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ABSTRACT
Alcohol is a major public health problem globalkxccording to the World Health

Organization (WHO) report, alcohol accounts for ghlion deaths (4% of total) and
69.4 million (4.5% of total) of Disability-Adjustedife Years (DALYs), (WHO, 2002,
2011). In South Africa, alcohol was found to be third highest contributor to death and
disability (Parry, 2007/8). Among the many far-fieiag consequences of alcohol use in
South Africa, Fetal Alcohol Syndrome (FAS) in cartaegions in the country, rates
among the highest in the world (May et al., 20@@spite higher comparative levels of
FAS in rural areas, almost one third of the popaoitatin urban sites (Gauteng)
demonstrates that FAS is not exclusively a probténsouth African rural areas. This
study hypothesized that higher knowledge levelsutlibe effects of alcohol on
pregnancy may deter use among women. Employinghgecy data analysis from a 2006
cross-sectional household survey, this study erpldhe prevalence of alcohol use
among urban women (18-44 years) in the Tshwane dfality, in general and in
pregnancy. It also examined the relationship betweswledge of alcohol effects on
pregnancy and alcohol use. A significant assamiatvas found between employment
status, pregnancy outcome and general alcoholmseg@women. An almost significant
association was found between knowledge of alcdfi@cts on pregnancy and past
month alcohol use, knowledge levels and alcohol dseng pregnancy. Findings
partially support the hypothesis. However, knowkead alcohol effects on pregnancy
alone cannot deter women from using alcohol. Mldtimfluencing factors should be
considered in planning prevention programmes fbanrwomen’s alcohol use. Further
research with larger sample sizes of pregnant womesuggested to explore the

associations conclusively.
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CHAPTER 1: INTRODUCTION

The purpose of this study was to conduct secondiaigy analysis on household survey data to
describe the prevalence of alcohol use among alsamhpirban women (18-44 years) in the
Tshwane Municipality in general and during pregryarie addition it explored the nature of
the relationship between knowledge of alcohol effean pregnancy and alcohol use in

general and in pregnancy.

Background
Alcohol is a major public health problem globalliccording to the World Health

Organization (WHO) report, alcohol accounts for thllion deaths (4% of total) and 69.4
million (4.5% of total) of Disability-Adjusted Life¥ears (DALYs), (WHO, 2002, 2011).
Approximately two billion people across the worldnsume alcoholic beverages (WHO,
2011).

Alcohol has played a pivotal role in the historySufuth Africa. It has been directly linked to

the oppression of the black majority by the uselad system -the use of alcohol as part
payment for farm worker wages (Parry and Benn&fi88). Alcohol has also been linked to

the resistance of such oppression (Parry and Benri€&t98). The resistance resulted in the
proliferation of illegal “shebeens” (Parry et a2005). This led to unmonitored drinking

patterns and abuse, which still affects the pregenkrations (Setlalentoa, Pisa, Thekisho,
Ryke & Loots, 2010). Post the oppression and r&stst era, alcohol continued to play a
controversial role in society, being hailed on tme hand as stimulating employment for
emerging black entrepreneurs, and condemned oothiee for causing alcohol attributable

diseases and deaths to many and placing an enotvoodisn on public health in the country

(Parry, 2005a).

In South Africa, alcohol was found to be the thiighest contributor to death and disability
(Parry, 2007/8). Alcohol accounts for (6.5%) tot#aths and (6.8%) of total DALYS
(Schneider et al., 2007). A high proportion (46%)naortality cases due to non-natural
causes have had blood alcohol levels greater thaqgual to the legal limit for driving, that
is, 0.05 g/100 ml, (Matzopoulos, Seedat & Cassio®3). Research conducted in three large
port cities in South Africa in 2001 found that 3986 trauma patients had blood alcohol

concentrations greater than or equal to 0.05 gidO@luddemann et al., 2003).
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It was estimated that 20% of unintentional and 4ff%tentional injuries were attributed to
alcohol (Schneider et. al., 2007). In addition,atxidents and fatalities, alcohol has been
associated with a range of risk behaviors, inclggiunolence and high risk sexual behaviours.
Alcohol-related problems also constitute the largesportion of admissions to specialist
substance treatment centres, routinely monitored ty South African Community
Epidemiology Network on Drug Use (SACENDU) (Partyak, 2002).

The burden of alcohol-related risk behaviours eadl substantial, but does not preclude its
effects on health for both men and women diffeserdlicohol has been associated with a
range of diseases, including, cirrhosis of the rliveancer, diabetes and cardiovascular
disease. However, the consequences on males amaleferare variable. In almost all

instances, men have been disproportionally affebtedhronic disease (Rehm et al., 2009).
The health consequences for women are unique becdutke biological makeup of women.

This is because women tend to have lower body w&igmaller livers and higher proportion

of fat to muscle. Women also have less water iir thedies than men. The more water
available, the more diluted the alcohol (Baraonalet2001). Hence, women have higher
concentrations of alcohol in their blood than adagtn, given the same alcohol intake. Thus,

even in small amounts, alcohol affects women diffidly than men.

In addition to having unique biological risk facdpmwomen have an additional unique factor
compared to men, primarily in relation to the oppnoity to become pregnant. During

pregnancy there is the development of a placentehwfeeds and nourishes the foetus while
also disposing of toxic waste. Alcohol is able s easily through the placenta from the
mother's bloodstream into the blood and tissuabefleveloping foetus and it is a common
teratogen, resulting in birth defects called Fétiebhol Syndrome (NIAAA, 2008). FAS is

worthy of further investigation and research, mattarly regarding the health behaviours of

women, given the detrimental effect that it hasadoetus

12



CHAPTER 2: LITERATURE REVIEW
Multiple bibliographic databases, including EBSC&HhdUBMED, WEB OF SCIENCE,

Goggle Scholar, were used to develop a comprehensiwew of the literature on knowledge
of alcohol effects on pregnancy, Fetal Alcohol Symde and alcohol use. Selected keywords
included FAS, Health Belief Model (HBM), alcohol use, pregnancy, knowledge, risk and

protective factors.

Fetal Alcohol Syndrome

Fetal Alcohol Syndrome, the most recognized fornkefal Alcohol Spectrum Disorders is
the most severe effect of Alcohol Exposed PregndA&P) (Morojele et al., 2008). Itis a
preventable condition which has implications fdetime physical and mental disabilities.
FAS is characterized by particular physical and talémeurological defects, abnormal facial
features, reduced or slowed physical growth, a Isimahd circumference, and slowed
intellectual/behavioral development (Morojele et 2D08). The latter defects are thought to
be related to reduced or slowed development obth& itself (NIAAA, 2008). The brain
damage that occurs with FAS can result in lifelgompblems with learning, memory,
attention, and problem solving (NIAAA, 2008).

