ACCEPTANCE OF PREMARITAL HEALTH COUNSELING IN
RIYADH CITY, 1417H
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Background: Health counseling before marriage can be a most worthwhile and sat-
isfying aspect of preventive medicine. It is important in genetic diagnosis and the
prevention of hereditary, sexually transmitted and other infectious diseases.
Objectives: To determine the acceptance of the concept of Premarital Health Coun-
seling (PMHC), and to identify some factors, which may efect this acceptance among
Saudis who attend Primary Health Care Center in Riyadh, Kingdom of Saudi Arabia
(KSA), 1417H.

Methods: The present study is a cross-sectional one with a selected sample of Saudis
who attended the Primary Health Care Centers in Riyadh during the year 1417H. A
multistage sampling and equal allocation stratified sampling within was used to se-
lect 484 persons comprising an equal number of males and females, married and
single above the age of 18 years. A pre-designed pre-tested questionnaire sheet was
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used to collect the required data, which were then tabulated and statistically
analyzed.

Results: The study indicated that 364 (75.2%) of the study population accepted the
concept of Premarital Health Counseling. PMHC was positively affected by the ad-
vancing age, experience of marriage, educational level and well-understood Islamic-
health related issues. Out f those who accepted the concept, 273 (75%) agreed on the
exchange of PMHC certificates between couples to be married and 152 (42%)
agreed on the implementation of legislation on PMHC. Also, 298 (82%) of them
wanted PMHC to be confidential and 168 (46%) agreed to the concept despite its
cost. As regards the location of PMHC, most of participants who agreed to PMHC
would prefer it to be given at governmental establishments.

Recommendations: The study recommended the implementation of PMHC in Saudi
Arabia, since it was accepted by the study population. However, further studies
should be carried out to determine the details to be incorporated in the PMHC, their
implementation and legislation on demographic basis of the Saudi community. Also,
a community health education program for PMHC has to be devised in collaboration
with Islamic leaders.
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Arabia.

INTRODUCTION

The operational definition used in this
study for Premarital Health Counseling
(PMHC) would involve a consultation
during which history would be taken and
medical examination as well as laboratory
investigations done for persons planning
to marry, in order to screen for inherited
and communicable diseases.

Health counseling before marriage can
be a worthwhile and a most satisfying
aspect of preventive medicine.! One im-
portant aspect of PMHC is genetic coun-
seling.? This reduces the number of
offspring that may be affected by a disor-
der, by defining the need for treatment
(e.g. phenylketonurea) or assisting the
couple to decide whether or not to avoid
pregnancy in presence of a high risk of
abnormality.®

The issue of PMHC is of great im-
portance in Saudi Arabia because of high
prevalence (55%) of consanguineous mar-
riages.*® Offspring of these marriages may

have such diseases as hereditary hearig im-
pairment, mental retardation, autosomal re-
cessive osteopetrosis and blood disorders
such as thalassaemia.”® Furthermore, the risk
of bearing a child with a birth defect in these
marriages is approximately 6-8% for each
pregnancy, a figure which is double the re-
ported incidence of serious birth defects or
mental retardation in the population at large.’
Premarital exposure to some infectious dis-
eases such as hepatitis B virus, and rubella
during pregnancy which are easily prevented
by premarital vaccination may result in physi-
cal or mental disorders in the newborn.***

The objective of the study was to determine
the acceptance of the concept of PMHC and
to identify some factors , which may influ-
ence the acceptance among Saudi who attend-
ed Primary Health Care Center in Riyadh city,
KSA, 1417H.

METHODOLOGY
The present study is a cross-sectional one,
conducted in 13 (20%) Primary Health Care
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Centers (PHCCs) located in Riyadh city
selected by systematic random sampling.
The study sample was a total of 484 per-
sons consisting of an equal number of
Saudi males and females, married and
single above the age of 18 years. Multi-
stage sampling, and equal allocation strati-
fied sampling within, was used to estimate
the size of the study sample, using the
following equation, N=Z?pg/D®> (N=the
maximum sample size required, D=A 95%
- Cl is desired with d=0.05,"%). To ensure
a reliable study, the following formula is
used: N=(Z, / Cl)* + 3 where Z,,=1.96,
Cl1=95%, and width 0.1.

