava and supine 
hypotension syndrome. (5)  

In addition,  maternity nurses provided 
pharmacological agents according to physician's orders, and 
promoting women health through utilizing safety measures 
regarding to drugs administration as intravenous magnesium 
sulphate as a first-line agent. The nurses must be aware of 
action related drugs (muscle relaxant, prevents seizures), as 
well as the five rights during drugs administration and how 
to deal with drug toxicity. (6)   

Many studies showed a woman in a developing 
Counties are seven times more likely to develop pre –
eclampsia, three times more likely for it to progress to 
eclampsia, and 14 times more likely to die with eclampsia 
than a pregnant woman in a Developed Countries . (7)  

 

The nurse at three Indian hospitals stated that they 
had neither the knowledge nor the skills to manage 
eclampsia patients at the same time; they accepted that there 
was some hesitancy to manage such complicated cases. (8) 
The authors go on to report that; they feared being blamed 
for any negative outcomes that could result, even when 
those outcomes were a natural consequence of the condition.  

A study done in Port Said hospitals revealed that 
nurse-midwives had knowledge and practice gaps in areas of 
managing eclampsia. Provider‘s practices were not at 
appropriate level or in line with guidelines. Few Nurse-
midwives reported to have attended in-service training on 
managing eclampsia. Resuscitation equipment and essential 
drugs for managing eclampsia are not enough and not 
regularily available. (9)              
 
The aim of the Study: 

To assess Nurses' Knowledge and Practice 
regarding management of Eclamptic women at obstetric, 
gynecological and child minia university hospital and 
general minia hospitals. 
 
Significance of the study: 

The incidence of eclampsia has been relatively 
stable at 1.6 to 10 cases per 10,000 deliveries in developed 
countries. In developing countries, however, the incidence 
varies widely: from 6 to 157 cases per 10,000 deliveries. 
Incidence of 76 patients out of a total 5562 deliveries 
presented with eclampsia in Canada (excluding Quebec) 
5.9/10,000 cases between 2009-2010 Thus, despite rate of 
eclampsia declining in the developed world, Eclampsia 
remains a worldwide problem so important to assess nurses 
knowledge and practices. (10) The number of deliveries with a 
complication of eclampsia at Minia University Hospital and 
Minia General Hospital (2017) was 177 out of 5696 
deliveries (3.1%).  
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Research questions  
  What are levels of knowledge and practice of 

maternity nurses regarding management of 
eclamptic women? 

 Is there a difference between the nurses' knowledge 
and practice who working in Obstetric, 
Gynecological and Child Minia University Hospital 
and Minia general Hospital? 

 
Subjects and methods: 
Study Design:  

A descriptive research design was utilized to fulfill 
the aim of this study. 
 
Research Setting  

The study was conducted in inpatient units at 
Obstetrics & Gynecological and Child Minia University and 
Minia General Hospitals. the study was conducted within 9 
Months, during the period from the beginning of September 
2016 and finished at May 2017  
 
Sample  

A total of 78 female nurses recruited at 
convenience which classified as (60) female nurses who 
worked at Minia University Hospital and (18) female nurses 
worked at Minia General Hopital which dealing with 
Eclamptic women. 
 
Inclusion criteria:- 

 Nurses worked at Minia university hospital and 
Minia General Hospital in antenatal, labor, post 
natal ward and intensive care units. 

 
Exclusion criteria:- 

  Nurses who are attending training program from 6 
months ago regarding management of eclamptic 
women. 

 Nurses who refuse to participate in the study 
 
Tools of the study:  

Tool for data collection was developed by the 
researchers after extensive review of literature to fully meet 
the demands of this research study and it was structured 
from Jhpiego (2011) in collaboration with the Ministry of 
Health. After that the developed tool were revised by panel 
of Obstetrical and Gynecological experts in nursing field as 
A structure interview questionnaire (Appendix,1) and it was 
consisted of the following three parts:  

 Part 1: It consisted of five questions regarded to 
Socio demographic data as age, the current nursing 
role. qualifications, years of experience and place 
of work.  

 Part 2:  Included 28 questions to assess level of 
nurse's knowledge regarded to eclamptic women 
and its management such as (Definition, main 
physical findings, organ affected, risk factors, 
recommended IV line, drugs and dose, toxicity and 
its prevention, etc….) 

 Part 3: Observational Checklist Questionnaire to 
assess nurse's performance during care provide to 
women with eclampsia, it consisted of (55) 
skills/tasks related to nurses practice and each 
correct or complete performance was marked as 
two and incorrect or incomplete performance was 

marked as one and other skills as not done or not 
applicable (N/A)  
 

Scoring system for total level of knowledge/ practice  
KNOWLEDGE PRACTICE  PERCENTAGES 

Very good Higher  (85% - 100%) 
Good Moderate  (70% - 84%) 

Average Average  (50% - 69%) 
Poor Poor  (0% - 49%) 

 
Validity and reliability:  

To establish validity, the questionnaire was be 
piloted on panel of 3 experts of Obstetrics and 
Gynecological staff, and Nursing professors who reviewed 
the tool for clarity, relevance, comprehensiveness, 
understanding, applicability and easiness. 

Also, the tool was tested for internal reliability 
(reliability referred to the consistency of measurement and 
was frequently assessed using the test-retest reliability 
methods) to achieve reliability of knowledge and practice 
questionnaire by using Cronback's Alpha test were 0.72 and 
0.75 respectively. 
 
 Pilot study: 

Conducted on 10% of female nurses (8 nurses) 
from Minia University Hospital and General Minia Hospital, 
to test feasibility of tool and time required to be applied.  
Modifications were done of some points of the questionnaire 
that did not consistent with the aim of this study.  
 
Ethical Consideration: 

 Research  proposal was  approved from ethics 
committee in faculty of nursing 

 Oral consent was  obtained from nurses that are 
willing to participate in the study, after explaining 
the nature and purpose of the study 

 Study subject have the right to refuse to participate 
and /or withdraw from the study without any 
rational at any time 

 No health hazards were present.   
 Participants were assured that all obtained data are 

highly confidential, anonymity was also assured 
through assigned  number for each nurse instead of 
names to protect their privacy. 

 
Study Procedure 

An official permission was obtained from the 
research ethics committee of faculty of nursing and director 
of the two hospitals before the conduction of the pilot study 
as well as the actual study. 

The researcher attended units where providing care 
for Eclamptic women (in patient and intensive care units) 
three days per week,  at the beginning of interview the 
researcher greet each nurse, utilized proper channel of 
communication  and explained the purpose of the study and 
took their oral consent. Questionnaire was filed by 
researcher through 1/2 to 1 hour for each nurse. This was 
done to determine the actual knowledge of study sample 
which used in managing eclampsia.  

The observation checklist was used in observing 
nurses while managing Eclamptic women and performing 
their daily nursing activities each nurse was observed for 2-3 
hours or more to avoid observing each nurse more than once 
write the code number for each nurse on questionnaire. 
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Limitation of study  

1- Interruption during interview was occurred 
between nurses so researcher made effort and 
useless time to complete questionnaire. 

2- The current study had few numbers of nurses; 
therefore findings may not be representative of the 
general population. 

3- Some nurses were reluctant to be interviewed for 
fear that the information could be used against 
them. 

4- Because decrease the number of eclamptic cases 
the researcher take longer time until complete 
observational checklist from sample size. 

 
 Statistical analysis 

The collected data was tabulated, computerized, 
analyzed and summarized by using descriptive statistical 
tests to test research questions by using SPSS version (20). 
The level of significance was accepted at P- value <0.05 

 
Results 
Table 1: Distribution of studied sample regarding to their socio-demographic data. (n= 77). 

Demographic Data NO. % 
Age / years   

Less than 25  20 26.0 
25 – 30  38 49.3 
More than 30 19 24.7 
Mean ± SD 28.1 ±5.9 years 

Nursing Job   
Staff nurse 38 49.3 
Practice nurse 29 37.7 
Supervisor nurse 10 13.0 

Educational qualifications    
Diploma nursing  51 66.2 
Technical nursing  18 23.4 
Bachelor  8 10.4 

Years of experience    
Less than 5  21 27.3 
5- 10  25 32.5 
More than 10 31 40.2 
Mean ± SD 9.4 ± 6.1 years  

Place of work    
Antenatal  15 19.4 
Labor  26 33.8 
Post  16 20.8 
ICU 20 26.0 

Total  77 100 
          Table 1: Shows nurses' age, near half of the study sample (49.3%) their age ranged from 25-30 years, while near one quarter 
of them (24.7%) were more than 30 years with mean age was 28.1 ±5.9 years. Moreover, around half of the study sample (49.3%) 
was staff nurse while more than one third of the study sample (37.7%) were practice nurse and minority (13.0%) was supervisor 
nurses. Regarding nurses' education it was found that more than half of the study sample (66.2%) were diploma nurse, while, 
(10.4%) were bachelor degree. According to years of experiences it was observed that (40.2%) had  years of experiences more 
than 10 years and near quarter of study sample  (27.3%) had  < 5 years with mean of( 9.4 ± 6.1 years) . Regarding place of work 
more than one third of study sample (33.8%) were work in labor ward and (19.4%) in ante natal unit and (20.0%) in post natal unit 
while more quarter of study sample (26.0%) were work in ICU. 
 
Table 2:  Distribution of the study sample related to total level of knowledge (n = 77) 

Knowledge No. % 
Poor (0- 49%) 0 0 

Average (50- 69%) 4 5.2 
Good (70- 84%) 41 53.2 

Very good  (> 85%) 32 41.6 
Table 2: presents that more than half of study sample (53.2%) had good knowledge and (41.6%) had very good while the 

minority (5.2 %) had average knowledge regarding management of Eclamptic women. 
 
Table 3: Distribution of the study sample related to their level of practices (n = 77) 

Practice No. % 
Poor (0- 49%) 50 64.9 

Average (50- 69%) 23 29.9 
Moderate (70- 84%) 3 3.9 

Higher   (> 85%) 1 1.3 
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Table 3:: shows that near to two- third of studied sample  (64.9%) had poor level in practice and more than quarter of 
them (29.9%) had  average level, while, the minority had moderate and higher levels in practice  (3.9% , 1.3%) respectively. 
 
Table 4: Relations between level of nurse’s knowledge and demographic data (n=77)  

 
Demographic data  

Knowledge level  
F 

 
P- 

value  
Average (n= 4) Good 

  (n=41) 
Very good 

(n= 32) 
No. % No.  % No. % 

Age / years         
Less than 25  3 75.0 9 22.0 8 25.0 8.553 .073 

NS 25 – 30  0 .0 19 46.3 19 59.4 
More than 30 year 1 25.0 13 31.7 5 15.6 

Nursing Job          
Staff nurse 2 50.0 22 53.7 14 43.8  

2.487 
 

.647 
NS 

Practice nurse 1 25.0 13 31.7 15 46.9 
Supervisor nurse 1 25.0 6 14.6 3 9.4 

Educational qualification          
Diploma nursing  2 50.0 34 82.9 15 46.9  

 
17.163 

 
 

.002* 
Technical nursing  2 50.0 7 17.1 9 28.1 
Bachelor  0 .0 0 .0 8 25.0 

Years of experience          
Less than 5  2 50.0 9 22.0 10 31.2  

1.915 
 

.751 
NS 

5- 10  1 25.0 14 34.1 10 31.2 
More than 10 1 25.0 18 43.9 12 37.5 

Place of work          
Antenatal  0 .0 10 24.4 5 15.6  

16.278 
 

.012* Labor  4 100.0 15 36.6 7 21.6 
Post  0 .0 10 24.4 6 18.8 
ICU 0 .0 6 14.6 14 43.8 

NS = not statistically significance              * Statistical significantly differences 
Table 4: shows that there were statistically significance differences between Nurses Educational qualifications and place 

of work with total knowledge level in which P- value < = (.002  & .012 respectively).  
 
Table 5: Relation between level of nurse’s practice and demographic data(n=77)  

 
Demographic data  

Practice level  
F 

 
P- 

value  
Poor (n= 50) Average   (n= 

23) 
Moderate  

(n= 3) 
High (n= 1) 

No. % No.  % No. %   
Age / years           

Less than 25  13 26.0 5 21.7 2 66.7 0 .0  
5.971 

 
.426 
NS 

25 -  22 44.0 14 60.9 1 33.3 1 100.0 
More than 30 15 30.0 4 17.4 0 .0 0 .0 

Nursing job           
Staff nurse 26 52.0 10 43.5 1 33.3 1 100.0  

4.206 
 

.649 
NS 

Practice nurse 16 32.0 11 47.8 2 66.7 0 .0 
Supervisor nurse 8 16.0 2 8.7 0 .0 0 .0 

Educational qualification            
Diploma nursing  33 66.0 15 65.2 2 66.7 1 100.0  

1.151 
 

.979 
NS 

Technical 
nursing  

12 24.0 5 21.7 1 33.3 0 .0 

Bachelor  5 10.0 3 13.0 0 .0 0 .0 
Years of experience            

Less than 5  14 28.0 6 26.1 1 33.3 0 .0  
3.474 

 
.747 
NS 

5- 10  14 28.0 10 43.5 1 33.3 0 .0 
More than 10 22 44.0 7 30.4 1 33.3 1 100.0 

Place of work            
Antenatal  12 24.0 3 13.0 0 .0 0 .0  

28.559 
 

.001* Labor  20 40.0 6 26.1 0 .0 0 .0 
Post  14 28.0 2 8.7 0 .0 0 .0 
ICU 4 8.0 12 52.2 3 100.0 1 100.0 

NS = not statistically significance              * Statistical significantly differences 
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Table 5: Findings of this study found that there was statistically significance difference related to place of work and total 
nurses practices score in which ( P – value .001*) . 
 
Table 6: Relations between level of nurse’s knowledge & practices and hospital type (n=77)  

 
Hospital type 

Hospital type   
F 

 
P- 

value  
Minia University  Hospital  
             (n= 60) 

Minia General Hospital  (n= 
17) 

NO. % No.  % 
Knowledge level       

5.231 
 

.05* Average 3 5.0 1 5.9 
Good  28 46.7 13 76.5 
Very good 29 48.3 3 17.6 

Practice level        
Poor  39 65.0 11 64.7  

1.348 
 
.718 
NS 

Average  17 28.3 6 35.3 
Moderate  3 5.0 0 .0 
High  1 1.7 0 .0 

NS = not statistically significance               
Table 6:  Findings of this study revealed that there were statistically significance differences between total knowledge 

level related nurses working in Obstetric, Gynecological and Child Minia University Hospital and Minia general Hospital score in 
which P value .05* while there were not statistically significance differences related to total practice level between two hospital. 
 
Discussion 

Although eclampsia remains a cause of maternal 
and fetal morbidity and mortality in developed countries, it 
is for this reason knowledge of managing eclampsia among 
health workers is essential in reducing maternal morbidity 
and mortality. Nurse can play a major role in prevention of 
maternal death related to eclampsia. It is therefore important 
to assess nurse knowledge and practice in managing 
eclampsia and requires skilled personnel, well established 
guidelines and premises equipped with the necessary 
instruments. (11) 

As regard personal characteristic of the studied 
sample, it was found that near half of study sample (49.3%)  
their age ranging from 25-30 years with mean of age were 
28.1 ±5.9 years. this finding is not consistent with (12)  which 
found that most participants were from age group of 31- 40 
years followed by age group 41-50 and (13) did a study on 
management of pre-eclampsia and eclampsia in Dar-el-
Salaam public health facility and found nearly two third of 
health care workers were between 31-40 years and the 
majority were nurses, followed by the age of 40 and above.  