These alcohol-related changes in the brain mayésept even in babies, whose appearance
and growth are not affected. Damage to the nerggatem, the brain, and spinal cord can
occur in the first few weeks of pregnancy (seerigl below); before a woman even knows
she is pregnant. Among, other risk factors, Fetllool Syndrome is associated with
episodic binge drinking that produces high blootbhbl concentration (BAC) (May et al.,
2008). This is particularly important in South Af where binge drinking patterns are
relatively high and the patterns of binge drinkelgong women are not very different from

that of men (Parry et. al., 2005). What is regleétas that FAS is entirely preventable.

6weeks normal brain 6weeks brain damaged by alcohol

Figure 1: Brain damaged by alcohol (Clarren, 1996)

13



The preventable nature of FAS notwithstanding, otasiregions in South Africa have the
highest rates of FAS in the world (Urban et al.00May et al., 2000, Viljoen and Craig,
2003). The prevalence rates of 65.2-74.2/1000 ¢¥iij et al., 2005) and 68.0-89.2/1000
(May et al., 2007) have been reported from rurahmmnities in the Western Cape. Studies
undertaken in Northern Cape and Gauteng provirszefaund high prevalence rates, that is,
overall prevalence of 67.2/1000 of FAS betweenpgéeods 2001 to 2006. Given the high
rates of prevalence, studies are conducted in,rtaah areas, such as (Western Cape and
Northern Cape), whemop system (which involves the part payment of farm vesskin poor
guality of wine) used to be practiced. A furthemdst was conducted in non-farming urban

area of Gauteng.

In comparison to the Northern Cape region, Gaut@mban area), had the estimates of
median prevalence of FAS amongst first-graders ffomn schools ranging from 19/1000 to

26.5/1000 (Viljoen and Craig, 2003). Increasingbever, risky drinking has been found to
be high among Urban dwellers, (Peltzer & Ramlag@&@9), indicating that women of child-

bearing age in rural areas are not the only onfestafl by risky drinking and its associated
risks, but that this increasingly applies to urlz@eas as well. Peltzer & Ramlagan, (2009)
reported similar rates in Gauteng of FAS among E&rhdearners to that of a wine growing

region in the Western Cape.

Risks of FAS are associated with low socio-econostatus (SES) and lower education
attainment, often found largely in rural commurstielhere are other studies that have
reported this association (Urban et al., 2008; Magl., 2005). However, the urban area has
protective factors for FAS for instance higher ettional levels and better SES. By
implication then, women in the urban areas shoagdehhigher levels oknowledge of the
alcohol effects on pregnancy, and hence be at &rloisk for FAS. This study aims to

explore this relationship.

Health Belief Model (HBM)

The view that knowledge has a pivotal role to ptagetermining health behaviours has long
been researched by theorists. Knowledge, definedkéls acquired by a person through
experience or education, helps in the cognitive@ss. The present study is informed by the

Health Belief Model (Rosenstock, 1966), a psychiglaignodel, that attempts to explain and
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predict health behaviours. The HBM has four corgef) susceptibility, (2) severity, (3)
benefits minus costs and (4) health motive (Rosekstl974) (see figure 2 below).

INDIIDUAL PERCEPTIONS MODIFYING FACTORS UKELHOOD OF ACTIOH

Perceived benetts of

Demoaographic vatiakble areventative acion

[age, =ex, race
ethricty, gz ]
Sodo-paychological variables

minus

Perceived barriersto
presentative action
Perceived Susceptakility Perceived Threst of l
to Disease "% i Dizeaze "
— Likelihood of Taking
Percei ved Severity Recomimended Prevertaive
of Dizeaze "H" I Health Action
Cues To Adion

Mazs Medis Campaigns
Acice from dhers
Feminder pogtcard from physician o dertist
lires= of family member o fiend
Messpaper of magasine artide

Figure 2: Health Belief Model Diagram (Bowes, 1997)

The model has been used in health education pregfanprevention for instance, for safe
sex intentions such as abstinence, safer sexualimeh and condom use. A review paper
illustrates that from the 54 studies that measpredram impact on condom use, almost half
(48%) of them showed increased condom use. Accgritiririyama et al., (2007) the HBM

has provided a useful conceptual framework for @ning risky sexual behaviors, especially

in relation to condom use or reducing number ofiaépartners.

As a predictive model of behaviours change, the H&lihts to a person’s low perceptions of
risk as a reason to engage in risky behaviour. &beg, for the purposes of this study, the
researcher will look at the two concepts of theotiiewhich is susceptibility, i.e. a person
believes that his or her health is in jeopardy; ¢@yerity, i.e. the person perceives the
"potential seriousness" of the condition, in terofigpain or discomfort, or that getting the

disease has negative consequences. According todg shat was conducted on male
adolescent students in Nepal, the perceived sgvefitHIV/AIDS enhanced intention to

abstain from sexual activities (Iriyama et al., 2P0

Applied to this study, the implication is that, f@mperson to change or avoid risks the person

must know the consequences of a risky action and understamgérceived threat to the
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health of their unborn child. Knowledge is thusrs@s a mediating factor in the cognitive
process. Hence, according to HBM, the knowledgeutlibe effects of alcohol and
perceptions about the risk for the unborn child isritical factor influencing alcohol related

health behaviour during pregnancy.

Khumalo (2008) concurs with the HBM by affirmingathbeing informed (that is, having
knowledge)about the effects of alcohol helps individuals maiermed, responsible choices
regarding drinking. Morojele et al., (2010) alspod that knowledge about FAS (OR= 0.37,
95% CIl= 0.20-0.70) and education (OR = 0.53, 95% QIl30-0.94) were significant
protective factors against alcohol use. Accordimdgrendall-Mkosi et al., (2007) there is a
link between a lack of knowledge regarding the idental effects of Pregnancy Alcohol
Exposure (PAE) on the foetus as a result of pasdtilS, and an increased risk of an AEP.
This means the lack of knowledge about FAS puts wlenan at risk of AEP and
subsequently, puts the foetus at risk of FAS. Adcay to Parry (2007/8), lack of knowledge
about FAS is one of the risk factors for rural womét is important to look at the urban area
alone, with regard to knowledge about FAS, givem differing SES conditions, against the
backdrop of other maternal risk factors such as agee, education, marital status and
reproductive health. These maternal risk factorsHAS have been identified in previous
studies (May et al., 2008; Urban et al., 2008). #w@ purpose of this study only socio-

demographic characteristics, knowledge levels,aoahol use will be addressed.

Maternal Risk factors
Age is one of the socio-demographic characteristitaencing health behavioural change.