A pre-designed pre-tested questionnaire
sheet was used to collect the required data.
Cronbach's Coefficient Alpha, with stand-
ardized variable method, was used to
measure the internal consistency and reli-
ability of the questionnaire items.™ It was
found to be 0.7.* The author interviewed
all participants, and the definition of
PMHC was stated in Arabic to them. The
questionnaire covered independent (age,
sex, etc) and dependent variables (atti-
tudes on medical, social, and religious
ideas pertaining to PMHC).

Summated ratings (Likert's scale) was
used to assist the study group attitudes
toward PMHC. Five grades were used for
the attitude scale, strongly agreed, agreed,
neutral, diagreed, and strongly disagreed.
Desirable attitudes were given scores of
five and four.™® The median of scores one
to five was used to determine the end atti-
tude of the participants (agreed, disagreed,
etc.).

After complete data collection, it was
tabulated and statistically analyzed.

RESULTS

As table 1 shows, the majority of partic-
ipants 364 (75.2%) accepted the concept
of PMHC. Others, including participants
who were neutral or did not accept PMHC

totaled 120 (24.8%). Generally, those who
accepted PMHC had a higher mean age
(31.89 + 9.74) than those who didn't (28.7 +
11.12) (p<0.003). The lowest percentage of
acceptances (40%) was found among those
aged less than 20 years. On the other hand,
the highest percentage was found among
those aged 30-34 and 35-39 years. These dif-
ferences were found to be statistically signifi-
cant. Acceptance was not affected by sex,
(Table 2).

Table 1: Participants' acceptance of PMHC
by age in Riyadh city, 1417H

Age in years Accept Total
N (%)
<20 18 (40.0) 45
20-24 87 (83.7) 104
25-29 70 (63.1) 111
30-34 57 (87.7) 65
35-39 51 (87.9) 58
40-44 42 (85.7) 49
45+ 39 (75.0) 52
Total 364 (75.2) 484

X?6=56.05, p<0.05

Table 2: Distribution of participants by ac-
ceptance of PMHC and sex in Riyadh city,
1417H

Sex Male Female Total
N (%) N (%) N
Accept 184 (76.03) 180 (74.38) 364
Others”  58(23.97) 62(25.62) 120
Total 242 (50.0)  242(50.0) 484

*Neutral and do not accept PMHC
X?1=0.19, p>0.05

Experience of marriage significantly affect-
ed the participants' acceptance of PMHC. Out
of those who had been married more than
once, 62 (89.9%) accepted the PMHC com-
pared to only 111 (62.4%), among those who
had no experience of marriage (p<0.05), (Ta-
ble 3).

Concerning educational level, the highest
percentage of those who accepted PMHC was
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Table 3: Distribution of participants by social characteristics and PMHC acceptance in
Riyadh city, 1417H

Variable Accept Total X2 p-value
N (%)

Marriage experience

Absent 111 (62.36) 178 24.92 <0.05

Only once 191 (82.7) 231

More than once 62 (89.9) 69

Total 364 (75.21) 484

Level of education

Iliterate 61 (71.0) 86 11.8 <0.05

Prim & Second & Diploma 179 (70.8) 253

Bachelor & Higher 124 (85.5) 145

Total 364 (75.2) 484

Occupation

Professional 29 (100) 29 54.55 <0.05

Lower professionals 54 (56.80) 95

Non-manual skilled 157 (89.20) 176

Manual skilled 6 (100) 6

Partially skilled 12 (100) 12

Housewives 50 (79.40) 63

Students 51 (56.70) 90

Unempoloyed 5 (38.50) 13

Total 364 (75.20) 484

NB: In calculation of Chi-square, professionals and lower professionals were pooled together and non-
manual, manual and partly skilled were also pooled together