Regarding nurse's years of experiences this study 
showed that more than half (59.8%) were have for 1 - 10 
years and (40.2%) have years of experiences more than 10 
years.  This result was in agreement and supported by the 
study of the (14) which had found that slightly above half of 
the respondents had worked for 1- 10 years while 48% of 
respondents had worked for over 11years and above. This 
indicated that more nurses working in this hospital have 
years of experience's less than 10years. 

The data were obtained through interview 
questionnaire on knowledge in managing eclampsia revealed 
that  near than half  of study sample as (46%) of study 
sample working in obstetric and gynecological and child 
Minia university hospital were had good knowledge on 
managing eclampsia the result is similar to study done by (12) 
who found that (43%) and the result is similar to study done 
at Dar- es –salaam in public health facilities by (13)  that 
found out that the overall proportion of nurses with 
knowledge in managing patient with pre-
eclampsia/eclampsia was (45%). Similarly a study done by 

(15) this showed that (42%) of Nurse-midwives were 
knowledgeable on managing eclampsia. 

The finding of the current study observed that near 
to two third of studied sample were poor in practice and 
more than quarter of them (29.9%) were average while the 
minority had moderate and higher in practice (3.9%,1.3%) 
respectively. This finding similar to study done by (12) which 
determine that data obtained from observation checklists in 
managing eclampsia revealed that more than half of 
respondents had poor skills in managing eclampsia. Only 
more than one to third score average and no one of 
respondents scored higher skills or moderate skills. In 
Pakistan, a study done by (16) found that majority of nurses 
scored poorly in competency of managing eclampsia. Only 
6.1% scored well and there was no one who had higher 
skills. Also, similar a study conducted by (17)  on quality of 
care for screening and management of pre-eclampsia and 
eclampsia in six countries revealed that only 44% of health 
care providers score well in four areas including 
management of severe pre-eclampsia and eclampsia. 

Regarding the relationship between selected 
variable like ( age , nursing role , educational qualification  
,years of experiences and place of work) and knowledge in 
managing eclampsia it was found that;  there were 
statistically significance differences regarding place of work 
with total knowledge level in which P-value (.012*) this 
similar to (12) which founded that  there were significant 
association was found between place of getting expertise in 
managing eclampsia, on job training workshop  

In the present study  there were statistically 
significance between Nurses Educational qualification and 
total nurses knowledge in which P- value (.002*) this result 
were contradiction with finding of (12) which founded that 
professional qualification were not statistically significant 
associated with nurse‘s knowledge in managing eclampsia 
and  the findings of (18) which indicate that there is no 
significance association between knowledge level of staff 
nurse and selected variable like professional qualification. 

In this study there were not statistically 
significance between nurses knowledge level and years of 
experiences but this differ from finding of (18) it was observe 
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that significance association was found between knowledge 
level and total year of experiences and in-service education. 

From the study there were statistically significance 
between level of practice and place of work in which P-
value (.001*) while there were not statistically significance 
in other selected variable like (age, nursing role, educational 
qualification years of experiences) These results are 
comparable to those reported from the study done in Nepal 
by (19) which found providers who completed skilled birth 
attendant‘s in-services training performed better and year of 
experiences. Of the 250 providers who participated in a 
various round of assessment, 70 trained providers scored on 
average of 89% versus 61% among the 180 non trained 
providers. 
 
Conclusion 

Based on the findings of this current study, it was 
concluded that: There were a gaps between nurses 
knowledge and practice in the area of managing eclampstic 
women. there were statistically significance differences in 
the nurse's knowledge level  who are working in Obstetric & 
Gynecological and Child Minia  University Hospital and 
Minia General Hospital in which p- value (.002*) on the 
other hand there were not statistically significance 
differences between nurse's practices in these two hospitals 
 
Recommendation 

Based on the findings of the present study and are 
suggested as the following:  

1. Periodic training program should be carried out for 
nurses who are dealing with eclamptic women to 
develop their Skills. 

2. Continuing   health educational programs, seminars 
for nurses.  

3. Replication of the current study on a larger 
probability sample from different geographical 
areas to assess the real picture of Nurse Practice in 
managing eclampsia and to achieve generalization.  
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Abstract: 

Background: Childhood obesity is a worldwide epidemic, with prevalence rates doubling or tripling over 
the past 15 years. Childhood obesity is due to the imbalance between caloric intake of the child and the calories 
utilized (for growth, development, metabolism, and physical activities). Obesity negatively affects the child’s 
quality of life (QOL) specifically the dimensions that related to psychosocial health, self-esteem, physical 
functioning, and the impact on parental emotional well-being. Aim of the study: to Assess quality of life among 
obese preadolescent school age children (11-14 years) at Minia City. Research design: A descriptive research design 
was utilized in the present study. Setting: Four preparatory schools were chosen randomly. Two private schools one 
from south and other from north of Minia city. Similarly, two governmental were chosen, one from the north and 
other from the south, including both private schools (Mosaab Ben Omaier), and (Salah El-Dien Islamic school) and 
governmental schools (El- Salam preparatory, and El- Etehad preparatory school). Subjects: A random sample of 
100 students. Tool of data collection: Tool 1: A structured interview questionnaire. Tool 2: The Pediatric Quality of 
Life Inventory (PedQL). Tool 3: anthropometric measurements: Weight, Height, and body mass index. Results: 
Mean age (13.11± 0.86) their weight ranged from (71-136 kg) with mean weight was (88.2± 10.7kg) & the height 
ranged from (1.41-1.7 m) and mean height was 1.56±0.061 and their BMI ranged from (31.2-50.4) and the mean of 
BMI was 35.7±3.6. There are strong correlation between BMI and QoL and this correlation was statistically 
significant (r=0.23, p=0.01).Conclusion: It was concluded that Obesity has a negative impact on the children’s daily 
life. Obese children reported poorer quality of life as regards the physical, emotional, social, school functioning 
domains and total quality of life. Recommendations: Strategies should be directed toward improving the quality of 
life of overweight and obese adolescents. We are in need to increase public awareness and information about 
healthy balanced diet, nutritional needs, and practicing adequate physical activities in all age groups especially 
school age through mass media. School nutritional health education programs must be organized to encourage 
healthy eating habits as a routine part of healthy life for all, with a combination of exercises on a daily basis. 

Key Words: childhood obesity, health related quality of life, adolescents. 
 
Introduction 

Childhood obesity is a worldwide epidemic, with 
prevalence rates doubling or tripling over the past 15 years 

(1). Obesity in children is a complex disorder. Its prevalence 
has increased so significantly in recent years that many 
consider it a major health concern of the developed world. 
obesity is the result of “caloric imbalance” too few calories 
expended for the amount of calories consumed and are 
affected by various genetic, behavioral, and environmental 
factors.(2) Normally the amount of calories a child consumes 
through food or beverages, if not used for energy activities, 
leads to obesity.(3) 

     Childhood obesity is a condition where 
excess body fat negatively affects a child's health or well-
being (4). In addition to increased co-morbidity, psychosocial 
limitations play an important role in the lives of these 
children (5). Health problems related to obesity are not only 
physical but psychological and social as well. (3) 

The methods to determine body fat directly are 
difficult; the diagnosis of obesity is often based on BMI 
(body mass index) measurement it is recommended as the 
most accurate method for screening children and adolescents 
for obesity by the Expert Committee on Pediatric Obesity. 
The BMI measurement is strongly associated with 
subcutaneous and total body fat and also with skinfold 
thickness measurements. It is also highly specific for 
children with the greatest and least amount of body fat. (6) 
Due to the rising prevalence of obesity in children and its 
many adverse health effects it is being recognized as a 
serious public health concern (7). Body mass index (BMI) is 
acceptable for determining obesity for children two years of 
age and older. It is determined by the ratio of weight to 

height. (6)The normal range for BMI in children varies with 
age and sex. While a BMI above the 85th percentile is 
defined as overweight, a BMI greater than or equal to the 
95th percentile is defined as obesity by Centers for Disease 
Control and Prevention(8). 

Quality of life (QOL) is the general well-being of 
individuals and societies. QOL has a wide range of contexts, 
including the fields of international development, healthcare, 
politics and employment.(9) It is important not to mix up the 
concept of QOL with a more recent growing area of health 
related QOL (HRQOLWhen we look at HRQOL we in 
effect look at QOL and its relationship with health. Quality 
of life should not be confused with the concept of standard 
of living, which is based primarily on income (10); QOL has 
been described as a “broad ranging concept, incorporating in 
a complex way individuals’ physical health, psychological 
state, and level of independence, social relationships, 
personal beliefs, and their relationship to salient features of 
the environment”. (11) 

There are reports that obese children demonstrate 
more negative self-perceptions, decreased self-worth, 
increased behavioral problems, lower self-esteem, and lower 
body esteem and perceived cognitive ability. (12)Nurses play 
a key role in the adherence and maintenance phases of many 
weight-reduction programs. Nurse practitioners assess, 
manage, and evaluate the progress of many overweight 
adolescents. They also play an important role in recognizing 
potential weight problems and assisting parents and 
adolescents in preventing obesity, the work of nursing in the 
school environment is critical to implement actions of 
primary prevention to control obesity through educational 
activities, as well as to identify overweight and treat this 
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condition in children and adolescents.  As school nurses are 
in a position to reach a large number of youth, they are able 
to address the potential serious health problems that result 
from overweight and obesity. (6) 

 School nurses can provide essential leadership in 
helping students maintain a healthy weight to prevent 
overweight and obesity decrease the burden of illness, and 
increase the quality of life (13). To achieve these measures, it 
is recommended that nurses work collaboratively with 
teachers and other educators in the community, besides 
creating partnerships with parents in order to assist them in 
promoting the health of their children. (14) 
Significance of the Study   

Obesity in North Africa and the Middle East is a 
notable health issue. In 2016, the World Health 
Organization measured that Over 340 million children and 
adolescents aged 5-19 were overweight or obese in (15)  The 
prevalence of obesity in Egypt according to UNICEF 
records in 2014 is 9.9% male and 8.5% female aged from 
(10-14 years). (16) 

Obesity negatively affects the child’s quality of life 
(QOL) specifically the dimensions that related to 
psychosocial health, self-esteem, physical functioning, and 
the impact on parental emotional well-being, in school-aged 
children. (9) 

 
 

Aim of the Study 
This study aimed to Assess quality of life among 

obese preadolescent school age children (11-14 years) at 
Minia City. 
 
Research Questions:- 

The study answered the following questions:  
 Dose the obesity had impact on child’s quality of 

life?  
 What is the relationship between obesity and 

quality of life? 
 What are the predictors which decreased quality of 

life in children with obesity?   
 
Subjects and Methods 
Research design:  

Cross sectional descriptive research design was utilized 
for this study. 
 
Sample:  

A random sample of 105 students calculated on total 
obese student (1674),  calculated by EPI info program 
version (6)  according to (total number of student in 
preparatory schools in  Minia city was (16736 student) and 
the prevalence of obesity in children in Egypt according to 
UNICEF records in 2014 was 10%, frequency of low quality 
of life among those obese children was 50% .From 4 
preparatory schools in all grades from each category of 
school (private and governmental) distributed 
geographically north and south of Minia City. According to 
the following criteria:-  
 
Inclusion criteria:  

1- Obese students, its body mass index percentile for 
age and sex are (BMI ≥97th percentile).  

2- Age from 11-14 years old 

Exclusion criteria:  
1- Obese children with mental and physical handicap. 
2- Obese children with chronic diseases. 

 
Setting:  

Four preparatory schools were chosen randomly. 
Two private schools one from south and other from north of 
Minia city. Similarly, two governmental schools were 
chosen, one from the north and other from. South the 
selected schools represented all geographic areas of Minia 
city including both private schools (Mosaab Ben Omaier), 
and (Salah El-Dien Islamic School) and governmental 
schools (El- Salam preparatory, and El- Etehad preparatory 
school).  
       
Tools for Data Collection: 

 Tool (1): A structured interview questionnaire: was 
developed by the research investigator after reviewing the 
related literature. It consisted of; 

Personal data includes sex and age of student, 
residence, birth order, number of sibling.…….. Etc.  

 Tool 2: Socio-economic scale; it was developed by 
(Abd El-Twaab, 2004) and used to assess the socio-
economic status of the children. It included four domains; 
level of parent’s education (8 items), family income (6 
items), parents’ occupation (two items), and life styles (3 
items). Each item of four domains has one score. The total 
score was divided into two classes as high degree (from 51-
100%), and low (less than 50%). The item of family income 
has been modified by the researcher according to the rate of 
inflation and increased to be conforming with recent income 
through comparing difference of the value of the golden 
pound at 2004 to that at 2013 and multiplying the rate of 
inflation to the scale. (17) 

Tool 3: The Pediatric Quality of Life Inventory 
(PedQL) is a modular instrument for measuring health-
related QOL in children and adolescents aged 2-18 years (5), 
While the PedQL was initially designed for various chronic 
illness among pediatric populations, it has been translated 
into Arabic and used extensively with obese pediatric 
subjects to assess quality of life in population-based studies 
where actual health status other than BMI is unknown. It has 
demonstrated good reliability and constructs validity (18). The 
Peds QL consisted of 23 items in four domains: physical (8 
items), emotional (5 items), social (5 items), and school (5 
items). The researchers asked how much of problem each 
item has been experienced during the last month. A five-
point response scale was used (0=never, 1= almost never, 2= 
sometimes, 3= often, 4= always). Items are reverse-scored 
and linearly transformed to a 0–100 scale (0= 100, 1= 75, 2= 
50, 3= 25, 4= 0), so that higher scores indicated better QOL. 
A total score, derived by the mean of all 23 items, total score 
was calculated of the summation of previous four scores out 
of 100 then total score was changed into percentage and 
grouped the percentages. Scores (<25%) were interpreted as 
bad quality of life, (25% to <50%): fair quality of life, (50 to 
<75%): good quality of life and (75–100%): very good 
quality of life. The score was calculated to provide an 
overall measure of the QOL. (19)  

Tool 4: anthropometric measurements: Weight was 
measured to the nearest 0.5 kg using platform weighting 
scales All students were weighed in light clothing, and shoes 
was removed.. The scales were placed on floor surface, and 
ensure the student was ready to step onto the platform, the 
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scales was reset on zero point. The child Instructed to stand 
very still on the scales platform and ensure that they were 
standing free (not leaning on a chair or wall) and the reading 
was recorded in kilograms and gram increments. Height was 
measured to the nearest 0.5 cm using a measuring tape. All 
students were measured without shoes or socks, a plane wall 
without edges were graduated and the students were 
instructed to stand against the wall on a level floor with feet 
parallel and pointing forwards, a hard surface was placed on 
the subjects head and mark was done. The height in 
centimeters' was recorded. Body mass index calculated as 
Body mass index (BMI): BMI= Weight (kg)/Height (m) 2; 
BMI is determined according to age specific and gender 
specific charts. (20)  
 
Field of study: 

 Data collection was done by the researcher .The child 
BMI was calculated based on objective measures of height 
and weight, and adjusted for age and sex above 97th 
percentile. Students were interviewed per day from 9.00 AM 
to 1.00 PM in two days each week within average of 15 
minutes for each child. The researcher met the students 
when they were available and stressed on the issue of 
confidentiality and all students were requested to fill out the 
questionnaires anonymously. To control for variations in 
reading ability, the questionnaire was read aloud to students; 
and required between 10 and 15 minutes. 
 
Pilot study:  

A pilot study was conducted on 10 children for the 
purpose of testing clarity, completeness, and to determine 
the time involvement. According to the results of pilot, the 
pilot group was included in the study. 
 
Validity and Reliability 
         The tool was tested for content validity by a jury of 
three experts in the field of the study to test the content 

validity of tool. Reliability of tool was performed to confirm 
its consistency. 
 