Previous research investigating the relationshipvéen age and FAS identified advanced
maternal age as additional risk factors among womleo give birth to children with FAS
(Viljoen et al., 2002 According to Chambers et al., (2005) adolescantsyounger women
may be more likely to drink in pregnancy, but oldemen who drink heavily in pregnancy
are more likely to give birth to a child with FA8\igne et al., 2003). Prenatal alcohol use
appears to be the highest in women older than 860 (fay et al., 2008). Therefore, drinking
patterns among women based on their ages appapaat on risk (Parry, 2007/8).

In terms of race, a household survey found th&tpiedictors of having an alcohol-exposed

pregnancy for urban women were, being Coloured ohit&Vas opposed to being
Black/African (Parry, 2007/8). However, thererisnd that Black/African women, especially
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adolescents are increasingly using alcohol. A stiglyarry, (2005a) confirms that there is
an increase in current drinking and in life-timéen#ing among young, Black/African women.
This could be the result of easy access to alcahdioth urban and rural areas or low

attainment of education.

Several studies have reported that women withtlesms high school education are prone to
use alcohol while pregnant (Meschke et al., 2008y Mt al., 2008; Morojele et al., 2010).
This suggests that high education is a protectitof against prenatal alcohol use. On the
contrary, a study conducted in the United StateS)(8howed that a greater percentage of
pregnant women with at least some college educdfi@fo) or a college degree or more
(14.4%), reported more alcohol use than pregnamevowith a high school diploma or less
(8.5%) [AORs = 1.4 and 1.9, respectively] (Denhywle 2009). It is interesting to note that
in this cohort, high education increased alcoh@. l$owever, consideration is given to the

vastly different socio-economic and cultural comseof the two studies.

Singleness (unmarried) is also a risk factor foSHMeschke et al., 2008; May et al., 2008).
Heavy drinking has been seen to be common amongewamno have never been married,
cohabiting, or are divorced or separated (Rend&ibdil et al., 2008). The effect of divorce
on a woman’s later drinking may depend on whetheris already drinking heavily in her
marriage. A woman whose husband drinks heavilyss more likely than other women to
drink (NIAA, 2008).

Several studies concur with singleness being afaistor to patterns of alcohol use including
a study conducted in the developed country (USkoAding to Denny et al. (2009), a greater
percentage of unmarried pregnant women (3.6%) tegobinge drinking than married
pregnant women. In South Africa, more married pesgrwomen reported binge drinking
(1.1%, AOR = 4.4%) than single pregnant women (RaP005a). According to Parry
(2005a), binge drinking means having five or mormk$ on one or more days. Binge
drinking is particularly harmful to fetal brain ddepment (Mattison and Riley, 1998). Thus
one heavy bout of drinking may be enough to caus8 BFARR, 2005). This pattern of
drinking is common in urban areas. According taZz&land Ramalagan, (2009) higher binge
drinking levels were found for women (12%) in urbamd (9%) in rural. Therefore, it is
important that the study looks at patterns of drigkamong urban women of childbearing

age.
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Gravidity and parity are reproduction health intlica that are either risk or protective
factors for FAS. Gravidity is defined as the numbgktimes that a woman has been pregnant
and parity is defined as the number of times tlin#t Bas given birth to a foetus with a
gestational age of 24 weeks or more, regardlesshether the child was born alive or was
stillborn (Borton, 2009). Risk for FAS is assocateith higher gravidity and parity. On the
other handlow gravidity and parity were found to be key putiee factors for FAS (May et
al., 2005).

Understanding what impacts on alcohol use in gém@@@ in pregnancy among Urban South
African women, requires an exploration of sevemy} kactors. In doing so, the relationship
between knowledge of alcohol effects on pregnanaoy, key socio-demographic factors on
the consumption of alcohol among both generally iangregnancy, will be examined in the

following chapters.

Statement of the problem

Despite higher comparative levels of FAS in rur@as, in South Africa, almost one third of
the population, in an urban site in Gauteng demmatest that FAS is not exclusively a
problem of rural areas in South Africa. Even thquile women in the urban area are likely
to be more educated, there is still prevalence A%,HMorojele et al., 2008). While the
prevalence of AEP pregnancies and their relatedlitons have been well established in
rural sites, there is limited research on urbamsar@he significantly high FAS statistics in
South Africa could suggest that a considerable gxpts in the knowledge of effects of
alcohol on pregnancy and alcohol use. Thus a sindgstigating the nature of the
relationship between knowledge of effects of aldatio pregnancy and actual alcohol use

during pregnancy is timely.

Aims and Objectives of the study
AIMS

The aim of the study is to explore the relationdbébween knowledge of alcohol effects on
pregnancy and alcohol use generally, and in pregnamong urban women (18-44 years) in

the Tshwane Municipality during the period 2006.
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OBJECTIVES

» To determine the knowledge levels of a sample aohemw (18-44 years)
concerning alcohol effects on pregnancy

» To describe the sample ‘s socio-demographic profilespect of age, education,
race, reproductive health (parity, miscarriage piredynancy outcome), marital
status and socioeconomic status

» To determine prevalence of lifetime and currenvlaéd use among all women in
the sample

» To determine prevalence of alcohol use during paagn

» To investigate the association between socio- deapbic profile and knowledge

levels and alcohol use during pregnancy

19



CHAPTER 3: METHODOLOGY

This chapter describes the research methodology tsseonduct this study. The methods
ethical considerations and analytic techniquesapeng to this study are also dealt with in
this chapter.

Study sample
Secondary data analysis was conducted on datectmallérom a cross-sectional household

survey undertaken in the Tshwane Municipality, (Bag province) during the period 2006.
The primary study population consisted of 606 woragad between 18 and 44 years. The
entire sample was included in this sub-study. Titee ®cated within Gauteng province had a
population estimate of 340,000. The site is higimglustrialized and alcohol is widely
available through legal and illegal outlets. Ingodion to the distribution of demographic
groups within the country, as well as that proviicéhe period 2006, Black/African women

comprised the major race group in the sample.

As this study employed secondary data analysisnigeion to use the data was obtained in
writing from the principal investigator and co-pripal investigator of the primary study (See
Appendix 1). Ethical approval to conduct these ysed was obtained from the HREC
(Human Research Ethics Committee-M10105) at thevéssity of the Witwatersrand (see

Appendix 3).

In the secondary data analysis, general ethicatiplies of anonymity were upheld by storing
data in the form of case identification, withouthmes or other identifying information. In

addition, results are reported as group resultsrder to protect any identifying information.