Table 4: Islamic-related issues affecting acceptance of PMHC in Riyadh city, 1417H

Islamic-related issues Accept (N=364)  Others (N=120) p-value
N (%) N (%)

Believe in fate doesn't affect the acceptance 305 (84) 16 (13) 0.0001

Fatwa will not affect acceptance 310 (85) 15 (13) 0.0001

Participation of Imam will affect the 337 (93) 49 (41) 0.0001

acceptance

Table 5: Attitudes of participants accepting PMHC towards factors encouraging its practice
in Riyadh city, 1417H

Item Agree Total p-value
N (%)

Certificate between families 273 (75.00) 364 0.0001
PMHC Law 152 (41.76) 364 0.03
Inclusion of PMHC in the curricula 339 (93.13) 364 0.0001
PMHC confidentiality 298 (81.87) 364 0.0001
Costly PMHC 168 (45.05) 364 0.3
PMHC Location

Government hospitals 311 (85.44) 364 <0.0001

Primary Health Care Centers 247 (67.86) 364

Private sector 171 (46.98) 364
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found among the highly educated individ-
uals 124 (85.5%), compared to 61 (71%)
among illiterate participants (Table 3).

Relating participants' acceptance of
PMHC to their occupations, a statistical
significant difference was found (p<0.05).
Unemployed partcipants, students and
lower professionals were the least likely to
respond positively to PMHC (38.5%,
56.7% and 56.8% respectively) (Table 3).

Misunderstood Islamic based issues
negatively affected the study population's
acceptance of PMHC as 104 persons
(87%) of those who did not accept PMHC
related attitudes to God's will (p<0.0001).
Only 15 (13%) of those who did not ac-
cept PMHC did so despite the presence or
absence of Fatwa (p<0.0001). Regarding
the participation of Imam in a community-
based health education program, 337
(93%) of participants who accepted
PMHC welcomed the idea, compared to
49 (41%) of those who did not accept
PMHC (p<0.0001) (Table 4).

Of the participants who accepted the
concept of PMHC, 273 (75%) persons
agreed to voluntary exchange health fit-
ness certificate between the couple to be
married (p<0.001). In contrast, 212 (58%)
rejected mandatory marital health fitness
certificate (p<0.001). Confidentiality was
the request of 298 (81.87%) participants
and nearly 339 (93%) agreed to the inclu-
sion of PMHC in school curricula. The
cost of PMHC could hinder its practice
among 196 (55%) participants who ac-
cepted it (Table 5).

On the questions of the location of
PMHC, 311 (85.4%) of the participants
who accepted PMHC preferred it to be
based in a governmental hospital, and 247
(67.9%) preferred it in PHCCs, in compar-
ison to 171 (46.9%) who preferred it to be
in the private sector (p<0.0001).

DISCUSSION

PMHC is a new and interesting health issue
that needs to be investigated and discussed,
especially in Islamic Arabic cultures, and
more precisely in the Saudi community where
consanguineous marriage represents more
than 50% of all marriages, a rather high rate
compared with many other countries.”>? The
present study can be the basis for further in-
vestigations of PMHC. Moreover, results dis-
cussed in the present study may require
further investigations. It is necessary to men-
tions that, there have been few studies on
premarital counseling and premarital medical
examination in the Arab world.

The majority of participants 364 (75.2%)
accepted the concept of PMHC, and those
who accepted it were older than those who
rejected it. The group that had the lowest per-
centage of acceptance of PMHC were aged
less than 20 years. This finding can be ex-
plained by the fact that more exposure to life's
experiences, a higher level of education, and
marriage increases interest on health issues,
particularly the health of offspring and conse-
quently the acceptance of PMHC. There was
no statistical difference on the attitudes on
PMHC acceptance between males and fe-
males. This may be attributed to the present
improvement of te social status of Saudi
women e.g., female education, involvement in
various occupations, etc.