Ethical Consideration: 

A written initial approval was obtained from the 
research ethical committee of the faculty of nursing, Minia 
University. Oral informed consent was obtained from 
children participate in the study. Each assessment sheet was 
coded and students' name wasn't appeared on the sheets in 
the purpose of anonymity and confidentiality. The students 
were assured that they could withdraw at any time from the 
study. Administrative approvals were obtained from the 
Dean of Faculty of Nursing, Minia University to the 
Ministry of Education research committee before 
implementation of the study. Meetings with head teacher 
.Oral consents were taken from all children participate in the 
study. The purpose and nature of the study were explained 
by the researcher through direct personal communication 
prior starting to their participation in the study. These data 
were confidential between students and the researcher and 
were used for the purpose of the research only.  
 
Statistical analysis 

The data obtained were reviewed, prepared for 
computer entry, coded, analyzed and tabulated. Data entry 
and analysis were done using SPSS version 16 statistical 
software package.  Data were presented using descriptive 
statistics in the form of frequencies and percentages for 
qualitative variables, means and standard deviations for 
quantitative variables. Quantitative continuous data were 
compared using Chi. Square to determine significance for 
non-parametric variable. Using Pearson's correlation for 
numeric variable in the sample. Statistical significant 
differences were considered when P-value used as follows: - 
P ≤ 0.05 significant. 

 
Results 
Table (1) Characteristics of obese children   n= (105) √ 

% N=105  
  School 

34.3% 36 Private 
65.7% 69 governmental 

  Sex 
42.9% 45 Male 
57.1% 60 Female 
Mean Range  

13.11± 0.86 years (11-14) years Age 
88.2±10.7 kg (71-136) kg Weight 
1.56±0.061 M (1.41-1.7) M Height 

35.7±3.6 (31.2-50.4) BMI 
 

Table (1) this table shows that 65.7% of obese 
students were from governmental schools  and 34.3% of 
them were from private schools & 42.9% of them were male 
their age ranged from (11-14 years ) with mean age (13.11± 
0.86 year).  Regarding children's weight ranged from (71-

136 kg) with mean weight was (88.2± 10.7kg) & the height 
ranged from (1.41-1.7 m) and mean height was 1.56±0.061 
and their BMI ranged from (31.2-50.4) and the mean of BMI 
was 35.7±3.6. 

 
Table (2) Total QoL score and socio-demographic characteristics among obese pre-adolescent school age children 

P X2 High QoL Low QoL  
0.06 2.89 

 
12 (33.3%) 24(66.7%) Private School 
35 (50.7%) 34 (49.3%) Governmental 

0.1 1.55 17 (37.8%) 28 (62.2%) Male Sex 
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P X2 High QoL Low QoL  
 30 (50%) 30 (50%) Female 

0.1 1.14 
 

26 (50%) 26 (50%) Low income Income 
21 (39.6%) 32 (60.4%) High income 

 
 

6.96 
 

30 (57.7%) 22 (42.3%) Low education Education 
17 (32.1%) 36 (67.9%) High education 

0.007 6.69 
 

30 (57.7%) 22 (42.3%) Low occupation Occupation 
17 (32.1%) 36 (67.9%) High occupation 

0.007 6.69 
 

30 (57.7%) 22 (42.3%) Low life style Life style 
17 (32.1%) 36 (67.9%) High life style 

0.007 6.69 
 

30 (57.7%) 22 (42.3%) Low total score  Total score 
17 (32.1%) 36 (67.9%) High total score  

 
Table (2) describes relation between total score of 

PedQL and socio-demographic characteristics among obese 
pre-adolescent school age children, it was found that low 
PedQL score of studied obese children of private schools 
represent a higher percentage (66.7%) than governmental 
school (49.3%), with no statistically significant difference. 
while more than half of obese male children have low 
PedQL score with no statistically significant difference. 

Low PedQL score represent a higher percentage 
with high income (60.4%) than low income (50%) with no 
statistical significant. On the other hand more than half of 
studied obese children of high education score (67.9%) have 
low PedQL score with highly statistically significant 
difference (p=0.007) 

Low PedQL score represent a higher percentage 
with high occupation score (67.9%) than low occupation 
score (42.3%), with highly statistically significant difference 
(p=0.007). 

On the other hand more than one third (67.9%) of 
studied obese children with high life style score had low 
PedQL score,  more than half of studied obese children 
(57.7%) had low PedQL score with highly statistically 
significant difference (p=0.007). 

It was also found that a higher percentage of 
studied obese children with high social class (67.9%) had 
low PedQL score than low social class which represent 
(42.3%) with highly statistically significant difference 
(p=0.007). 

 
Figure (1) four domains of QoL among obese pre-adolescent school age children 

 
Figure (1) shows domains of QoL among obese 

studied students. It was found that obese students have low 
emotional and social scores which are the most affected 

domains of QoL which represent (47.6% and41.9%) 
respectively. 
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Figure (2) correlation between total QoL score and BMI among obese pre-adolescent school age children 

 
Figure (2) shows correlation between body mass 

index (BMI) and QoL. It was found that there are strong 
correlation between BMI and QoL and this correlation was 
statistically significant (r=0.23, p=0.01). 

 
 

 
Figure (3) relationship between total QoL score and school type among obese pre-adolescent school age children 
 
Figure (3) describes relationship between total 

score of PedQL and school. It was found that high PedQL 
score of studied obese children of private schools represent a 

higher percentage (66.7%) than governmental school 
(49.3%) with statistical significant difference (p=0.06). 

 
Discussion 

Childhood obesity represents a serious public 
health problem and it is considered an early risk factor for 
many adults' diseases and even death. Obese children tend to 
be obese adult and that lead to the early initiation of possible 
life time long term health problems. Health related quality of 
life (HRQoL) has been shown different types of 
impairments in relation to obesity, especially psychosocial, 
physical and social functioning domains being mostly 
affected in obese children with reduced health related 

quality of life (HRQoL). (21)Since childhood obesity can lead 
to such problems, efforts to examine Health- Related 
Quality of Life (HRQoL) of obese children have been 
increased. (22) 

Obese children reported poorer quality of life not 
only in total scale score, but also in all dimensions of 
physical, emotional, social, school functioning domains 
which suggest that obesity has a negative impact on the 
children’s daily life. These findings are consistent with the 
study that was done by Riazi et al. (2010) (9) in the United 
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Kingdom, who stated that obese and overweight groups 
reported impairment in all HRQoL dimensions. However, 
these findings are not in agreement with Hughes et al 
(2007). (23) In the United Kingdom, who found that only the 
physical health was significantly impaired in obese children 
aged 8–12 years. 

On assessing total quality of life score with some 
studied characteristics among the obese children, it was 
found that there was a significant relation between total 
quality of life scores and parent education, occupation and 
life style score, these findings are consistent with Khairy et 
al, (2016) (19) who found that there was a significant positive 
correlation between total quality of life scores and father’s 
education, mother’s education and father’s occupation. 

In the current study it was found that there was a 
significant positive correlation between total QoL score and 
BMI. The results of our study were in consistent with 
Farahani et al (2014) (24) .stated that there was a highly 
significant negative correlation between quality of life and 
BMI-age and sex specific percentiles. 
 
Conclusion 
Based on the results of this study, it can be concluded that: 

 Obesity has a negative impact on the children’s 
daily life. 

 Obese children reported poorer quality of life as 
regards the Physical, emotional, social, school 
functioning domains and Total quality of life. 

 
Recommendations 

Based on the finding of the current study, the 
following recommendations are suggested:-  

 Strategies should be directed toward improving the 
quality of life of overweight and obese adolescents. 

 We are in a bad need to increase public awareness 
and information about healthy balanced diet, 
nutritional needs, and practicing adequate physical 
activities in all age groups especially school age 
through mass media 

 School nutritional health education programs must 
be organized to encourage healthy eating habits as 
a routine part of healthy life for all, with a 
combination of exercises on a daily basis. 
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Abstract:  

Little is known about the role of maternal oral health and its potential impact on the health of pregnant 
women. This study aimed to assess knowledge, attitude and practices of women regarding oral and dental 
healthcare during pregnancy. A cross-sectional descriptive research design was adopted for this study. This study 
was conducted at MCH centers in Minia city (first child health center MCH center and west MCH center).  A 
purposive sample of 300 pregnant women who had not any medical disorder was included in this study. Data were 
collected through four tools:  Structured interviewing questionnaire, Knowledge Questionnaire sheet, women's 
attitude by the likert scale, and women's self-practices assessment tool, the study revealed that large proportion of 
pregnant women had poor knowledge, more than half of them had positive attitude about oral health, and more 
than half of them had poor practice regarding oral health care during pregnancy. The study concluded that there 
was lack of oral health knowledge and practices related to oral and dental healthcare among pregnant women.  
The study recommended that health education & awareness and stress on follow up programs should be carried 
out during pregnancy in order to motivate and educate pregnant women about importance of good oral health; 
further researches are needed to investigate the effect of bad oral care on pregnancy outcome   

 
Keywords: Oral health, Pregnancy, Antenatal care, Awareness 

 
Introduction 

Pregnancy is a natural process that may create 
some changes in different parts of the body including the 
oral cavity. These changes will lead to oral diseases if 
enough and timely care of oral cavity is not taken. Women 
may experience increased gingivitis or pregnancy gingivitis 
begins in the second or third month of pregnancy that 
increases in severity throughout the duration of pregnancy. 
Pregnancy is associated with immunologic changes, 
particularly suppression of some neutrophil functions, are 
the probable explanation for the exacerbation of plaque-
induced gingival inflammation during pregnancy. Oral 
health screening is not a routine procedure in many antenatal 
clinics, and there are no standard guidelines which ensure 
that all pregnant women are routinely screened, treated, or 
referred to specialized dental professionals as part of 
prenatal care.(1) 

Women are more liable to oral health problems 
during pregnancy. This is at least partly because increased 
levels of estrogen and progesterone during pregnancy lead to 
exaggerated gingival tissue response to dental plaque, 
thereby increasing the risk of gingivitis.(2) Pregnancy may 
affect teeth far less than teeth and their periodontal 
environment in particular, may endanger pregnancy. (3) 

Women need to be aware of the importance of oral 
health care during and after pregnancy for themselves as 
well as their children. (4)Regular dental visits and daily oral 
hygiene are important components of oral health care, which 
is an integral part of general health. Poor oral health can 
impact the quality of life and well-being of pregnant women 
by causing suffering and pain and affect the ability to eat, 
drink, swallow, maintain proper nutrition, and communicate. 
Further, the relationship between poor oral health and 
systemic diseases has been increasingly recognized over the 
past two decades. (5) 

 However, health professionals often do not provide 
oral health care to pregnant women. At the same time, 
pregnant women, including some with clear signs of oral 

disease, often do not seek or receive care. In many cases, 
neither pregnant women nor health professionals understand 
that oral health care is an important component of a healthy 
pregnancy. (6) 

Nurses are extremely important to care of patients 
in all aspects of their health. They are in an ideal position to 
screen for dental disease, refer for dental care and promote 
good oral health of pregnant women.(7)It is well recognized 
that one of the aims of antenatal care is to improve general 
maternal well-being. For many years, an underrated part of 
this care included an attempt to improve the dental health of 
mothers during their pregnancy and to educate them about 
the dental healthcare of their babies. This is becoming 
important subject as periodontal disease has been shown to 
increase the risk of adverse pregnancy outcomes. (8) 

Dental care professionals should render all needed 
dental services to pregnant women, regardless of their stage 
in pregnancy. It is not necessary to have approval from the 
prenatal care provider for routine dental care of a healthy 
patient. They should also be ready and willing to provide 
emergency/acute care at any time during pregnancy as 
indicated by oral condition. (9) 
 
Justification of the problem: 

Most women do not access oral health care during 
pregnancy despite evidence that poor oral health can have an 
adverse impact on the health of a pregnant woman and her 
child. (10)Researchers have shown a possible link between 
poor maternal oral health and adverse Pregnancy outcomes 
such as low birth weight and premature birth. Good oral 
health and control of oral disease protects a woman's health 
and quality of life before and during pregnancy, and has the 
potential to reduce the transmission of pathogenic bacteria 
from mothers to their children. (11), Oral health care needs to 
be addressed by a multi-professional approach and should be 
integrated into comprehensive health-promoting strategies 
and practices.(12) Therefore, it is important to understand 
pregnant women’s oral health knowledge and behaviors and 
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to identify barriers to accessing care and practicing good 
oral hygiene. (13) So the present study will be done to assess 
pregnant women knowledge, attitude and practices 
regarding oral and dental health during Pregnancy 
 
Aim of the Study 

This study aims to: assess pregnant women 
knowledge, attitude and practices regarding oral and dental 
health during Pregnancy. 
 
Research question: 

1- What is the level of pregnant women 
Knowledge regarding oral health during 
pregnancy? 

2- What is the attitude of pregnant women 
regarding oral health during pregnancy? 

3- What is the practice of pregnant women 
regarding oral health during pregnancy? 

4- Is there is relationship between knowledge, 
attitude and practice of pregnant women and 
socio demographic data? 

 
Subject and Methods: 

 A descriptive cross-sectional research design was 
utilized to accomplish this study. It was conducted in MCH 
centers in Minia city (first child health center MCH 
center and west MCH center)These centers provides 
services for all pregnant women who are attending MCH 
centers seeking  for antenatal care  services  either  
coming  from rural and urban areas in Minia  City.  A 
purposive sample of 300 who are seeking medical advice, 
this sample detected by using (Epi- info tm statistical 
package; version 6) with 39% proportion of good 
Knowledge and practice at 95% level of confidence (CI) (14),   

Pregnant women attending antenatal Clinic services 
were enrolled in the study and excluded any women with 
any medical disorders. 
 
Tools and technique of data collection:  

Data of this study was collected by using:  
1. Structured interviewing questionnaire: This tool 

developed by the researcher after reviewing the related 
literature and translated to Arabic form by the researcher 
It was divided into 2 parts and Consisted of (8) questions 
of closed-ended types:  

 It consists of two parts:   
 1st Part: this part contained questions to assess 

women's socio demographic characteristics 
(Assessment sheet) such as (age, level of education, 
residence, occupation and total income of the 
family) (Questions: 1- 5), it took 5 minutes to be 
completed by researcher. 

 2nd Part: this part contained questions to assess 
women's Obstetrical history such as: (Number of 
gravidity, parity and gestational age) (questions: 6- 
8), it took 5 minutes to be completed by researcher. 

 
2. Woman knowledge assessment tool  

This tool contained Assessment Knowledge 
Questionnaire sheet about oral health (Knowledge 
Assessment) such as: (questions: 9- 16), it took 10 minutes to 
be completed by researcher. 

 
 

Scoring system of knowledge:  
An answered question   with yes was scored 1 and 

the answered question with no scored zero. For each area of 
knowledge, the scores of the items were summed-up and the 
total divided by the number of the items, giving a mean 
score for the part. We constructed a "dental knowledge 
score" by counting the total number of acceptable answers 
given by the subjects, the dental knowledge score was in an 
interval scale and ranged from 0 to 10, with a higher dental 
knowledge score indicating better dental knowledge. The 
knowledge scores were regrouped into 2 categories: those 
with good oral health knowledge and those with poor oral 
health knowledge. Thus a score of 6 and above was graded 
as good knowledge, while 5 and below was graded as poor 
knowledge.  