Measures
The following measures were used in the analysighie study:

Knowledge of alcohol effects on pregnancy: The knowledge variable comprised two
components. The first component was a single respguestion asking “Does the drinking
of alcohol during pregnancy have any effect onuhborn foetus? Responses were coded as
No (0), Yes/sometimes (1), Do not know (2). Theoset component of the knowledge
variable comprised knowledge about specific alco#ftécts in pregnancy. The following
subscales were used to measure knowledge aboutobleffects in pregnancy: physical
growth, special facial features, speech problents|ligence ability, learning problem, social

integration and behavioural problems. The subscaté®wed acceptable internal
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consistencies, the average of which was 0.89. Thmvledge levels were computed as
follows: All the missing values of the subscalesaveounted. The overall score sum was
determined by summing up the values of subscalgernerate a score between 0 and 7. The
overall score average was determined by dividirgslim by 7. The overall score sum was
categorised into 3 quartiles (<25%, >25% < 75%,%yYySreating 3 knowledge levels. The
knowledge levels of FAS were computed such thatst@re 1 indicates lower level of
knowledge (i.e. less than or equal to two quesji@more 2 indicates medium level of
knowledge (i.e. three to five questions) and s&hedicates higher level of knowledge (i.e.

Six to seven questions).

The acceptable internal consistencies provide stifpo the rationale of using different
domains to measure knowledge about alcohol effagisegnancy. The knowledge domains
were created as follows: Physical setback (1),aé@gtback (2) and mental setback (3). The
physical setback includes the following variableygical growth, special facial features and
speech problems. Social setback was comprised cflsitegration and behavioural
problems, and for mental setback, intellectual igbénd learning problems was used as
variables. The internal consistencies for the thdeenains were 0.76, 0.70 and 0.75
respectively. This means there is correlation betwthe variables within the domains. The
domains were computed as follows: All the missirdues of the physical, social, mental
domains were counted. The overall score sum of daatain was determined by summing
up the values to generate a score between 0 aod@hysical setback and score between 0
and 2 for social and mental setback. The overadiresaverage for each domain was
determined by dividing the sum by 3 or 2. The olle®@ore sum was categorised into No =0

(if score sum <1) and Yes =1 (if score >=1 & >=3>02).

Socio-demographic profiles: The age variable was re-coded from a numericaabke into a

categorical variable to make up the following catégs: (18-24 years) (=1), (25-34 years)
(=2) and (35-44 years) (=3), based on the fact ylwanger and older women may face
varying physical and social risks. Race was categdras Black/African (1), Coloured (2),
White (3), Asian/Indian (4). Education level wascmed into three categories: primary
(Grade 1-7 & less than year) (=1), Secondary (ggd2) (=2) and tertiary (degree, diploma
etc.) (=3). Marital status was categorized intonedrfcohabitation (=1), single/never married

(unmarried) (=2) and divorced/widow/separate (hong together with partner) (=3).
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Employment status: The employment status was re-coded into threegoggs: unemployed
(0) employed (full-time/ part-time) (1), self-empéd (2).

Socio-Economic Status:  The socio-economic status (SES) of respondentsasssssed by
means of an asset indicator. The asset indicatardsude measure that will be used as a
proxy for SES. Previous studies have validatedude=of an asset indicator score, as a proxy
for SES (Barbarin and Khomo, 1997). For this studgicator scores were derived from
respondents’ self-reported answers to a seriesi@topns on their household’s ownership of
the following eight household assets and commaditielectricity, radio, television,
telephone, fridge, computer, washing machine ard pteone. A Cronbach’s alpha was
conducted to determine the internal reliabilitye #iverage was 0.70. Responses were coded
as a No (0) or Yes (1) and summed using equal weitghgenerate a score between 0 and 8
Subsequently, three categories of SES were creAregbne reporting less than zero and
between two possessions was regarded as low sooimmic status (SES) and coded (0).
Anyone reporting three to five possessions wasrdeghas middle socio-economic status
(SES) and coded (1). Any one reporting six and npossessions was considered high socio-

economic status (SES) and coded (2).

Reproductive history: The reproductive health was categorized intotpamiscarriage and

pregnancy outcome. The respondents were catedaazéollows: who indicated not given
birth was coded (=0), having 1 to 3 children wadexb(=1) and indicated low parity, 4 to 6
children coded (=2) indicated middle parity ando710 children coded (=3) indicated high
parity. Miscarriage was categorized into four catexs: none (=0), 1 to 4 miscarriage (=1)
and 5 or more miscarriage (=2). Pregnancy outcoamaeded into five categories: full-term

(1), pre-term (2), stillborn (3), voluntarily terndted pregnancy (4) and miscarriage (5).

Alcohol use: The alcohol use measure was divided into lifetalo®hol use (ever had a drink
containing alcohol), current alcohol use (past rhpniThe codes for lifetime alcohol
measures were subscribed to the standard codiNg ¢0) and Yes (1). The current alcohol
use was coded as not taken any drink in the pastm{s0), 1 to 31 days (=1).

Alcohol use during pregnancy: The pregnancy status of the women was categonigedot
pregnant (0), pregnant (1) and do not know (2)t pasgnancy status variable was coded: 0

to 1 year (=1), 2 to 5 years (=2) and greater tharears (=3). The variable, alcohol use
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during pregnancy was computed from the questioter'afou knew that you were pregnant,
how often did you have a drink containing alcohdlhe variable was categorised into two
categories: never used (0) and used (monthly @ <0 4 times a month, 2 to 3 times a

week, 4 or more times a week) (=1).

Pattern of alcohol use pre-pregnancy and during pregnancy: the pattern of alcohol use was
classified 3 months before pregnancy (pre-pregnaayg after the knowledge of pregnancy
(during pregnancy). The variables included freqyenicuse, days on which they drank and
number of drinks. Dummy variables were created hows frequency of use before

pregnancy: Never (0), monthly (Monthly or less,024ttimes a month) (=1), weekly (2 to 3
times a week) (=2), daily (4 or more times a we@ld). The variable about the days when
alcohol was used were categorised: Never (0), Sorast(1), weekdays (2), weekends (3)
and both (weekdays and weekends) (=4). The amdutvinks was computed and coded as
none (0), 1 to 5 drinks (1), 5 to 10 drinks (2) ddor more drinks (3). These variable was

the computed the same for alcohol use during pregna

Procedure
Following approval by principal and co-principavéstigators of the primary study and the

institutional ethics committee, the researcher erqul the raw data, through descriptive
analyses and began extracting required variableenswer the question of the sub-study.
Thereafter a code list (see Appendix 2) was cordpiléhe following dependent and

independent variables were identified, and eiteeoded or computed, as detailed above, to

meet the aims and objectives of the study:

Independent variables
Knowledge of alcohol effects on pregnancy, Socio-demographic profile

(Age, race, marital status, education, employmeitis, SES and reproductive health)

Dependent variables
Lifetime Alcohol use
Current alcohol use

Alcohol use pre-pregnancy and during pregnancy
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Data was analyzed using statistical software pazKagATA (version 11). The variables
were re-coded into categorical variables whereralbrar represented a category (e.g. male =
(1), female = (2).

Analysis
Univariate analysis was done on both the indepenaleth dependent variables to provide a

summary of knowledge of alcohol effects, alcohoévalence, and alcohol use during
pregnancy. Simple frequencies were used to cakudlat frequencies of each of the socio-

demographic characteristics.