On the question of marriage, the present
study revealed that individuals who had an
experience of marriage were significantly
more accepting of the PMHC concept than
individuals who had never been married. Al-
so, participants who had been married many
times were more accepting of the concept of
PMHC than those who were still in their first
marriage. Participants who had been married
at least once have more knowledge and a
greater awareness of the spouse's health prob-
lems. In addition, participants who were not
married were usually younger, and were per-
haps less educated and consequently less like-
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ly to accept PMHC. Similar findings were
reported in Egypt where single people
were seen to be the least likely to accept
premarital conseling and  examina-
tion.™®

The majority of participants had an edu-
cational level above primary schools. This
may have played a part in the positive
acceptance of PMHC among the study
group, as higher education means better
knowledge of health matters.

On the participant's occupation, it was
revealed that, PMHC acceptance increased
among the higher social classes to as much
as 100% among professional, in compari-
son with unemployed participants who had
the lowest percentage of PMHC ac-
ceptance (38.5%).

The position of Islam is to prevent fetal
malformations as far as possible. The
Prophet Mohammad, peace be upon him,
through many Hadiths directed attention
toward inherited matters, and the careful
choice of partners for marriage.” Partici-
pation of Islamic leaders in community
health education could have an important
enhancing role in community acceptance
of PMHC, as participation of the Imam
and the presence of a religious fatwa can
positively change the atttitude of about
53% of those who didn't accept PMHC
(41% and 13% respectively) (Table 4). In
Western countries, religious men take part
in premarital counseling.®*® More health
education from the Islamic point of view
is needed, especially for young inexperi-
enced persons and the uneducated
individuals.

Medical examination and laboratory
tests are mandatory prior to marriage
application?®# in many countries such as
the USA and China because of some im-
portant health problems, like STDs, and
hereditary diseases. The study showed
that, voluntary exchange of marital health
fitness certificate, between the two appli-

cants for marriage had a good response
among the participants accepting PMHC.
However, if PMHC certificate became man-
datory the percentage of acceptance would
drop. This finding indicates that a communi-
ty-based health education on the issue of
PMHC legislation is necessary. Health educa-
tion is one of the important means of encour-
aging the community to accept this idea”® and
the inclusion of information of PMHC in the
school curricula, could be the basis on which
knowledge on health matters pertaining to the
PMHC concept and its future acceptance
could be built. Moreover, the assurance of the
confidentality of information given during
PMHC would ensure its continued success.?*

Practicing PMHC in governmental estab-
lishments is preferred to its being given in the
private sectors. This may be due to the high
cost involved in private health care sectors, as
54% of participants who accepted the concept
were not willing to participate if PMHC were
costly.

CONCLUSIONS

The present study revealed that, 364 (75.2%)
of study population accepted the concept of
PMHC. Advancing age, experience of mar-
riage, educational level and well-understood
Islamic-related health issues positively influ-
enced its acceptance. The participants who
accepted PMHC concept agreed to the ex-
change of PMHC certificates between couples
to be married but rejected the enforcement of
PMHC by legislation. The need for confiden-
tiality was stressed, a preference for its prac-
tice at governmental health establishments
rather than private hospitals and the cost of
the service were considered important.

RECOMMENDATIONS

The following are recommended:

1. The implementation of PMHC in Saudi
Arabic, as it was accepted by the study
population.
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2. Execution of further studies to deter-
mine what should constitute PMHC,
its implementation and its legislation
on demographic basis of the Saudi
community.

3. A community-based health education
program for PMHC has to be devised
in collaboration with Islamic leaders,
to raise the level of awareness and ac-
ceptance of the community toward the
concept of PMHC particularly with
the following in mind: (a) that it
should be directed mainly to single
and young persons; (b) that school
curricula should include PMHC edu-
cation.

4. PMHC be free of charge in the gov-
ernmental health institutes, or the cost
minimal in the private sector.

5. The assurance of total confidentiality.
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