 
3. Women’s attitude assessment  sheet: 

This tool contained statements on oral health during 
pregnancy assessed women's attitude about oral health by the 
likert scale (with 2 responses agree and disagree for each 
statement) (questions: 25- 34), it took 10 minutes to be 
completed by researcher: 

 
Scoring system for attitude:  

An answered question with agree was given the 
score “one” and “zero” for disagree, the scores of the items 
were summed-up and the total divided by the number of the 
items, giving a mean score for the part.  The subjects were 
asked to indicate whether they agreed with, dis agreed with 
a dental attitude score was then computed for each 
respondent by counting the total number of statements to 
which the respondent displayed positive oral health attitude. 
The maximum achievable score was 10 with a higher score 
indicating a more positive attitude. Individuals with scores 
of 7 and above were graded as having positive attitude to 
oral health.  

 
4. Women self-practice assessment sheet  

This tool contained questions to assess women's 
self-practices about oral health (questions: 35- 52), it took 10 
minutes to be completed by researcher. 
 
Scoring system for practice: 

We constructed a "dental practice score" by 
counting the total number of acceptable answers given by 
the subjects, the dental practice score. Was in an interval 
scale and ranged from 0 to 14, with a higher dental practice 
score indicating better dental knowledge. The practice 
scores were regrouped into 2 categories: those with good 
oral health knowledge and those with poor oral health 
knowledge. Thus a score of 8 and above was graded as good 
practice, while 7 and below was graded as poor practice.  
 
Content validity and reliability:  

All tools of data collection were  reviewed for 
validity from supervisor and jury committee consist of three 
professors' specialists of obstetric nursing  for all steps of 
research process, According to the guidance of committee the 
researcher were modified the tools of data collection. 
Reliability: Give the same tool twice, separated by days for 
the students.  

Pilot study:  A pilot study conducted on 10 % (30 
pregnant women) of total sample to test the tools for the 
clarity, applicability, feasibility, and for all research process 
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steps, to find the possible obstacles and problems that might 
be faced during data collection. Then necessary 
modifications were carried out and the subjects were 
excluded from the study to avoid contamination of the 
selected sample.  
 
Field work:  

An official letter was sent from the dean of the 
Faculty of Nursing at El-Minia University to head manager 
of Minia MCH centers, asking for permission to collect data. 
 
Interviewing phase:  

The researcher attended to MCH centers to collect 
the data per 3 day from 9.00 AM to 1.00 PM in three days 
each week within average of one hour for each woman, 
during which the aim and nature of study briefly explained 
through direct personal communication with the participant 
and formal consent obtained from the participant (verbal or 
written) before inclusion in the study this phase was took 
about 15 minutes. 
 
Implementation phase:  

During this phase  the researcher  interviewing by 
herself  the participants who were agreed to participate in the 
study, using tools of data collection, all women were 
assessed for socio demographic characteristics, and obstetric 
history then they were evaluated for their knowledge, attitude 
and self practices  regarding dental care,  this phase took 
about 30 minutes by the researcher for each case.   
 
Ethical considerations: 

The study protocol was approved by pertinent 
research and ethics committees at the Faculty of Nursing in 

El-Minia University. An official permission was obtained by 
submission of an official letter from the responsible 
authorities of the study setting (MCH centers) to obtain the 
authorization for data collection. The aim of the study was 
explained to the participants, along with the benefits and any 
potential risks or discomforts. Oral consent was obtained 
from women after the researcher explained the general aim of 
the study. Participation was volunteer and any participant 
could deny participation at any time at no cost. Data was kept 
confidential and was used solely for research purposes. 
 
Limitations of the study: 

 It was somewhat difficult for the researcher to 
encourage and to motivate some women to 
participate in the study such as many of women  
were rushed and busy with other household things 
and had no time so refused to participate in the 
study  

 Sometimes the flow rate of cases  during the day of 
collecting data were low  

 Many of cases were missed due to exclusion criteria       
 
Statistical analysis  

Data were entered and analyzed by software SPSS 
version 19 Qualitative data presented as frequency 
distribution, quantitative data as mean and standard 
deviation, chi square and correlation test were used Grades of 
correlation:  

0.00-0.24(no or week), 0.25-0.49 (faire), 0.50-
0.74(moderate), ≥0.75 (strong) P of less than 0.05 was 
considered as cutoff for significance

 
Results:   
Table (1): Socio demographic data of the studied women: 

Data No % 
Age( in years) 
Less than< 20 
20-29 
30-39 
≥40 

 
58 
149 
86 
7 

 
19.3 
49.7 
28.7 
2.3 

Residence 
Rural  
Urban 

 
156 
144 

 
52 
48 

Education 
Illiterate 
Read and write  
Primary 
Secondary 
University and above 

 
45 
53 
55 
101 
46 

 
15 

17.7 
18.3 
33.7 
15.3 

Occupation 
House wife 
employee 

 
233 
67 

 
77.7 
22.3 

Total  300 100% 
 

Table (1) illustrate  that nearly half (49.7%) of 
pregnant women aged between 20-29 yrs., less than one third 
(28.7%) age 30-39yrs, about 19.3%  in category less than 
20yrs, with the remaining 2.3%in category more than ≥40yr.  

Also   more than half of studied women (52%) living in rural 
area, 77.7% of them were housewives. More over one third 
of studied women (33.7%) had secondary school and the 
majority of them (95.7%) had not enough income.  
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Table (2): Obstetric history of the pregnant women: 
Data  No  % 
Gestational age 
12 weeks 
13-24 weeks 
25-36weeks 

 
71 
118 
111 

 
23.7 
39.3 
37 

Gravidity 
1st pregnancy 
2-3 pregnancy 
> 3 

 
101 
155 
44 

 
33.7 
51.7 
14.7 

parity  
nulliparous  
Once 
Twice 
Three 
≥4 

 
101 
78 
87 
23 
11 

 
33.7 
26 
29 
7.7 
3.7 

Total  300 100% 
 

As regard to obstetric history table (2): show that 
more than half of the respondents (51.7%) in 2-3 
pregnancies and more than one third in first pregnancy 
(33.7%) and nearly one third of them were nulliparous 

101(33.7%) and nearly one third delivered from once to 
twice time previously (26%, 29%) and nearly 39.3% of them 
their gestational age were within 16wks -24wks. 

 
Table (3): Subjective (self-assessed) assessment of oral health of pregnant women and Perceived causes of gum disease: 

Data  No % 
Self-assessed oral health status 
Dental  health  
Excellent 
Very good 
Good 
Satisfactory 
Poor   

 
32 
81 
123 
54 
10 

 
10.7 
27 
41 
18 
3.3 

Gum health  
Healthy  
Un healthy 
Don’t know 

 
142 
87 
71 

 
47.3 
29 

23.7 
Types of  current oral and dental problems 
Bleeding 
Pain 
Hyper sensitivity 
Others* 
No changes 

 
55 
101 
66 
2 

76 

 
18.3 
33.7 
22 
0.7 
25.3 

Mother's action or behavior  
Consult the doctor                         
Do not go to examine my teeth 
Go to natural recipes 
I don’t prefer medication 

 
148 
54 
46 
52 

 
49.3 
18 

15.3 
17.3 

 (*caries in teeth - * Problems in stuffing teeth) 
Table (3): demonstrate that the large proportion of 

the respondents (41%& 47.3%) reported that their dental 
and gum health during their pregnancy was good and 
healthy, less than one third (27%) their assessment their oral 
was very good,   also more than one third of the respondents 
(33.7%)   reported that they suffer from pain in oral cavity 

during pregnancy followed by hypersensitivity (22%) and 
bleeding (18.3%).   And their actions toward this problem 
were categorized as nearly half of them (49.3%) consulted 
the doctor. Some of them don’t examine their teeth (18%). 
Others don’t prefer medications (17.3%). And others go to 
natural recipes (15.3%).  

 
Table (2): knowledge of pregnant women regarding oral health during pregnancy:  

Item Number 
N=300 

Percent 
% 

Importance of oral health for pregnant women: 
Yes 
No 

 
67 
233 

 
22.3 
77.7 

methods to oral care: 
Yes 
No 

 
139 
161 

 
46.3 
53.7 
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Item Number 
N=300 

Percent 
% 

Oral Physiological changes that occurs during pregnancy 
yes 
No 

 
 

53 
247 

 
 

17.7 
82.3 

effect of periodontal  disease on pregnancy and fetal out 
come 
Yes 
No 

 
 

34 
266 

 
 

11.3 
88.7 

causes of gum disease 
A- more intake of sugared and sweaty food 
B- more intake of solid food 
C- ignorance care of oral health and teeth 
D- physiological changes during pregnancy 
E- lake  of calcium intake during pregnancy 

 
66 
16 
118 
14 
86 

 
22.0 
5.3 

39.3 
4.7 

28.7 
Appropriate time of knowledge about oral health during 
pregnancy as in the women's opinion?   
1st trimester 
2nd trimester. 
3rd trimester 

 
 

229 
55 
16 

 
 

76.3 
18.3 
5.3 

 
Show that great about three quarter of pregnant 

women   (77.7%) did not know the importance of oral health, 
more than half of them had no information regarding 
methods to care of teeth (53.7%) and the response to 
Physiological changes that occurs in oral cavity during 
pregnancy also the majority of pregnant women (82.3%& 
88.7%) had no any information related to oral Physiological 

changes during pregnancy and effect of Periodontal disease 
on pregnancy and fetal outcome  

Ignorance of oral health and teeth, lake of intake of 
calcium during pregnancy and more intake of sugared and 
sweaty food were the most common causes of gum disease 
reported by the women (39.3%, 28.7% and 22.0%) 
respectively. 

 
Table (4): Total score of Knowledge, attitude and practice regarding dental health among pregnant women: 

Item  Range Mean ±SD No % 
Total score of Knowledge          
Good   6-10 7.3±1.3 91 30.3 
Poor    1-5 3.6±1.1 209 69.7 
Total  1-10 4.8±2.03  
total score of attitude 
Positive  7-9 7.9±0.6 165 55 
Negative     0-6 4.1±2.04 135 45 
total 0-9 6.1±2.4  
total score of practice       
Good  6-14 8.3±1.8 126 42 
Poor    0-5 2.9±1.2 174 58 
total 0-14 5.2±3.1 0-14 // 5.2±3.1 
Total    300 100 

 
This table illustrate that the mean ± SD of the total 

score of knowledge of studied women were (4.8±2.03) with 
large proportion of them (69.7%) had poor knowledge and 
about one third of them (30.3%) had good knowledge. 
Regarding the total score of attitude this table represented 
that the  mean ± SD of the total score of attitude was 

(6.1±2.4) and  more than half of them (55%)had positive 
attitude and about less than half (45%)with negative attitude. 
Also the mean± SD of the total score of practice was 
(5.2±3.1) with more than half of them (58%) with poor 
practice meanwhile 42% of them had good practice. 

 
Table (5):  Attitude of pregnant women towards dental health: 

Attitude Agree Disagree 
Consider oral health as priority 207(69%) 93(31%) 
 Oral health important component of PHC 219(73%) 81(27%) 
Pregnant women highly exposed to oral diseases  207(69%) 93(31%) 
Pregnancy cause teeth loss  227(75.7%) 73(24.3%) 
Pregnancy cause calcium  withdrew 261(87%) 39(13%) 
Gum disease can cause preterm labor  62(20.7%) 238(79.3%) 
Physiological changes affect the oral health 202(67.3%) 98(32.7%) 
Oral health must start before pregnancy 238(78.7%) 64(21.3%) 
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Attitude Agree Disagree 
Dental cheek during pregnancy  is important  226(75.4%) 74(24.6%) 
Total  300 100% 

 
Illustrate that large number of the respondents 

(69%) considered oral health should be a priority. Majority 
of the pregnant women (75.4%) agreed that she should have 
a dental checkup during pregnancy, (73%) oral health 
important component of primary health care. (69%) 
Pregnant women highly exposed to oral diseases,( 75.7%) 

pregnancy cause teeth loss, (87%) pregnancy cause calcium 
withdrawal, (67.3%)physiological changes that occur during 
pregnancy can affect the oral health and. meanwhile more 
than three quarter of studied women  (79.3%) disagree with 
gum disease can cause preterm labor.  

 
Table (6): Oral health Practices followed by pregnant women:  

Practice  No % 
Frequency of tooth brushing during pregnancy 
Nothing 
Once 
Twice and more 

 
156 
89 
55 

 
52 

29.7 
18.4 

Time spent for brushing 
<1 minute 
< 2 minute 
More than 3 minutes 
 4-5 minutes 

 
90 
159 
32 
19 

 
30 
53 

10.7 
6.3 

Cleansing aid used 
Toothbrush and past 
Threads  
Mouth wash 
Tooth brushing(sawak) 
Rinse with water 
fingers 

 
87 
8 

10 
96 
83 
16 

 
29 
2.7 
3.3 
32 

27.7 
5.3 

Frequency of tooth brushing before pregnancy 
Nothing 
Once daily  
≥twice daily  

 
146 
85 
69 

 
48.7 
28.3 
22.9 

Frequency of changing toothbrush 
Every 3 month 
Every 6 month 
Every 9 month 
Every 12 month 

 
147 
110 
28 
15 

 
49 

36.7 
9.3 
5 

Total  300 100 
 

Show that more than half of the respondents (52%) 
don’t brush their teeth during pregnancy, about one third of 
them (29.7%) brushing their teeth once daily .more than half 
of them (53%) spent less than 2 minutes in brushing their 
teeth. Nearly one third of them (30%) spent less than 1 
minute in washing their teeth. Also more than one third of 
women (32%) using tooth brushing to washing their teeth, 
Less than one of them (29%) using of Toothbrush and past 

in washing teeth, less than one third of them (27.7%) rinsing 
their teeth with water .less than one third of them (28.3%) 
washing their teeth once daily before pregnancy. less than 
half of them (48.7%) don’t wash their teeth before 
pregnancy. Nearly half of them (49%) was changing their 
teeth brush every 3 months and more than one third of them 
(36.8%) changing their teeth brush every 6 months.   

 
Table (7): oral health Practices followed by pregnant women: 

Practice No % 
Usual time 
In morning 
After every meal 
Before sleep 

 
59 
118 
123 

 
19.7 
37.3 
41 

Using mouth wash regularly during pregnancy 
Yes 
No  

 
13 
287 

 
4.3 

95.7 
Using mouth wash regularly before pregnancy 
Yes 
No 

 
34 
266 

 
11.3 
88.7 

Visit of dentistry  
Yes 
No  

 
70 
230 

 
23.3 
76.7 
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Practice No % 
Dental cheek at PHC 
Yes 
No 

 
83 
217 

 
27.7 
72.3 

Visit for problems 
Yes 
No  

 
146 
154 

 
48.7 
51.3 

Dental care speaking 
Yes 
No 

 
101 
199 

 
33.7 
66.3 

Receiving dietary advice 
Yes 
No 

 
100 
200 

 
33.3 
66.7 

Receiving advice for tooth brushing 
Yes 
No 
Never seen a physician 

 
118 
119 
63 

 
39.3 
39.7 
21 

Consulting obstetric doctor important 
Yes 
No 

 
113 
187 

 
37.7 
62.3 

Total  300 100 
 

Less than half of the respondents (41%) washing 
their teeth before sleeping .more than one third of them 
(37.3%) washing after meal .almost of them (95.7%) don’t 
use any mouth wash during pregnancy. don't use any mouth 
wash before pregnancy (88.7%). More than three quarter 
(76.7%) of them don’t visit the dentist.  Meanwhile early 
three quarter of them (72.3%) don’t make dental checkup at 
primary health care.   Also more than half of them (51.3%) 

don’t visit the dentist when there was a problem in their 
teeth. And about (48.7%) visit the dentist when there was a 
problem.  More over Large number of them (66.3%) said 
that no one speak with them about dental care during 
pregnancy. And about (66.7%) don’t receive dietary advice 
during pregnancy. (21%) less than one third of them never 
seen a physician.   Most of them (64.3%) consult obstetric 
doctor about their oral health during pregnancy.   