Bi-variate analysis was conducted to show relahign®etween two variables (Knowledge
and alcohol use, AND socio-demographic profile almbhol use). Pearson chi-squared test
(¢ test) was used to determine the relationship (éstimt) between two categorical
variables (socio-demographic variables and alcawoisumption). Fischer exact test was
used for variables that had an expected frequehfiyeoor less. The odds ratios were used to
determine the strength of the association. Theststatl significance was calculated at 95%

confidence interval.

24



CHAPTER 4: RESULTS

This chapter contains the results from univariatalysis by describing the frequencies of
socio-demographic characteristics, knowledge alfa\$, and alcohol use in general and
during pregnancy, by a sample of urban women. Hiteebivariate analysis was conducted
using the Pearson chi-squared and Fischer exdctoteetermine the relationship between
socio-demographic variables, knowledge about FA@reat use and use of alcohol during

pregnancy.

Socio-demographic profile
Table 1 below shows that (30%) of the women ingieaple, were in age group 18-24 years

(young adults), (38%) in age group of 25-34 yeadilts), and (32%) in the age group of 35-
44 years (older adults). These age groups aredbaisethe fact that younger and older
women may face varying physical and social risksie Tmajority of women were

Black/African (81%), in keeping with the racial glibution of Tshwane municipality in

2006. Eleven percent were Coloured and (7%) welataNThere was only one Indian
woman in the study sample, and were excluded frathér analysis. In terms of educational
level, (8%) of the women in the study had primaduaation, while the majority (78%) had

secondary education (grade 8-12). The remainingojI¥ad tertiary education.

In terms of marital status, (36%) of the women re&gub that they were married (either
legally, traditionally or cohabiting). Fifty nineepcent were unmarried, (either single or never
married). The remaining (5%) of the women indicatbdt they were either separate or

divorced (and not living with their partners).

Fifty eight percent of the sample was unemployeu|en40%) were employed either in part-
time or full-time employment; and (2%) were selfayed. In terms of SES levels (47%) of
the women in the sample had higher SES level (rthanme 6 items), (36%) of the women had

medium SES level and (15%) had lower SES level. par@ent was missing values.

In terms of reproductive health (comprised of paniscarriages and pregnancy outcomes),
table 1 below shows that (24%) of the women in shely had no children. Half of the
sample (50%) had between one to three children(28fb) had between four to six children.
The remaining one percent, reported to have sendnreore children. Fifteen percent of the

respondents had between 1 to 4 miscarriages, \(@1ikb) had no miscarriages. Two percent
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had between 5 or more miscarriages and the oté) (#as missing values. In terms of
pregnancy outcome (66%) of the women in the stuaty full-term pregnancies, (7%) had
pre-term pregnancy and (2%) had miscarriages. thesszero percent of the women reported
voluntary termination of pregnancy and (1%) stilithh The remaining (24%) were for

missing values.

Table 1: Socio-demographic profile of 606 urbamea of childbearing age

N %

(606)
Age (years)
18-24 182 | 30.0
25-34 230 | 38.0
35-44 194 | 32.0
Race
Black/ African 491 81.3
Coloured 67 11.1
White 45 7.4
Indian 1 0.2
Education
Primary 47 7.8
(Less than one year completed & Grade [1-
7)
Secondary 469 77.6
(Grade 8-12)
Tertiary 88 14.6
(degree, diploma, further studies
incomplete)
Marital status
Married 221 36.5
(legal/traditional married/co-habitation)
Unmarried 355 58.7
(single/never married)
Not living together 29 4.8
(divorced/widow/separate)
Employment status
Unemployed 351 58.1
Employed 241 | 39.9
(part-time/ full-time)
Self-employed 12 2.0
SES level | |
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Lower 91 15.0

Medium 221 36.5
Higher 283 | 46.7
Missing 11 1.8
Reproductive health

Parity

None 143 23.6
1-3 children 301 49.7
4-6 children 155 | 25.6
7-10 children 4 0.7
Missing 3 0.4
Miscarriage

None 491 81.0
1-4 93 15.3
5 or more 10 1.7
Missing 12 2.0
Pregnancy outcome

Full-term 402 66.3
Pre-term 40 6.6
Still-born 8 1.3
Voluntarily terminated pregnancy 1 0.2
Miscarriage 9 1.5
Missing 146 24.1

Knowledge about alcohol effects on unborn foetus
In terms of knowledge regarding alcohol effectsaorunborn foetus, (83%) of women in the

total sample reported that drinking alcohol durprggnancy can affect the unborn foetus.
Four percent reported that drinking alcohol durprggnancy has no effect on the unborn
foetus, while the remaining (7%) reported that tHelynot know the effects. Six percent was

missing values.

The results from the question on the effects obladt in pregnancy were categorised into
physical (physical growth, special facial featuaesl speech problems), mental (intelligence
ability and learning problems) and social (socialegration and behavioural problem)

setbacks. According to table 2 below (72%) of tleemen reported that alcohol use can result
in physical setbacks, while (15%) said the childuldonot have physical setbacks. Thirteen
percent were missing values. Sixty seven percquurted that alcohol use in pregnancy can
result in mental setbacks and (23%) said thatdtrdit. The remaining (10%) were missing

values. Fifty three percent of the women reporteat ailcohol can result in social setbacks.
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The results show that (33%) of the study samplerted that alcohol use will not result in

social setback. The remaining (14%) was missingesl

The same question on the effects of alcohol onranegy was used to determine the levels of
knowledge about FAS. The findings show that (35%he women had higher on knowledge
about FAS. The results indicate that (19%) had omadevels of knowledge and (31%) had

lower levels of knowledge about FAS. The remair(it¥sfo) were missing values.

Table 2: Knowledge about alcohol effects on unldoetus among urban women

N (606) %
Does drinking during pregnancy
have any effect on the unborn
foetus?
No 22 3.6
Yes/ sometimes 506 83.5
Don’t know 42 7.0
Missing 36 5.9
In what ways can a baby be
affected if the mother drinks
during pregnancy?
Knowledge Categories
Physical setback
No 93 15.3
Yes 436 72.0
Missing 77 12.7
Cronbach's alpha 0.76
Mental setback
No 138 22.8
Yes 405 66.8
Missing 63 10.4
Cronbach's alpha 0.75
Social setback
No 198 32.7
Yes 227 53.1
Missing 86 14.2
Cronbach's alpha 0.70
Knowledge level |
Cronbach's alpha 0.89
Low 208 34.3
Medium 217 36.0
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High 162 26.7
Missing 19 3.0

Alcohol use
Forty percent of the total sample (N=605) repotiade ever had a drink containing alcohol

in their lifetime, while the remaining, (60%) penteéhad no lifetime use of alcohol. Past
month (current use, N=161) findings show that thajamity of women had used alcohol
(75%) in the past month, (25%) had not used alcohthle past month.

Table 3: Lifetime and current alcohol use by woroénhildbearing age

N=606 %
Alcohol use
Lifetime use (N=605)
No 361 59.7
Yes 244 40.3
Current use (past month use) N=161
No 40 24.8
Yes 121 75.2
Pregnancy use (N=50)
No 34 68.0
Yes 16 32.0

Pregnancy Status
Table 4 below reveals that (5%) of the total sampldicated that they were currently

pregnant. Seventy one percent of the total sampke ot pregnant and one percent did not
know their pregnancy status. In terms of pregndnstory, thirty one percent of the women
were last pregnant more than five years prior ¢éodlirvey, (23%) were last pregnant between
2 and 5 years were while, (22%) were last pregiarihe previous year. The remaining
(24%) were missing data.
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Table 4: Pregnancy status of women during the study

N %
(606)

Pregnancy status
Not pregnant 432 71.3
Pregnant 29 4.8
Do not know 5 0.8
Missing 140 23.1
Last preghancy
0-1 year 135 22.3
2-5 year 137 22.6
> 5 year 188 31.0
Missing 146 24.1

Alcohol use 3 months pre- pregnancy
This section of the results used only the subsaropleomen who were pregnant. This

reduced the denominator significantly from 606 fb\women. The use of alcohol by this
subsample of women 3 months before they were pregaad after they knew they were
pregnant was determined by the frequency of usgs da which they drank, and number of
drinks. Three months before they were pregnango)s& the women used alcohol monthly,
(11%) used alcohol weekly and (6%) used daily, svhile remaining, (25%) did not use
alcohol at all in the 3 months preceding their pagy.

Table 5 below, which shows the pattern of drinkBgnonths pre- pregnancy, reveals that
(36%) of women drank sometimes. However, there @dear differential in the pattern of
drinking by weekdays and weekends, whereby, (34%opre-pregnant women drank on
weekends, while (4%) drank on weekdays. Nine peércigank on both weekdays and
weekends and the remaining (17%) never drank alctmaerms of the amount of alcohol
use 3 months before pregnancy, (58%) women dratvkele® one to four drinks (6%) drank
between five to nine drinks and (6%) consumed temore drinks. Thirty percent of the

women had not taken any drink containing alcohgdast 3 months prior to pregnancy.

Alcohol use in Pregnancy
The results from table 5 below show that the majoof women did not use alcohol in

pregnancy (68%), while (24%) used alcohol montliB%) used alcohol weekly and the

remaining (2%) used alcohol daily. As with alcoliske pre-pregnancy, there differential in
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the pattern of drinking by weekdays and weekerelsains. Firstly, the majority of women
(67%) indicated that they did not drink. Elevengest of women indicated that they drank
sometimes, (10%) drank on weekends, as oppose@%) indicated that they drank on
weekdays. The remaining (6%) used alcohol on batekdays and weekends after they
knew they were pregnant Examining the amount aladtthe women had after they knew
they were pregnant revealed that (26%) of the wormensumed one to four drinks
containing alcohol, (6%) reported drinking five tone drinks during pregnancy. The

remaining (68%) did not use alcohol in pregnancy.

Table 5: Alcohol use during pregnancy by womentuolidbearing age

Frequency of use before pregnancy

Often (N=48)

Never 12 25.0
Monthly 28 58.3
Weekly 5 10.4
Daily 3 6.3
Days on which alcohol was drunk (N=47)

Never 8 17.0
Sometimes 17 36.2
Weekdays 2 4.3
Weekends 16 34.0
Weekdays & Weekends 4 8.5
Amount (N=50)

None 15 30.0
1-4 drinks 29 58.0
5-9 drinks 3 6.0
10 or more drinks 3 6.0

Frequency of use during pregnancy

Often (N=50)

Never 34 68.0
Monthly 12 24.0
Weekly 3 6.0
Daily 1 2.0
Dayson which alcohol was drunk (N=48)

Never 32 66.7
Sometimes 5 10.5
Weekdays 3 6.2
Weekends 5 10.4
Weekdays & Weekends 3 6.2
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Amount (N=47)

None 32 68.1
1-4 drinks 12 255
5-9 drinks 3 6.4

10 or more drinks - -

Association between socio-demographic profile anduorent alcohol use
The association between socio-demographic variadohes current use was determined by

Pearson chi-squared (and Fisher exact) test. FiseRact test was usedhere the
contingency tables had small sample sizes and btiee cells in the table had a zero or less
than five in it. The strength of the associatiorsvghown by unadjusted odds ratio, and 95%
confidence interval.

Table 6 below shows that (74%) of women in the 4&@e group were current alcohol users,
while (26%) had not used alcohol in the past mor@i.the women in the 25-34 age group
(75%) had used alcohol in the past month, whil@4R8id not. Among the women in the 35-
44 age group (77%) were past month users of alca@oohpared to (23%) who abstained.
Odds ratio for 25-34 and 35-44 age groups were fOR1, Cl = 0.45-2.51; OR=1.2, CI
=0.50-3.04) respectively. Though there was nostta#il significance (p=0.89), this implies
that the women in these age groups are more likelyse alcohol in the past month than
women in the young adult group (18-24 years).

In terms of race, (80%) of Black/African women wegest month alcohol users, compared to
(20%) who had not used alcohol in the past monthoAg the Coloured women (71%) had
used alcohol in the past month, while (29%) had @ijtthe White women (68%) were
current alcohol users, (32%) were not. Black/ Afiavomen were more likely to use alcohol
in the past month as compared to Coloured (OR =@l 0.27-1.41) and White women
(OR=0.7, CI=0.52-1.31), although there no statstsignificance (p= 0.30). This is likely to
be a result of the fact that Black African womendeap the majority of the sample.

Table 6 below shows that of the women with primaducation (83%) were past month
users, (17%) had not used alcohol in the past mddtithe women who had secondary
education (77%) were past month users of alcohbilen(23%) were not. Among the
women with tertiary education, (68%) had used adtam the past month, while (32%) had
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not. The odds ratio for women with secondary amtiary education were (OR= 0.6,

Cl=0.07-5.83) and (OR= 0.4, CI=0.04-4.09) respatyiv This suggests that women with
secondary and tertiary education were less likelyge alcohol in the past month, than the
women with primary education. There was no stattsignificance between the education

and current alcohol use (p= 0.57).