 
Table (8): correlation of total oral health knowledge score and attitude of pregnant females: 

 Total attitude score Total practice  score 
 

Total knowledge score 
r    (p) r      (p) 

0.35    (0.001*) 0.52      (0.001*) 
 

*Significance difference. 
Demonstrated that there were statistical significance difference between total knowledge score and total attitude and 

practices score (p= 0.001) respectively.  
 
Table (7) the correlation between total score of knowledge /attitude / practices and socio-demographic data of the pregnant 
women: 

Data Knowledge score Attitude score Practice score 
r(p) r(p) r(p) 

Age 0.15(0.007*) 0.009(0.8) -0.01(0.7) 
Residence -0.09(0.08) -0.24(0.001*) -0.05(0.3) 
Education 0.13(0.01*) 0.15(0.006*) 0.09(0.08) 
Occupation 0.18(0.01*) 0.06(0.2) 0.15(0.001*) 
Income  0.05(0.3) 0.02(0.6) 0.06(0.2) 

* Significance difference. 
Showed the correlation between total score of 

knowledge /attitude / practices and socio-demographic data 
of the pregnant women: The study show there was statistical 
significance difference  between  total knowledge score of 
the pregnant women and  their age ,level of education and  
(p=0.007,0.01 and  0.01)  also regarding attitude the study 

reported that there was significance difference  between 
attitude of pregnant women and  their residence and level of 
education (p= 0.001&0.006).  More over statistical 
significance difference found between practice of the 
pregnant women and their occupation (p=0.001). 

 
Table (9) the needed information of pregnant women regarding oral health: 

Item NO % 
Importance of oral health. 145 48.3 
Importance of Calcium intake and iron intake. 33 11 
Specialized units of oral health for pregnant women. 30 10 
Visual method about oral care. 49 16.3 
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Item NO % 
Relationship between oral health and pregnancy. 43 14.2 

 
Showed the needed information's of pregnant 

women about oral health most of them (48.3%) want to 
know the Importance of oral health. Some of them (16.3%) 
want Visual method about oral care. About (11%) of them 
want to know the Importance of Calcium intake and iron 

intake. Some of them (10%) want specialized units of oral 
health for pregnant women. Some (14.2%) want more 
Information about Relationship between oral health and 
pregnancy. 

 
Figure 1: 

Demonstrated that the barriers for seeking dental 
care. Most of the studied women (47.7%) considered high 
cost is the first barrier for seeking dental care during 

pregnancy followed by that 27.7% of them have no time 
lastly some of them (23%) were lazy for seeking dental care.  

 
Discussion: 

Good oral health and control of oral disease protects 
a woman's health and quality of life before and during 
pregnancy. (11) Prevention of oral and dental problems and 
their complications during pregnancy is possible through 
having pregnant women expressing appropriate knowledge, 
attitude and practice and seeking dental treatment at right 
time.  (15) 

Therefore present study was carried out with the aim 
to assess pregnant women's knowledge and attitude regarding 
oral health and oral health care practices during pregnancy. 
In such a way, deficiencies in oral health knowledge could be 
identified and recommendations could be formulated to 
improve dental education in antenatal care. 

Regarding socio demographic characteristics of the 
study sample nearly half of pregnant women aged between 
20-29 yrs., this may be because of early marriage and early 
childbearing as a custom in our country. And more than half 
of studied women living in rural area, more than three 
quadrants of them were housewives. This result is in 
consistent with study done by (16) who studied Oral health 
status and adverse pregnancy outcomes among pregnant 
women in Haryana, India: who stated that 87.0% percent of 
the subjects belong to 20–29 years of age, 82.1% of women 
were found to be unemployed; and resided at homes only  

Contrary with study done by (17) who studied Oral 
Health Related awareness and Practices among pregnant 
women in bagalkot district, Karnataka, India: who stated that 
The majority 45.8% of the participants were in the age group 
of 20-24 years and around 37% were between 25 and 30 
years nearly half of the participants (46.7%) belonged to the 
urban area, and 24.1% were from semi urban and 29.1% 
belonged to the rural area. socioeconomic status(SES ) 
showed that the majority of the respondents (53.9%) 
belonged to upper lower class and 30.4% to upper middle 
class. This was  contrary with study done by (18) who studied 
oral and dental health knowledge, attitude and Practice 
among Pregnant Women who found that majority of 
them71% belonged to urban area. 

           According to the current study findings, there were 
more than half of the respondents in 2-3 pregnancies and 
more than one third in first pregnancies and nearly 39.3% of 
them their gestational age were within 16wks -24wks. In the 
line with these findings (16) reported that fifteen percent of 
the pregnant women were in 3rd and 4th gravid. This 
reflects on the failure of the family welfare programs.(19) 
Health care programs should concentrate more on educating 
pregnant women about oral and dental health during 
pregnancy, providing Specialized units for the treatment of 
oral and dental diseases for pregnant women at nominal 
prices and financial support for low income pregnant women 
, increase awareness and counseling for pregnant women.  
This was not in the same line with a study done by (16) who 
found that 30% women were in their first pregnancy and 
13% were in their fourth or fifth pregnancy.  

As regard to pregnant women knowledge, Present 
study findings confirmed that great than three quarter of 
pregnant women did not know the importance of oral health, 
more than half of them had no information regarding 
methods to care of teeth. Also the response to physiological 
changes that occurs in oral cavity during pregnancy also the 
majority of pregnant women had no any information.   

In contrast to this finding, in other study done by (20) 
who studied oral health of pregnant women; Knowledge, 
attitude and practice at antenatal care clinic revealed that 
majority of the participants agreed that oral health is 
important for general health. There for we must increase 
pregnant women knowledge about oral health by raising 
awareness of pregnant women about oral and dental health in 
antenatal care units and effect of pregnancy on oral health 
and the effect of oral disease on pregnancy and the effect on 
fetus and encourage them to attending antenatal units to 
make follow up to their status and ask doctor about their 
condition and ask them about their oral status. 

In current study the mean ±SD of the total score of 
knowledge of studied Women were (4.8±2.03) with large 
proportion of them had poor knowledge and about one third 
of them had good knowledge. This finding was similar to 
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study done by (21) found that Knowledge and awareness 
regarding oral health was found to be low among the study 
subjects. And contrary with (13) who revealed that most were 
knowledgeable about dental health.  

These findings were also contrary with (22) who 
studied Oral health status, knowledge and practice among 
pregnant women attending Omdurman maternity hospital 
revealed that Sudanese women (81.9%) had average oral 
health knowledge, but they were unaware of the relationship 
between oral health and pregnancy. So we can say poor 
knowledge was due to many factors like as cultural factors 
and fear from dental care, wrong believe that dental care 
during pregnancy can affect pregnancy health.  

The present study confirmed that the total score of 
women attitude represented that the mean ±SD of the total 
score of attitude was (6.1±2.4) and more than half of them 
had positive attitude and about less than half with negative 
attitude. This similar to study done in Nigeria by (17) in which 
the most of the women included displayed positive attitudes 
to oral and contrary with study done (23) revealed that Most of 
the sample (78.8%), which had different age groups, 
educational levels and social classes, had a negative attitude 
to oral health during pregnancy health.  

The most important finding in our study was that 
large number of the respondents considered oral health 
should be a priority. Majority of the pregnant women agreed 
that she should have a dental checkup during pregnancy, 
others considered oral health important component of 
primary health care. While (69%) Pregnant women highly 
exposed to oral diseases, large number of them agreed that 
pregnancy cause teeth loss, (87%) pregnancy produce 
calcium withdrawal, more over (67.3%) agreed with 
physiological changes that occur during pregnancy can affect 
the oral health and meanwhile more than three quarter of 
studied women disagree with gum disease can cause preterm 
labor.  

The current result was constantly with study done 
by (18) regarding Attitude of women towards dental health 
65.8% considered oral health should be a priority.  Majority 
of the pregnant women (83%) agreed that women should 
have a dental checkup during pregnancy and 48% agreed that 
it should be every 6 months. 

Concerning practices of women regarding dental 
care, present study confirmed that more than half of the 
respondents don’t brush their teeth during pregnancy, about 
one third of them brushing their teeth once daily. More than 
half of them spent less than 2 minutes in brushing their teeth. 
Nearly one third of them spent less than 1 minute in washing 
their teeth. Also more than one third of women using tooth 
brushing to washing their teeth, less than one of them using 
of toothbrush and past in washing teeth, less than one third of 
them rinsing their teeth with water .less than one third of 
them washing their teeth once daily before pregnancy. Nearly 
half of them was changing their teeth brush every 3 months 
and more than one third of them (36.8%) changing their teeth 
brush every 6 months. This results were not in the same line 
with Study done by (18) who studied Self-reported oral health 
and hygiene habits, dental decay, and periodontal condition 
among pregnant European women, Concerning oral hygiene 
habits, 84% of the participants reported brushing their teeth 2 
or 3 times a day, 68.5% did not use dental floss, and only 
13.6% of women reported the use of interproximal cleaning 
brushes. 

Present study also showed that the mean± SD of the 
total score of practice was (5.2±3.1) with more than half of 
them with poor practice meanwhile 42% of them had good 
practice. In contrast to this, in other study done by (4) who 
found that majority of respondents reported good oral 
hygiene habits such as brushing their teeth twice a day 
(73.7%) and using mouthwash (51%).  

The present study demonstrated that there were 
statistical significance difference between total knowledge 
score and total attitude and practices score (p= 0.001) 
respectively. And there was significance between attitude of 
pregnant women and their residency and education with p. 
value =0.001&0.002) positive attitude in rural area and 
highly educated women. Also there was statistical 
significance difference between knowledge of pregnant 
women and their occupation (p=0.008) as house wife women 
had poor knowledge about oral health.  

In the same line with study done by (24) who found 
that there was a significant relationship between mean 
knowledge scores and the level of education (p=0.000). and 
The relationship between the oral health attitude levels, and 
level of education (p = 0.000),In the line with other study 
done by (25) who studied knowledge, attitude and practice of 
oral health care in pregnant women in north India a cross 
sectional survey pregnant women with higher education 
status expressed better knowledge. Constantly with study 
done by (26) revealed that the survey highlights important 
gaps in dental knowledge and practices in women, 
particularly those with lower educational achievements and 
lower socio-economic status. Better knowledge of dental 
hygiene and practices were found in women who had some 
form of tertiary education and from a higher socio-economic 
status. 

Contrary to our study finding of a study done by (27) 
who studied Factors associated with dental visit and barriers 
to utilization of oral health care services in a sample of 
antenatal mothers in Hospital University Sains Malaysia. 
Some mothers (28.2%) had received oral health education 
prior to their current pregnancy, and mostly (60.0%) were 
given by their dentists. Other sources of oral health 
knowledge include magazine (48.6%), television (42.9%), 
newspaper (40.0%), pamphlet (34.3%), radio (22.9%), and 
internet (20.0%). Interestingly, 14.3% had received oral 
health education from their medical doctors. 

In the same line with the present study a study done 
by (28) studied what do expectant mothers need to know about 
oral health? A cohort study from a London maternity unit 
(7%) A number of them used external sources such as 
magazines (8%) and the internet (7%). The majority 
welcomed the idea of receiving oral health advice (57%), 
whereas the remaining was either ‘not interested’ (25%) or 
‘not sure’ (11%). From this we must enhance knowledge of 
pregnant women about oral health by health education for 
them about oral health during pregnancy and how oral health 
is important for them and their babies; we must develop 
health education programs to increase awareness of pregnant 
women about oral health during pregnancy. 

On conclusion the present study emphasized that 
most pregnant women were not aware of the potential risk 
and effect of bad oral health on pregnancy, effect of 
neglecting oral care during pregnancy on pregnancy 
outcome. The pregnant women need to learn and know the 
importance of oral health during pregnancy and its effect on 
pregnancy and how to manage and care of their oral cavity 
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during pregnancy, motive to visit doctor and examination and 
consultation to their oral health status during pregnancy. 
There for, a lot of health promotion programs should be 
carried out during pregnancy in order to motivate and 
educate pregnant women about importance of good oral 
health. 
 
Conclusions: 

Based on the results of the present study, it is 
concluded that: 

 Large proportion of pregnant women had poor 
level of knowledge, more than half of them had 
positive attitude, and more than half of them had 
poor practice regarding oral health care during 
pregnancy. 

 Most pregnant women not aware of the potential 
risk and effect of bad oral health on pregnancy, 
effect of neglecting oral care during pregnancy on 
pregnancy outcome.  

 The needed information's of pregnant women about 
oral health most of them (48.3%) want to Increase 
awareness about oral health and teeth in pregnancy. 

 
Recommendations: 

In the light of the results of present study, the 
following recommendations are suggested Educational 
programs about oral health issues through Ministry of Health 
to raise the awareness of women about these issues in Egypt. 
Further researches are needed to investigate the effect of bad 
oral care on pregnancy outcome.   
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Abstract: A maternity nursing staff that performs according to global occupational and professional 

standards can offer safe care service for women and newborn. This study aimed at identifying the effectiveness of 
an intervention technique to increase awareness of the maternity competency standards among intern students. A 
quasi-experimental research design was utilized (time-series one group). A purposive sample of 70 female intern 
students in the Faculty of Nursing at El-Minia University participated in this study. Data were collected through 
three tools (1) Personal Data Sheet, (2) Maternity Competency Standards Checklist (MCSC); this is a structured or 
closed questionnaire and (3) Knowledge Test. Procedures included  a pretest wherein the MCSC and the 
Knowledge Test were administered to the sample of the study, followed by an intervention for 12 weeks, posttest 
occurred 1 immediately after the intervention, and posttest 2 occurred one month after posttest 1. The study 
revealed that there were significant differences in students’ overall competence (p < 0.05) between the pretest and 
the posttest1. There were non-significant differences in students’ overall competence (p > 0.05) between postest1 
and posttest 2 nor between posttest 1 and posttest 3 (p > 0.05). It was concluded that using an intervention 
technique increased awareness of the maternity competency standards among intern students and thus the 
conclusion of the research findings supported the research hypotheses. The researcher recommended that maternal 
competency standards should be part of the academic and professional preparation of intern students and the 
evaluation plan at the Faculty of Nursing.  

 
Keywords: Intervention technique, maternal competency standards, Awareness, Intern  Students 

 
Introduction 

Competency is defined as specific characteristics 
that a person needs to demonstrate to be effective in a job. 
These characteristics involve work-related behavior (i.e., job 
performance), motivation (i.e., feeling, emotions, and value 
of the job), and technical knowledge/skills (i.e., professional 
knowledge related to the job). This definition highlights that 
competency is a multi-faceted construct. It is a complex 
combination of knowledge, performance, skills, values, and 
attitudes. (1)  

The achievement of maternity competency 
standards is of first priority to ensure the delivery of a safe 
maternity care. The latest statistics published by the annual 
report of World Health Organization (WHO) highlights that 
maternal death worldwide has decreased by 56% since 2010. 
However, a total of 7000 women still die each year in Africa 
because of some preventable causes before, during, and after 
the time of giving birth. In North Africa, 2000 women die 
each year and 80% of these women were not suffering 
serious pregnancy or delivery problems. It was remarkable 
that the WHO annual report highlighted that nurses’ 
professional skills were often held responsible for these 
deaths because 66% of nurses who handled these cases were 
not aware of maternity competency standards and that 54% 
of those nurses did not practice these competency standards 
in real life situations (2).  