The results show that (72%) of married women udedhal in the past month and (28%)
abstained. Seventy seven percent of unmarried wowere current users of alcohol
compared to (23%) who abstained. Of the women inoigl together with their partners

(77%) were current alcohol users, while (23%) weaoe Although, there was no statistical
significance between the marital status and curaéthol use (p= 0.83), the odds ratio for
unmarried women was (OR=1.3, CI=0.58-2.7) and women living with their partners

(OR=1.3, CI=0.35-4.54) respectively, implying thetmarried women and women not living

with partners were more likely to use alcohol istgaonth than the married women

Seventy percent of the unemployed women were cuusgrs of alcohol, while (30%) were
abstainers. Among the employed women (80%) had akmihol in the past month, (20%)
did not. All the sel—~employed women did not useohlbl in the past month. There was
almost statistical significance between the empleymstatus and current alcohol use
(p=0.06). The results show that there was an astsmei between employed women and
current alcohol use (OR = 1.78, CI= 0.86 — 3.70@)isTmeans employed women were more

likely to use alcohol in the past month than unewpedl women.

Of the women with lower SES (83%) had used alcahtthe past month, compared to (17%)
who did not. Seventy six percent of the women witdium SES were current alcohol users,
while (24%) were abstainers. Among the women witihér SES (74%) had used alcohol in
the past month, while (26%) abstained for past maitohol use. An odds ratio for medium
(OR = 0.64, CI=0.06-6.04) and higher SES level @R = 0.58, CI=0.06-5.17), suggesting
that women with medium and higher SES are les$yltikeuse alcohol in the past month than
the women with lower SES. However, there was ntissitzal significance between the SES

level and current alcohol use (p= 1.00).

Of the women with no children (77%) had used altahothe past month, compared to

(23%) who did not. Seventy one percent of the wowéh 1 to 3 children were current
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alcohol users, while (29%) were abstainers. Amdrggwomen with 4 to 6 children (83%)
had used alcohol in the past month, while (17%}aited. All the women with 7 to 10
children (100%) had used alcohol in the past morh. odds ratio for women with 1 to 3
children was (OR = 0.7, Cl= 0.31- 1.67), suggestimag they were less likely to be current
users of alcohol and women with 4 to 6 childreneverore likely to use alcohol in the past
month (OR=1.5, CI=0.45-4.84) than women with noldren. However, there was no

statistical significance between the parity andeniralcohol use (p= 0.53).

The results show that (78%) of women who had naanitages had used alcohol in the past
month and (22%) abstained. Sixty nine percent efwlomen who had 1 to 2 miscarriages
were current users of alcohol compared to (31%) albgiained. Among the women who had
3 or more miscarriages (60%) were current useedaafhol, while (40%) did not. Although,
there was no statistical significance between thscanriage and current alcohol use (p=
0.31), the odds ratio for women with one to two ahdee or more miscarriages were
(OR=0.6, CI=0.26-1.46 and OR=0.4, CI=0.07-2.65peesively. This implies that women
with one to two and three or more miscarriages wesg likely to use alcohol in past month

than the women who had no miscarriage.

Table 6 below shows that of the women who hadtérlh pregnancy outcome (74%) were
past month users, (26%) had not used alcohol ip&sé month. Of the women who had pre-
term pregnancy outcome (92%) were past month usieedcohol, while (8%) were not.
Among the women who had still-birth, (25%) had usdtbhol in the past month, (75%)
abstained. All the women who had voluntarily teration of pregnancy were current alcohol
users. There was statistical significance betwlerptegnancy outcome and current alcohol
use (p= 0.05). The odds ratio for pre-term preggautcome had shown strong association
(OR= 4.22, CI=0.52-34.17) with current alcohol tisan full-term pregnancy outcome. The
odds ratio for still-born was (OR= 0.11, Cl= 0.018). This implies that women who had
pre-term pregnancy outcome were more likely toureent users of alcohol and women who
had still-birth were less likely to use alcoholtie past month compared to women who had

full-term pregnancy.
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Table 6: Association between socio-demographicgl@rand current alcohol use

Current P-value OR P-value
Alcohol (95% ClI)
Use (N)
Age % No Yes 0.89 0.89
(N)
18-24 26.5% 73.5% 1 (Reference)
(13) (36)
25-34 25.4% 74.6% 1.0€ 0.9C
(15) (44) (0.45 - 2.51)
35-44 22.6% 77.4% 1.2¢ 0.6t
(12) (41) (0.50 — 3.04)
Race 0.30" 0.30
% (N)
Black/ African 19.7% 80.3% 1 (Reference)
(16) (65)
Colourec 28.6% 71.4% 0.61
(14) (35) (0.27 —1.41)
White 32.3% 67.7% 0.71
(10) (21) (0.52 - 1.31)
Education 0.57 0.54
% (N)
Primary 16.7% 83.3% 1 (Reference
) ®)
Secondary 23.4% 76.6% 0.65 0.70
(29) (95) (0.07 —5.83)
Tertiary 32.3% 67.7% 0.42 0.45
(10) (21) (0.04 — 4.09)
Marital 0.83
status
% (N)
Married 28.0% 72.0% 1 (Reference)
(14) (36)
Unmarriec 23.4% 76.6% 127 0.54
(22) (72) (0.58-2.7)
Not living 23.5% 76.5% 1.2¢ 0.7z
together 4) (13) (0.35-4.54)
Employment 0.06
status
% (N)
Unemployed 29.9% 70.1% 1 (Reference)
(23) (54)
Employed 19.3% 80.7% 1.78
(16) (67) (0.86 — 3.70)
Self-employet 100% 0.0%
@ )
SES level | | | 100 | |
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% (N)
Low 16.7% 83.3% 1 (Reference
@) ®)
Medium 23.9% 76.1% 0.64 0.69
(11) (35) (0.06 - 6.04)
High 25.7% 74.3% 0.58 0.6z
(27) (78) (0.06 —5.17)
Reproductive
health% (N)
Parity 0.53
% (N)
None 22.7% 77.3% 1 (Reference)
(10) (34)
1-3 childrer 29.1% 70.9% 0.71
(25) (61) (0.31-1.67)
4-6 children 16.7% 83.3% 1.47
(5) (25) (0.45-4.84)
7-10 childret 0.0% 100%
) @)
Miscarriagt 0.31
% (N)
None 22.0% 78.0% 1 (Reference)
(27) (96)
1-2 31.2% 68.8% 0.€2
(10) (22) (0.26 — 1.46)
3 or mort 40.0% 60.0% 0.4z
(2 3 (0.07 — 2.65)
Pregnancy 0.05 0.03
outcome +
% (N)
Full-terrr 26.0% 74.0% 1 (Reference
(25) (71)
Pre-term 7.7% 92.3% 4.22
(1) (12) (0.52 — 34.17)
Still-born 75.0% 25.0% 0.11
3) (1) (0.01-1.18)
Voluntary 0.0% 100%
termination 0) (2
pregnancy

*Fischer's exact test
**Chi-squared test

Association between knowledge about FAS and curremicohol use
Table 7 below shows that all the women with no kiealge about alcohol effects on an

unborn foetus, were past month alcohol users (10@®f}he women with knowledge about

alcohol effects on an unborn foetus, (73%) wereerurusers of alcohol, while (27%) were
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abstainers. Of the women who did not know aboubhalt effects on unborn foetus were
100% current users of alcohol. There was almostisttal significance between the

knowledge about alcohol effects on unborn foetuwsa@nrent alcohol use (p= 0.08).