Standards are a central component of quality 
assessment programs in associations that offer maternity 
care service. They act as independent validated and well-
established criteria of “best practice” to which the 
performance of health staff can be compared. They may also 
serve as benchmarks to the high level of performance. In 
order to ensure that women and newborn are receiving a 
professional safe care service, it is important to ensure that 
maternity nursing staff is able to perform according to 

global well-established occupational and professional 
standards. (3).     

Furthermore, an important factor to consider when 
discussing maternity competency standards is the 
assessment of health personnel’s awareness of these 
standards. Awareness and attitudes are two different 
psychological constructs. Awareness is measured in terms of 
knowledge and performance. Attitude on the other hand is 
measured as an emotional disposition that expresses what 
one’s like or dislike (4). 

A maternity nurse is a nursing professional who 
provides care to expectant mothers before, during and after 
childbirth. Most maternity nurses will focus on supporting 
women during the labor and delivery process – working at 
the patient’s side to monitor both mother and baby, and to 
encourage, coach, educate and support. Others may care for 
women who are experiencing complications before birth or 
provide postpartum (after delivery) care, at the university 
level; the focus is on intern students’ awareness of maternity 
competency standards. This includes both knowledge and 
practice of global maternity competency standards of 
practice in order to ensure that those students are able to 
deliver a safe maternity care when they graduate (5). 

One study in South Africa examined the effect of 
maternity academic training and experiences on students’ 
knowledge and practice of international maternity 
competence standards. The sample of the study included 112 
students enrolled in a maternity bachelor program. Findings 
of the study showed that about 75% of the students were not 
aware of these standards and that 90% of the students were 
not applying these standards in their clinical practices. After 
training, there was a significant improvement in students’ 
knowledge and practice of these standards (6).  

Another study in Egypt investigated nurses’ levels 
of knowledge and practice of infection control procedures 
when offering maternity care service at governmental versus 
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private hospitals. A non-purposive sample of 125 nurses 
from governmental hospitals and 125 nurses from private 
hospitals participated in the study. They found that 42% of 
nurses in governmental hospitals did not know about 
accurate infection control procedures compared to 11% in 
private hospitals. They also found that 45% of nurses in 
governmental hospitals did not practice these infection 
control procedures in real clinic situations compared to 14% 
in private hospitals (7).      
 

Justification of the problem: 
The largest health discrepancy in the world is 

maternal mortality with most deaths occurring around the 
labor, delivery and postpartum period. The latest statistics 
published by the World Health Organization (WHO) 
revealed that approximately 830 women die every day from 
preventable causes related to pregnancy and childbirth and 
that 99% of all maternal deaths occur in developing 
countries. The maternal mortality ratio in developing 
countries in 2015 is 239 per 100 000 live births versus 12 
per 100 000 live births in developed countries (8). The 
presence of skilled qualified competent nurses and 
awareness of high quality maternity care is a leading factor 
in averting maternal death and disability. Thus, there are 
demands for the intern students to acquire and maintain 
necessary knowledge, a professional approach to action 
(attitudes and ethical behaviors) and a set of skills that 
enable them to practice as a competent and caring nurse 
clinician and consequently deliver a safe maternity care 
service according to global standards. The application of 
maternal competency standards can make the difference 
between life and death for both the mother and the baby. So 
the purpose of this study is to evaluate the effect of an 
intervention technique to increase awareness of the 
maternity competency standards among intern students. 
 
Aim of the Study 

This study aims at identifying the effectiveness of 
an intervention technique to increase awareness of the 
maternity competency standards among intern students.  
 
Research hypothesis: 

 Using of an intervention technique will 
increase awareness of the maternity competency standards 
among intern students. 
 
Methodology 

The methodology for this study was presented 
under the following three main categories: 

1. Technical design 
2. Operational design 
3. Administrative design 

 
1. Technical design 

The technical design used in the present study 
covers four main headings:                         
(A) Sample and Method,   (B) Setting,   and   (C) Tools and 
data collection 
 
(A) Sample and Methods 

This study utilizes a quasi-experimental time-
series one group, pre-test, post-test research design such 
that the effect of an independent variable (the 
intervention) on the dependent variable (maternity 

competencies skills and knowledge test) is examined. A 
purposive sample of 70 intern students participated in the 
study, All sample participants were assigned to one group 
because this was a quasi-experimental time-series one 
group, pre-test, post-test research design.  
 
(B) Setting 

The present study was conducted at the Obstetric 
and Genecology Department in the Obstetric and 
Genecology Hospital at El-Minia University in El-Minia 
governorate. The hospital is located at the North East of El-
Minia University campus and it was established in 2005. 
The hospital has its own independent entry gate that leads to 
the Upper Egypt agricultural Highway. The capacity of the 
hospital is 110 beds 
 
(C) Tools of data collection  
 

(1) Socio-demographic data sheet  
  

The researcher constructed a questionnaire to 
collect data such as age, residency, and number of 
competency training sessions attended.  
 

(2) Maternity Competency Standards Checklist 
(MCSC)  

 
The Maternity Competency Standard Checklist is a 

behavioral checklist that aims at measuring intern students 
level of performance in real life maternity nursing situations 
according to four maternity competency standards. MCSC 
has 110 items that are divided over four competency 
standards. These standards are (9):  
 

Standard 1: Antenatal history, physical 
examination, and basic care  
 

This standard describes that intern students provide 
high quality antenatal services by taking comprehensive 
antenatal history, conduct high quality physical examination, 
and provide help with care provision. It includes 34 items 
(Items 1-34) divided over 4 sub-standards. 
 

Standard 2: Normal labor, childbirth, and 
immediate newborn care  

This standard describes that the intern students 
provide high quality, culturally sensitive care during labor, 
conduct a clean and safe birth and handle selected 
emergency situations to maximize the health of women and 
their newborns. It includes 24 items (Items 35-59) divided 
over 5 sub-standards.  

Standard 3: Postpartum care  
This standard describes that intern students provide 

comprehensive, high quality, culturally sensitive postpartum 
care for women and for the essentially healthy infant from 
birth to two months of age. It includes 39 items (Items 60-
96) divided over 5 sub-standards .  
 

Standard 4: Family planning  
This standard describes the intern students provide 

high quality, culturally sensitive health education and 
services to all in the community in order to promote healthy 
family life, planned pregnancies and positive parenting. It 
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includes 13 items (Items 97- 110) divided over 4 sub-
standards.  
 
Scoring system of the MCSC 

The MCSC can be completed by a staff member, a 
trained nurse, a researcher, or anyone who is familiar with 
these four maternity competency standards. Each of the 
items on the MCSC is rated on a two-point frequency scale 
(i.e., 0 = No, 1 = Yes). A score of zero means that the 
behavior described by the statement was not observed by the 
rater. A score of 1 means that the behavior described by the 
statement was observed by the rater. Scores of the four main 
standards can summed to obtain an overall total score that 
describes the maternity competency for a particular student. 
A high score indicates high level of competency of the 
maternity standards, whereas a low score indicates low level 
of competency of these standards. 
 

(3) Knowledge assessment sheet   
 

This test was designed to measure intern students’ 
knowledge of the information embedded within the four 
standards of competency as described by the MCSC. This 
Knowledge Test contained 52 multiple choice questions 
distributed over the four tests as following: Test 1 for 
Standard 1 (10 questions), Test 2 for Standard 2 (20 
questions), Test 3 for Standard 3 (10 questions), and Test 4 
for Standard 4 (12 questions) (10). Every question has four 
options and the student is asked to choose the correct 
response. Standard 1 includes knowledge questions about 
antenatal care. For example  
 
1.  The information obtained from the antenatal history can 
help the provider  
a. ____  Plan for childbirth  
b. ____  Identify existing problems  
c. ____  Identify health education and counseling needs  
d. ____  All of the above  

  
The scoring system of the knowledge assessment sheet   
  

Knowledge questions were given a score zero (0) if 
the student answered the question incorrectly and a score of 
1 if the student answered the question correctly. The scores 
of the correct answers of the questions for a test can be 
summed up to obtain a student’s knowledge score of a 
specific standard. Scores of the four tests can be summed up 
to obtain a student’s knowledge score of the four standards. 
A high score indicates high level of knowledge of the four 
standards, whereas a low score indicates low level of 
knowledge of the four standards.  
 
Ethical considerations: 

The study protocol was approved by pertinent 
research and ethics committees at the Faculty of Nursing in 
El-Minia University. Permissions to conduct the study were 
obtained from pertinent authorities. The aim of the study 
was explained to the participants, along with the benefits 
and any potential risks or discomforts. Oral consent was 
obtained from the students after the researcher explained the 
general aim of the study. Participation was volunteer and 
any student could deny participation at any time at no cost. 
Data was kept confidential and was used solely for research 
purposes. 

  
2. Operational Design  

This design involves description of the pilot study 
and fieldwork . 
 
(1) Pilot study 

After preparation of the MCSC and the Knowledge 
Test, they were pre-tested on 10% of the total study sample 
(7 students). The pilot study sample was excluded from the 
total sample. The purpose was to evaluate the applicability 
and clarity of the tools, assessment of feasibility of 
fieldwork, and detect any possible obstacles that might face 
the researcher and interfere with data collection. The pilot 
study also served to determine the time needed to complete 
the tools. Necessary modifications were done based upon 
the findings of the pilot study in order to strengthen the 
content or for more simplicity and clarity.  
 
(2) Fieldwork description  

An official written letter was obtained from the 
Dean of the Faculty of Nursing at Minia University as an 
approval for data collection to conduct the study. The letter 
explained the study purposes and its main procedure; the 
data for the present study was collected over a period of 7 
months from early March 2016 to end of September 2016. 
The students were recruited to participate in the study during 
their internship in the study setting. 
 
3. Administrative Design 
  
(1) The Pretest phase 

Data collection for the pre-test continued for two 
weeks; from early to mid-March, 2016. The researcher used 
two measurement tools as a pretest; the MCSC and the 
Knowledge Test. The researcher visited the study setting 4 
days a week from 9:00 AM to 2:00 PM to administer the 
measurement tools. For the MCSC, the researcher observed 
the students as they work in groups during their internship at 
the study setting. The number of students in any group was 
above seven, but the researcher observed every student 
individually. It took the researcher 30 minutes on average to 
fill in the MCSC for each student. All data collection of the 
MCSC occurred in the Obstetric and Genecology Hospital. 
The researcher; therefore, administered the Knowledge Test 
in two groups. Group 1 included students who do their 
internship at Obstetric and Genecology Hospital, whereas 
group 2 included students who do their internship at Minia 
University Hospital. It took the students in each group 30 
minutes on average to answer the questions of the 
Knowledge Test. 
 
(2) The intervention Phase  

The application of the intervention technique 
continued for almost 12 weeks; from mid-March to mid-
June, 2016. The intervention technique consisted of 14 
sessions: one introductory session, 12 sessions to increase 
students‟ awareness of maternity competency standards, and 
one conclusion session. There were three training sessions 
for every standard (4 standards x 3 sessions = 12 sessions) 
and each session run for two hours. The number of sessions 
held per week varied depending on students’ workload, the 
researcher applied the intervention technique in two groups. 
The total number of hours of the intervention technique for 
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each group was 28 hours (2 hours x 14 sessions) of which 
60% (17 hours) were as training practice. 
 
(3) The Posttest and follow-up phase 

The researcher administered to the post-test 
(Postetst1) immediately after the end of the intervention 
technique. To capture possible changes in students’ 
awareness of maternity competency over time, the 
researcher re-administered posttest 2 occurred one month 
after posttest 1.  
 

Limitations of the study:  
(1) Small sample size (70 students) may limit the power of 
the data statistical analyses. 
(2) All participants were female. This may undermine the 
generalizability of the findings of to a male population.  
(3) The MCSC was filled in by the researcher for each 
student. This was not without error including subjectivity, 
leniency, severity, and halo effect.  
(4) There is high risk for cheating in the Knowledge Test 
that used multiple choice questions only 

 
Results  
Table 1: Distribution of the students according to their demographic characteristics (N=70) 

% No Variables 
  1-Age 

20 14 < 22 
58.6 41 22 - 23 
21.4 15 > 23 

22.5 ± 0.9 years X+SD 
  2-Qualifications: 

81.4 57 - Enrolled in Faculty of Nursing 
18.6 13 - Enrolled in Institute of Nursing 

  3-Training sessions attended 
28.6 20 Yes 
71.4 50 No 

  4-Residency: 
54.3 38 Rural 
45.7 32 Urban 

 
Table 1 shows that the mean age of all students was 

22.5 and that the majority of students (58.6%) were in the 
age range of 22-23 years. Most of students (81.4%) were 
enrolled in the Faculty of Nursing. Slightly less than three 

quarters of the students (71.4%) didn’t attend any training 
sessions on maternal competency. A total of 54.3% of the 
students lived rural areas and 45.7% lived in urban areas.   

 
Table 2: Percentage distribution of the students according to their overall maternal competency in antenatal care over 
four measures (Pretest, Posttest 1,Posttest 2, Posttest 3) (N=70) 

% No Level of students’ overall maternal competency in antenatal care 
(score=0-44) 

  Pretest   
63.5 44 Poor <22 ( <50%) 
33.5 24 Average 22 – 30.8(50-70 %) 
3.0 2 Good  >30.8-31   (>70-70.6 %)  

  Posttest 1 
9.2 7 Poor <22 ( <50%) 

47.9 34 Average 22 – 30.8(50-70 %) 
42.9 30 Good >30.8-31   (>70-70.6 %)  

  Posttest 2 
7.8 6 Poor <22 ( <50%) 

49.3 34 Average 22 – 30.8(50-70 %) 
42.9 30 Good  >30.8-31   (>70-70.6 %)  

  Posttest 3 
9.2 7 Poor <22 ( <50%) 

47.9 33 Average 22 – 30.8(50-70 %) 
42.9 30 Good >30.8-31   (>70-70.6 %)  

 
Table shows that in posttest 1, the percentage of 

poor students decreased (9.2%), the percentages of both 
average (47.9%) and good (30%) students increased. In both 
posttest 2, the percentage of poor students decreased slightly 
(7.8%) compared to posttest 1 but in posttest 3, it was 
similar to that of posttest 1. The percentage of average 

students increased slightly in posttest 2 (49.3%) compared to 
posttest1 and it was the same in posttest 3 compared to 
posttest 1 (47.9%) compared to posttest1. The percentage of 
good students was the same (42.9%) in posttest 2 and 
posttest 3 compared to posttest 1.  
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Table 3: Percentage distribution of the students according to their overall maternal competency in labor care over four 
measures (Pretest, Posttest 1,Posttest 2, Posttest 3) (N=70) 

% No Level of students’ overall maternal competency in labor care  
(score=0-44) 

  Pretest 
60 42 Poor < 22 ( <50%) 

37.14 26 Average   22 - <31.8 (50-<70 %) 
2.86 2 Good 31.8– 35.20 (70 -80 %)   

  Posttest 1 
5.7 4 Poor < 22 ( <50%) 

72.8 51 Average   22 - <31.8 (50-<70 %) 
21.5 15 Good 31.8– 35.20 (70 -80 %)   

  Posttest 2 
4.2 3 Poor < 22 ( <50%) 

72.8 51 Average   22 - <31.8 (50-<70 %) 
22.8 16 Good 31.8– 35.20 (70 -80 %)   

  Posttest 3 
4.2 3 Poor < 22 ( <50%) 

72.8 51 Average   22 - <31.8 (50-<70 %) 
22.8 16 Good 31.8– 35.20 (70 -80 %)   

 
Table 3 shows that  in posttest 1, the percentage of 

poor students decreased (5.7%), the percentages of both 
average (72.8%) and good (21.5%) students increased. In 
both posttest 2 and posttest 3, the percentage of poor 
students decreased slightly (4.2%) compared to posttest 1. 

The percentage of average students was the same in posttest 
2 (72.8%) and posttest 3 compared to posttest1. The 
percentage of good students increased slightly in both 
posttest 2 and posttest 3 (22.8%) compared to posttest 1.  

 
Table 4: Percentage distribution of the students according to their overall maternal competency in postpartum care over 
four measures (Pretest, Posttest 1, Posttest 2, Posttest 3) (N=70) 

% No Level of students’ overall maternal competency in postpartum care  
(score=0-39) 

  Pretest 
47.1 33 Poor <19.5 ( <50%) 
38.6 27 Average   19.5 – <27.3(50-<70 %) 
14.3 10 Good 27.3-29 (70 %) 

  Posttest 1 
7.2 5 Poor  <19.5 ( <50%) 

60.0 42 Average   19.5 – <27.3(50-<70 %) 
32.8 23 Good 27.3-29 (70 %) 

  Posttest 2 
4.3 3 Poor  <19.5 ( <50%) 

61.5 43 Average   19.5 – <27.3(50-<70 %) 
34.2 24 Good 27.3-29 (70 %) 

  Posttest 3 
5.7 4 Poor  <19.5 ( <50%) 

58.5 41 Average   19.5 – <27.3(50-<70 %) 
35.8 25 Good 27.3-29 (70 %) 

 
Table 4 shows that in posttest 1, the percentage of 

poor students decreased (7.2%) compared to posttest 1, but 
the percentages of both average (60%) and good (32.8%) 
students increased compared to posttest 1. In posttest 2, the 
percentage of poor students decreased slightly (4.3%) 
compared to posttest 1 but it increased slightly in posttest 3 

(5.7%). The percentage of average students increased 
slightly in posttest 2 (61.5%) but it decreased slightly in 
posttest 3 (58.5%) compared to posttest1. The percentage of 
good students increased slightly in both posttest 2 (34.2%) 
and posttest 3 (35.8%) compared to posttest 1.  

 
Table 5: Percentage distribution of the students according to their overall maternal competency in family planning care 
over four measures (Pretest, Posttest 1,Posttest 2, Posttest 3) (N=70) 

% No Level of students overall maternal competency in family planning 
care (score=0-26) 

  Pretest 
72.8 51 Poor  <13 ( <50%) 
25.7 18 Average   7- <18.2 (50-70 %) 
1.5 1 Good  18.2 -23.8 (70-91.6 %) 
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% No Level of students overall maternal competency in family planning 
care (score=0-26) 

  Posttest 1 
5.7 4 Poor  <13 ( <50%) 

54.3 38 Average   7- <18.2 (50-70 %) 
40 28 Good  18.2 -23.8 (70-91.6 %) 

  Posttest 2 
5.7 4 Poor  <13 ( <50%) 
56 39 Average   7- <18.2 (50-70 %) 

38.3 27 Good  18.2 -23.8(70-91.6 %) 
  Posttest 3 

5.7 4 Poor  <13 ( <50%) 
55 39 Average   7- <18.2 (50-70 %) 

39.3 27 Good  18.2 -23.8 (70-91.6 %) 
 
Table 5 shows In posttest 1, the percentage of poor 

students decreased (5.7%) compared to posttest 1, but the 
percentages of both average (54.3%) and good (40%) 
students increased compared to posttest 1. In posttest 2 and 
posttest 3, the percentage of poor students was the same as 
in posttest 1 (5.7%). The percentage of average students 

increased slightly in posttest 2 (56%) and posttest 3 (55%) 
compared to posttest 1. The percentage of good students 
decreased slightly in both posttest 2 (38.3%) and posttest 3 
(39.3%) compared to posttest 1. Figure 21 displays the 
distribution of these percentages 

 
Table 6: Comparison of the intern students according to the mean of their maternal competency in the four standards 
(antenatal care, labor, postpartum, and family planning care) over four measures (Pretest, Posttest 1,Posttest 2, Posttest 3) 
(N=70) 

t. test of Posttest 2 
vs. Posttest 3 

t. test of Posttest 1 
vs. Posttest 2 

t. test of Pretest vs. 
Posttest 1 

X±SD Overall maternal 
competency 

    Antenatal care 
  - 61.3±4.2 Pretest 
  26.5 (p < .001) 66.3±5.1 Posttest 1 
 1.17 (p > .05)  65.9±4.8 Posttest 2 
1.11(p > .05)    66.1±4.9 Posttest 3 
    Labor care 
  - 47.8 ±5.9 Pretest 
  32.2 (p < .001) 55.3±7.8 Posttest 1 
 1.36 (p > .05)  54.8±7.5 Posttest 2 
1.26 (p > .05)   55.2±7.4 Posttest 3 
    Postpartum care 
  - 70.4±4.6 Pretest 
  24.3 (p < .001) 75.6±7.6 Posttest 1 
 1.52 (p > .05)  75.4 ±7.4 Posttest 2 
1.40 (p > .05)   75.7 ±7.3 Posttest 3 
    Family planning 
  - 64.2±6.8 Pretest 
  19.8 (p < .001) 68.9±9.5 Posttest 1 
 1.39 (p > .05)  68.7±9.3 Posttest 2 
1.54 (p > .05)   68.6±9.2 Posttest 3 

 
Table 6 illustrates that there were significant 

differences (p < .001) between the pretest and posttest 1 in 
students’ maternal competency in the four areas; antenatal 
care, labor care, postpartum care, and family planning care. 
Specifically, students’ mean scores of maternal competency 
in these four areas have increased significantly in the 
posttest 1 compared to the pretest. In contrast, there were 

nonsignificant differences (p > .05) between posttest 1 and 
posttest 2 in students’ maternal competency in the four 
areas; antenatal care, labor, postpartum, and family planning 
care. Similarly, there were nonsignificant differences (p > 
.05) between posttest 2 and posttest 3 in students’ maternal 
competency in the four areas; antenatal care, labor, 
postpartum, and family planning care.  
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Figure 1. Students’ mean scores of overall competency of the four maternal competency standards over Pretest, Posttest 1, Posttest 

2, and Posttest 
 
Discussion: 

      The findings of the present study showed that 
there was a notable decrease in the percentage of students 
with poor overall competency in this four areas in the 
posttest 1 compared to the pretest. There was a remarkable 
increase in the percentage of students with high overall 
competency in this four areas in the posttest 1 compared to 
the pretest. This pattern of increase in the percentage of 
students with high overall competency in these four areas 
did not change among posttest1, postest2, and posttest3. 
There were significant differences (p < .001) between the 
pretest and posttest 1 in students’ overall competency in 
these four favoring the posttest 

In a similar study, Paganini and Egry (2011) 
investigated the effect of an educational program on caring 
behavior and professional self-perception in nursing students 
using a controlled pre/pos test study design. The findings of 
the study supported the effect of the educational program 
because there was increased knowledge and understanding 
of caring theory and related concepts, a more holistic 
approach to care, enhanced caring practices, and improved 
self-perception in the study group compared to the control 
group during different phases of assessment (11).   

Cheng, Tsai, Chang, and Liou (2014) investigated 
the effect of pre-graduation clinical training program on 
clinical competency of nurse students in Taiwan. They 
reported that students significantly increased their clinical 
competency after completing the training program. The 
preceptors generally rated the students with a high clinical 
competency score; however, the preceptors’ scores were 
lower than the students’ self-rated scores. The students’ 
satisfaction with their preceptors positively influenced their 
decision to remain working in the hospital or unit where 
they received the practicum (12).    

However, this finding did not agree with the 
findings of a study conducted by  Bifftu,  Dachew,  Tiruneh, 
Kelkay, and Bayu (2016) that aimed at assessing perceived 
clinical competency among nursing students after a training 
program. They reported that more than half of the study 
participants still perceive themselves as incompetent after 
the intervention (13).   

There are several factors that can account for the 
significant increase in students’ overall competency on 
maternity competence standards after implementing the 
intervention technique. It is possible that students were 
highly motivated and strongly enthusiastic to learn and 
understand the material and activities offered during the 
intervention technique. Students might have found these 
material and activities interesting, challenging, useful, and 
updated.  These positive feelings might have encouraged 
students to exert more effort, persist in learning, and achieve 
highly. From a psychological viewpoint, motivation can 
energize, directs, and support behavior. It also helps 
individuals move forward towards learning and 
understanding, and keeps them going (14).  
 In support of this interpretation, Yong (2011) 
conducted a quasi-experimental study that aimed at 
increasing first-time mothers’ awareness of the advantages 
of breastfeeding in South Korea. He reported that motivated 
mothers were found to choose difficult learning tasks, exert 
more effort, pay attention, accept challenge, and persist in 
learning, attend training sessions punctually, and perform 
well up to their potentials. In contrast, unmotivated mothers 
were more likely to choose easy learning tasks, give up 
easily in face of challenges, and engage in avoidance and 
escaping strategies (15).         

It is also possible that students find the intervention 
technique useful for mastering maternal competence 
standards and consequently supporting their academic career 
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and future job opportunities. In support of this interpretation, 
the expectancy value theory proposes that the amount of 
effort that one exerts to perform a learning task is a product 
of the expectancy to succeed on that task and the degree of 
one values success on that task. This theory states that 
individuals are oriented towards their goals and that they 
behave according to their beliefs and values to achieve their 
goals (16).  
  
Conclusions: 

 There were significant differences (p < .001) 
between the pretest and posttest 1, 2, and 3.   

 
Recommendations 
(1) Intensive training program should be implemented to 

develop intern students’ awareness of maternal 
competency standards in other areas such as labor 
complications.  

(2) Within continuing health education, maternal 
competency standards should be part of the academic 
and professional preparation of intern students at the 
Faculty of Nursing. 

(3) Maternal competency standards should be integrated in 
the evaluation plan of intern students.  

(4) Further researches are needed to be conducted on 
maternal competency standards to: investigate the 
obstacles and hardships that hinder the development 
and/or implementation of maternal competency 
standards in maternal health care facilities, and to 
identify students’ attitudes towards the applications of 
these standards.  
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Abstract 
Background: Addiction is a major problem in Egypt, due to the rapidly growing and changing patterns of substance 
use considering its effect on quality of life. Aim of the study was to assess Quality of Life (QoL) and Coping 
Strategies among addict patients and the relationship between them. A descriptive correlational design was used in 
this study. This study was conducted at Minia Psychiatric Health and Addiction Hospital in Inpatient Unit and 
Outpatient Clinic. Four tools were used to measure the variables of this study. This included Personal & Medical 
data tool, Drug Abuse Screening Test (DAST-20), Short Form -36 Health Related Quality of Life questionnaire 
(SF-36) and Cope Inventory. The study sample comprised of 100 drug addict patients whose age ranged between 
>19 and 54 years. The main results of this study revealed that, total mean score of the Quality of Life was 
58.02±16.3 which indicated poor Quality of Life and the mean score of Coping Strategies was 119.4±216 which 
also indicates moderate use of effective coping. There were significant negative correlations among Drug Abuse 
Screening Test and Quality of Life and Coping Strategies among addict patients. There was a significant positive 
correlation between QoL and Coping Strategies among patients. A psycho educational program is recommended to 
help drug addict patients cope effectively with stress and improve their quality of life. 
Key words:  Drug addiction, Addict patients, Quality of life, Coping strategies. 

 
Introduction 

Addiction is one of the most dangerous phenomena 
in human societies in the present era. Addiction is a 
condition in which the body must have a drug to avoid 
physical and psychological withdrawal symptoms. 
Addiction is so widespread in the world that it has turned 
into a chronic and social disease and has threatened social 
security (1). 

Drug addiction, including the consumption of 
alcohol, tobacco smoking, cannabis use, and the non-
medical use of medications and injecting opioids by people 
who inject drugs, are common especially among adolescents 
and young adults (2) Society and acquaintances play a part in 
the increase abuse of drugs. In some social groups, drug 
abuse is a prerequisite for being accepted by others. 
Globally alcohol and tobacco are the most commonly used 
drugs (3). In this respect, World Health Organization (WHO 
2015) reported that 8.3% of the world’s population aged 15 
years and over consumed alcohol in the previous 12 months 
(4). 

World Health Organization (WHO) defined quality 
of life as "people's perception of life conditions in terms of 
the culture and value system, which is concerned with goals, 
expectations, criteria and important affairs (5). Assessing the 
Quality of life (QOL) with drug users should be central to 
psycho-social approaches to understand drug use patterns 
and to subsequently address patterns of harmful use. (QOL) 
indicators have been used to assess health outcomes. Studies 
have indicated that, physical and psychological 
consequences of addiction result in a decrease in quality of 
life and life satisfaction of the addicts. Addicts have 
different biological, psychological, social and emotional 
requirements, which are different from those of healthy 
people (1). 

Stress has been mentioned as an important and 
determinant factor in tendency toward substance abuse (6). 
Stress coping strategies are the processes an individual uses 
to manage stressful stimulators (7). In this respect, Nagase 
defined coping as a psychological procedure which is 
regarded as an individual’s cognitive and behavioral efforts 

to resolve stressful conditions. The initial mechanism 
involved in addiction and other dysfunctional attitude is 
coping with stressors (8). 

Nurses play an important role in the prevention of 
drug addiction. They can prevent non users from initiating 
use and prevent individuals who are experimenting with 
substance from progressing to chronic and abusive use of 
substances. Focus group was conducted between community 
and psychiatric nurses on drug addiction yielded culturally 
sensitive information which is useful in preventing drug 
abuse (9). 
 
Significance of the Study 

Egypt's National Council for Fighting and Treating 
Addiction (UNODC, 2015), reported that, the percentage of 
drug users reached 2.4% of Egypt population. But the 
United Nations has declared that, number of addict patients 
have been increased to reach 5 millions of total population 
who reported that, addiction causes various social, mental 
and physical problems in addict patients. Also, addiction 
causes severe reduction in quality of life (10). 

Coping strategies influence how people deal with 
stressors in their lives, both in positive and negative ways. 
The addict will have developed some poor coping skills 
prior to and during their addiction. If they continue to rely 
on their old patterns for dealing with challenges, life will 
remain unsatisfying.  

In Egypt, a few researches in this area revealed an 
apparent lack of psychiatric nurses' awareness of substance 
abuse, which should be one of psychiatric nurses' 
specialties. The current study could be helpful in gaining 
data about quality of life and coping strategies among addict 
patients to assist nurses' in their management properly. 
 
Aim of the Study 

Aims of the current study were to: 
1. Assess quality of life and coping strategies among 

addict patients. 
2. Determine the relationship between (QOL) & 

coping strategies among addict patients. 
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Subjects and method 
Research Design: 

A descriptive correlational research design was 
used to achieve the aims of the current study.  

 
Setting 

This study was conducted in Minia Psychiatric 
Health and Addiction Hospital at Inpatient and Outpatient 
clinic. The capacity for the hospital is 53 beds. The hospital 
serves Minia governorate and its districts. 
Sample: 

A purposeful sample of 100 male and female addict 
patients divided equally into 50 cases from inpatient and 50 
cases from outpatient clinic were included in the study. 
 
Inclusion Criteria:  

 Both genders. 
 Age ranged from 18-55 years old. 
 Different types of drugs addiction. 
 History of addiction less than 10 years. 

 
Exclusion Criteria: 

 Patients who are diagnosed as mentally retarded.  
 Patients with dual diagnosis. 
 Alcoholics only. 

 
Data Collection Tools: 

Four tools were used for collecting data in this 
study which revised, translated and back translated by five 
experts in psychiatric nursing and medicine. First tool 
consists of: 
1. Part (I) Personal Data: 

Developed by the researcher which included: 
personal data such as patient age, gender, level of education, 
occupation residence, income, religion, and media at home. 
1- Part (II) Medical Data: 

Developed by the researcher and revised by 
supervisors which include: Diagnosis, history of addiction, 
substance used by the patient, method of administration 
chronic disease, hospitalization, cause of abuse, age at onset, 
duration of addiction. 
 2- Drug Abuse Screening Test (DAST-20) (Harvy 
&Skinner 1982) (11). 

Questions concern information about potential 
involvement with drugs.  

In the statements "drug abuse" refers to (1) the use 
of prescribed or over the counter drugs in excess of the 
directions and (2) any non-medical use of drugs. The various 
classes of drugs may include: cannabis (e.g. marijuana, 
hashish), solvents, tranquilizers (e.g. Valium), barbiturates, 
cocaine, stimulants (e.g. speed), hallucinogens (e.g. LSD) or 
narcotics (e.g. heroin). 
 
Scoring system:  

A score of “1” is given for each yes response, 
except for items 4, 5, and 7, for which No response is given 
a score of “1.” Based on data from patient population, cut 
off scores of 6 through 11 are considered to be optimal for 
screening for substance use disorders. Using a cut off score 
of <11 more accurately identifies the patients who do not 
have a substance use disorders (Harvey A. Skinner1982). 
 

3- Short Form -36 Health Related Quality of Life 
questionnaire (Jhon .et.al., 1992) (12):  

It was prepared by John et al., (1992) which 
considered a reliable and values tool for measuring health 
related quality of life the short form (SF) 36 is the most 
widely used health-related quality of life (HRQoL) survey 
instrument in the world today. It is comprised of 36 items 
that assess seven health concepts; physical functioning, role 
limitations caused by physical health problems, role 
limitations caused by emotional problems, social 
functioning, emotional well-being & energy, fatigue, pain, 
and general health perceptions. Exploring these seven 
quality of life indicators of the SF-36 (Short Form -36 
questionnaire) helps to measure health-related quality of life 
in addict patients.  

 
Scoring system:  

The SF-36 consists of seven subscale scores. Each 
scale is directly transformed into a 0-100 scale on the 
assumption that each question carries equal weight. The 
lower the score the more disability. The higher the score the 
less disability and better functioning i.e., a score of zero is 
equivalent to maximum disability and a score of 100 is 
equivalent to no disability. 
 
4-COPE Inventory (Carver 1997) (13):  

Multidimensional coping inventory contains 53 
items to assess the different ways in which people respond 
to stress. Five subscales each of them consists of four items 
measure conceptually distinct aspects of problem focused 
coping (active coping, planning, suppression of competing 
activities, restraint coping, seeking of instrumental social 
support), five subscales measure emotion –focused coping 
(seeking emotional &social support, positive 
reinterpretation, acceptance, denial, turning to religion) and 
three scales measure coping response that, gradually are less 
useful dysfunctional attitudes (focus on and venting of 
emotions, behavioral disengagement, mental 
disengagement). Patent's responses indicated how frequently 
they use each coping strategy.  

All answers are scored on a 4-point scale ranging 
from “Don’t do this at all” to “Do this a lot.” The lower the 
total score "53" to "106" indicates less use of effective 
coping leads to dysfunctional attitude such as drug 
addiction. Score from "107" to "160" is considered moderate 
use of effective coping which usually represent majority of 
human responses (emotion focused coping). The higher the 
score from "161" till reach 212 indicates optimal use of 
effective coping strategies (problem focused coping).  
 
Procedure:        

An official permission was granted from the 
director of Minia Hospital for psychiatric health and 
addiction. Addict Patients were interviewed on an individual 
bases to explain the nature and purpose of the current study. 
Also, oral consent was taken from patients and written 
consent was taken from patients’ committee of the 
psychiatric patients’ rights in the hospital. 
Pilot Study: 

A pilot study was conducted at the beginning of the 
study. It included 10% of the total sample (5 inpatient cases 
and 5 outpatient cases) to investigate the data collection 
tools were checked for their content validity, clarity and 
feasibility. No modifications were done. One hour was the 
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time needed to fill tool. Finally cases of pilot study were 
included in the study. 

                                                                                       
Data collection: 

Data were collected within 6 months from June 
2016 to November 2016. Structured interviews conducted in 
one room of the in-patient department and in the out-patient 
rest place; questions were asked and recorded by the 
investigator.  
 
Ethical Consideration: 

1. A written initial approval was obtained from the 
research ethical committee of the Faculty of 
Nursing, Minia University. Oral consent was 
obtained from each participating patient after 
explaining the nature and benefits of the study such 
as information during assessment about healthy 

ways of coping. Each assessment tool was coded 
without writing patients name on it for the purpose 
of privacy and confidentiality. Patients were 
assured that they could withdraw at any time from 
the current study without any effect on their 
treatment and care.  

 
Statistical Analysis: 

Data were tabulated and analyzed by using 
“statistical package for the social science “(SPSS) version 
22. The content of each tool was analyzed, categorized and 
then coded by investigator. Descriptive statistics were 
calculated as frequencies, percentage, mean and standard 
deviation. Chi square was also used. Probability (P-value) is 
considered significant at or less than 0.05 and considered 
highly significant at or less than 0.001. 

 
Results: 
Table (1): Distribution of the studied patients according to mean scores of drug abuse screening test (DAST-20) (n=100): 

Drug abuse screening test (DAST-20) 
In patient 

N=50 
Out patients 

N=50 Total 

No. % No. % No. % 
Range of abuse  6-17 1-19 1-19 
Mean ±SD  11.8±2.2 8.04±4.2 9.8±3.9 
(didn't have substance use disorder) 15 (30%) 37 (34%) 52 (52%) 
(had substance use disorders) 35 (70%) 13 (26%) 48 (48%) 

 
Table (1); shows that, mean score of drug abuse 

was 9.8±3.9. Also, it was found that, more than half (52%) 
didn’t have substance abuse disorder while, 48% had 
substance use disorder. 

 
Table (2): Distribution of the studied sample according to the mean scores of short form -36 of quality of life (SF- 36 QoL) 
(n=100): 

QoL In patient 
N=50 

Out patients 
N=50 Total 

Physical functioning 0-100 0-100 0-100 
Mean ±SD  70.7±28.07 84.2±20.1 77.6±25.1 
Role limitation due physical health 0-100 0-100 0-100 
Mean ±SD 67.02±42.7 69±38.6 68.04±40.4 
Role limitation due to emotional problems 0-100 0-100 0-100 
Mean ±SD  64.5±38.9 60.6±37.3 62.5±37.9 
Social functioning  0-100 0-100 0-100 
Mean ±SD 43.6±37.2 59±34.3 51.5±36.4 
Pain  0-100 0-100 0-100 
Mean ±SD 68.1±33.5 51.3±30.5 59.4±32.2 
Emotional well being 0-100 0-87 0-100 
Mean ±SD  48.7±19.1 46.2±20.7 47.4±19.9 
Public health  0-70.8 0-79.1 0-79.1 
Mean ±SD  37.4±14.9 41.1±18.9 39.4±17.09 
Total QOL score 12.8-78.7 25.1-88.2 12.5-88.2 
Mean ±SD 57.1±16.9 58.8±15.9 58.02±16.3 

Note: Higher score indicates better quality of life or absence of disability. 
Table (2) shows that, the highest mean score of 

QoL among the studied sample were related to physical 
functioning & role limitation; the mean scores were 
(77.6±25.1) and (68.04±40.4) respectively. However, the 

lowest score were related to public health and emotional 
well-being (39.4±17.09) and (47.4±19.9) respectively and 
the total mean score of the quality of life was (58.02±16.3). 
This indicates that patients have poor quality of life. 

 
Table (3): Distribution of the studied sample according to mean scores of coping strategies (n=100): 

COPE Inventory 
In patient 

N=50 
Out patients 

N=50 Total 

No. % No. % No. % 
Range  81-155 87-161 81-161 
Mean ±SD  114.2±19.5 124.7±22.5 119.4±216 
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Dysfunctional attitude or less use of effective 
coping  18 (36%) 15 (30%) 33 (33%) 

Emotion focused coping or moderate use of 
effective coping  32 (64%) 33 (66%) 65 (65%) 

Problem focused coping or optimal use of 
effective coping  0  2 (4%) 2 (2%) 

Note: 
- Lower mean score (53 to 106) indicates less use of effective coping. 
- Mean score from (107 to 160) indicates moderate use of effective coping. 
- Higher score from (161 to 212) indicates optimal use of effective coping. 

 
Table (3) illustrates that; 65% of the studied sample 

used emotion focused coping and 33% of them used less 
useful coping strategies. However, only 2% employed 
problem focused coping strategies. Also, table (3) reveals 

that, the mean score of coping strategies was 119.4±216. 
This indicates that, the studied sample were moderately use 
effective coping. 

 
Table (4): Difference between subscales of drug abuse screening score and quality of life among the studied patients 
(n=100): 

QOL DAST-20 
Didn't have substance use disorder Have substance use disorders P 

In patients 64.2±13.8 54.2±17.4 0.07 
Out patients  61.5±14.4 50.9±18.1 0.03* 
Total  62.2±14.1 53.3±17.5 0.007* 

 
Table (4) shows that, mean quality of life QoL 

score was significantly higher among subjects who didn’t 
have substance use disorders (62.2±14.1) than those who 
had substance use disorders (53.3±17.5) p=0.007*. 

 
Table (5): Correlation between drug abuse screening test (DAST-20) and coping strategies among the studied patients 
(n=100): 

DAST-20 Coping strategies 
R P 

In patients -0.004 0.9 
Out patients  -0.31 0.02* 
Total  -0.31 0.001* 

 
Table (5) shows significant negative correlation 

(r=-0.31, p=0.001*) between drug abuse screening test and 
coping strategies of out-patient and studied total patients.  
 
Table (6): Correlation between coping strategies and quality of life (QoL) among the studied patients: 

Coping strategies Quality of life  (QoL) 
R P 

In patients 0.35 0.01* 
Out patients  0.26 0.06 
Total  0.30 0.003* 

 
As observed from table (6) that there was 

significant positive correlation (r=0.30, p=0.003*) between 
coping strategies and quality of life (QoL) among total 
patients and in patient. 

 
Discussion 

The current study aimed to assess quality of life 
and coping strategies among addict patients and to 
determine the relationship between quality of life (QOL) & 
coping strategies among addict patients. 

In relation to mean score of drug abuse among the 
studied patients, it was found that mean score of drug abuse 
was 9.8±3.9. The current study also illustrated that, slightly 
less than half of the studied sample had substance abuse 
disorder (table 1). This may be attributed to the majority of 
drug addict people take drug because of non-medical advice 
but they are probably heavily dependent on drug because of 
their inability to control withdrawal symptoms and due to 

the pressure of bad friends, this is based on assessment of  
patients (14).  

As regard the mean scores of QOL among the 
studied patients, (table 2) the present study revealed that, the 
highest mean scores of QoL among the studied sample were 
related to physical functioning & role limitation due to 
physical activity. However, the lowest score were related to 
public health and emotional well-being and the total mean 
score of the quality of life was slightly more than half which 
indicated poor quality of life among drug addict patients. 
This finding could be explained in the light of less than three 
quarters of the studied sample were abusing drugs orally 
such as tramadol and tamol which known by increasing 
physical functioning reduce pain, improve mobility and 
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enhance daily functioning. Nerveless the total score of 
quality of life is greatly impaired. This could be explained 
by the consequences of addiction which produces a 
reduction in quality of life and life satisfaction of the 
addicts.    

In this respect, Larson, (2005), Gonzales et al., 
(2009) and Alexandre (2014) found that, the lowest scores 
were in overall mental health and emotional well-being (15). 
They also reported poorer general health; there were slight 
impairment in overall physical health status and role 
limitations (16). Similarly, Moalemi, et al., (2010) reported 
that, physical and mental consequences of addiction can lead 
to decrease in the quality and life satisfaction and a drop in 
personal interactions, social and mental health domains (17) 
By contrast, Young, et. al., (2012) reported that some of 
addicted substances are related to better QOL (18). 

The current study revealed that, nearly two thirds 
of the studied sample used emotion focused coping. This 
could be related to that the study was carried out in upper 
Egyptian culture which is known by using support system 
and expressing emotions while facing any stressful life 
events and only one third of them used less useful coping 
strategies. However, the lowest percentage employed 
problem focused coping strategies. The studied patients 
were moderately used effective coping (table 3). This result 
could be explained by that individuals have irrational 
thinking about abusing substances for assisting them to be 
more productive at work and enhance their quality of life. 
This result was supported by Hassan et al., (2013), Dorard et 
al.,(2013) and A'zami et al., (2014) who reported that, when 
addict patients faced with an environmental stressor they 
almost use inefficient/dysfunctional emotion-focused coping 
strategies such as increasing their substance abuse instead of 
problem-focused strategies and solving the problem leaving 
stressor not resolved (19). 

Concerning correlation between drug abuse 
screening test (DAST-20) score and QoL among the studied 
patients. The finding of the current study revealed that, there 
was significant negative correlation between Drug Abuse 
Screening score and QOL. (table 4). 

This finding could be attributed to the effect of 
drug abuse on quality of life domains by decreasing 
sociability, increasing economic burden, and stigma 
regarding drug addiction reported by drug abusers. Several 
studies supported this finding such as Taylor et al., (2013) 
Amirfakhraei, et al., (2015) who reported that, drug 
addiction causes various social and mental problems in 
addition to physical one in people suffering from it and 
quality of life in addicted people decreased by increasing 
their drug addiction (20). 

In the same line, findings of Marrlat et al., (2011) 
and Smith et al., (2005) showed that, mental and physical 
consequences of addiction lead to reduce quality of life and 
satisfaction of life in drug abusers (21). 

The present study illustrated that, there was a 
significant negative correlation between Drug Abuse 
Screening and Coping Strategies among the studied total 
patients (table 5). This can be explained in the light of 
substance abuse wass considered one of the maladaptive 
coping. In other wards; when person cope effectively with 
stress substance abuse will decrease. This finding was 
supported by Huijding, (2005) and Kiamarsi & Abolghasemi 
(2012) and A'zami, (2015) who concluded that addict 

patients use less effective coping strategies or dysfunctional 
attitude more than healthy individual (9, 22). 

Investigating correlation between coping strategies 
and QoL among the studied sample in the current study 
revealed that, there was significant positive correlation 
between coping strategies and quality of life QoL among 
total patients (table 6) which indicates using effective coping 
strategies improve quality of life. This finding could be 
explained in the light of the psychological concept of coping 
is associated with stress which is considered commonly 
related to all HRQoL domains that generate distress to an 
individual. As a result, individuals develop coping strategies 
to manage stress or health problems as well as to improve 
their overall quality of life QoL. 

This finding of the current study is in the same line 
with Lua et al., (2012) who found that, "in terms of the 
relationships between coping mechanism and QoL 
parameters, there were significant positive associations 
between overall QoL versus coping strategies" (23). In this 
respect, Leigh et al., (2016) reported that, more use of 
maladaptive coping strategies was associated with poorer 
quality of life. Similarly Smedema et al., (2010) Kohler& 
Riessman., (2008) reported that, poor quality of life could 
result in individuals using inefficient coping styles. They 
explained their findings as using adaptive ways to cope with 
stress improve their problem solving ability and think 
positively so they can have better quality of life" (24).        
 
Conclusion 

This study concluded that addict patients suffer 
from lack of effective coping strategies and poor quality of 
life as well as positive correlation between coping strategies, 
drug addiction and quality of life.  
 
Recommendations 

A psycho educational program is recommended to 
improve their healthy use of effective coping to effectively 
improve quality of life.  
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