The results show that (78%) of the women with loweowledge were past month alcohol
users, compared to (22%) who abstained. Among tmem with medium knowledge (75%)
had used alcohol in the past month, while (25%) hatl Of the women with higher
knowledge (71%) were current alcohol users, (29%ewiot. The strength of the association
for the women with medium knowledge level was (OR82, Cl =0.34-1.95) and for higher
knowledge level (OR=0.68, Cl= 0.25-1.84). This imaplthat women with medium and
higher knowledge level were less likely to use hA@dan past month than the women with
lower knowledge. There was no statistical signifiza between the knowledge level and

current alcohol use (p=0.75).

Table 7: Association between knowledge about thecebf alcohol use during pregnancy
and current alcohol use

Current P-value OR P-
Alcohol Use (95% CI) value
(N) *
Knowledge No Yes 0.0¢ 0.5z
guestion
%
(N)

No 0.0% 100%
(0) 9)

Yes 27.2% 72.8% 0.67
(40) (107) (0.19 - 2.36)

Don't know 0.0% 100%
) ©)]

Knowledge 0.75 0.58
Level

% (N)

Lower 21.7% 78.% 1
(10) (36) (Reference)

Medium 25.3% 74.7% 0.82
(19) (56) (0.34-1.95)

Higher 29.0% 71.0% 0.68
(11) (27) (0.25-1.84)

*Fischer's exact test
**Chi-squared test

Association between socio-demographic profile anda@hol use during pregnancy
Table 8 below shows that (37%) of women within 1824 age group were users of alcohol

during pregnancy, (63%) were not. Of the womerhim 25-34 age group (41%) had used
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alcohol during pregnancy, while (59%) did not. Argathe women in the 35-44 age group
(20%) were users of alcohol during pregnancy, caosgpdo (80%) who not users. The
women in age group 25-34 (OR= 1.1, CI=0.22-6.1@) raore likely to use alcohol during
pregnancy and women in age group 35-44 years (OR2Z Cl=0.07-2.53) are less likely to
use alcohol during pregnancy than women in thegagep 18-24 years. However, there was

no statistical significance between age and alcakelduring pregnancy (p=0.31).

The results show that (41%) of Black/African womemrre users of alcohol during
pregnancy, compared to (59%) of the remaining Bladmen in the sample, abstained.
Among the Coloured women (33%) had used alcohplégnancy, while (67%) had not. Of
the White women (10%) were users of alcohol dugregnancy, (90%) were not. Although,
there was no statistical significance (p= 0.26§ @oloured (OR= 0.72, CI=0.20-2.64) and
White (OR=0.16, CI=0.02-1.50) women were less {ikel be users of alcohol in pregnancy
than their Black/African counterparts. However,sthinay also be a reflection of the

overwhelming majority of Black African women in tesample.

The findings below shows that of the women withmaiy education (20%) were users of
alcohol during pregnancy, (80%) were abstainers.tl@f women who had secondary
education (35%) were users of alcohol during pragpawhile (65%) were not. Among the
women with tertiary education, (20%) had used adtaluring pregnancy, while (80%) did

not. The odds ratio for tertiary education was (OR6, Cl =0.04-21.17) and secondary
education (OR= 2.1, CI=0.04- 22.17) was stronglgoamted with alcohol use during

pregnancy. This implies that women with secondalycation are more likely to use alcohol
during pregnancy than women with primary educatiimere was no statistical significance

between the education and alcohol use during pregn@= 0.76).

The results show that (36%) of married women udedhal during pregnancy and (64%)
abstained. Thirty percent of unmarried women wesersal of alcohol during pregnancy
compared to (70%) who abstained. Of the women inaigl together with their partners
(20%) were users of alcohol during pregnancy, wsi@%) were not. The odds ratio for
unmarried women were (OR= 0.76, Cl=0.22-2.65) andnen not living with their partners
(OR=0.43, CI=0.04-4.62), respectively. This implidat unmarried women and women not

living with their partners were less likely to uakeohol during pregnancy than the married
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women. However, there was no statistical signifoteabetween the marital status and alcohol

use during pregnancy (p= 0.83).

Thirty eight percent of the unemployed women wesers of alcohol during pregnancy,
while (62%) were abstainers. Among the employed @orf25%) had used alcohol during
pregnancy, (75%) did not. One hundred percent ifemployed women abstained from
alcohol during pregnancy. The odds ratio for emplegt status was (OR = 0.50, CI= 0.15-
1.65), suggesting that employed women were lesdylito use alcohol during pregnancy,
than the unemployed women. There was no statistigaificance between the employment

status and alcohol use during pregnancy (p= 0.57).

Of the women with lower SES (40%) had used alcdloing pregnancy, compared to (60%)
who did not. Thirty one percent of the women withdium SES were users of alcohol during
pregnancy, while (69%) were abstainers. Among tbmean with higher SES (32%) had used
alcohol during pregnancy, while (68%) abstained.oflds ratio for SES level suggests that
women with medium (OR= 0.68, CI=0.08-5.44) and bigfOR=0.71, CI=0.10-5.02) SES

were less likely to use alcohol during pregnan@ntthe women with lower SES. However,
there was no statistical significance between &8 &vel and alcohol use in pregnancy (p=
1.00).

Of the women who with no children (33%) had usexblabl during pregnancy, compared to
(67%) who did not. Thirty nine of the women withtd 3 children were alcohol users in
pregnancy, while (69%) were abstainers. Among tbenen with 4 to 6 children (17%) had
used alcohol during pregnancy, while (83%) absthidl the women with 7 to 10 children
(100%) had used alcohol during pregnancy. An oddis for women with 4 to 6 children
were (OR= 0.40, CI= 0.26-5.96) and women with Btohildren (OR=1.3, CI=0.10-16.0),
respectively. Women with 4 to 6 children were I&&sly to be users of alcohol during
pregnancy, while women with 1 to 3 children wererendikely to use alcohol during
pregnancy than women with no children. Howeverrdhe@as no statistical significance

between the parity and alcohol use during pregngorey).14).
The results show that (34%) of women who had nacanigsages had used alcohol during

pregnancy and (66%) abstained. Twenty three peroérthe women who had 1 to 2

miscarriages were users of alcohol during pregnarmypared to (77%) who abstained.
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Among the women who had 3 or more miscarriages {5@%e users of alcohol during
pregnancy, while (50%) did not. The odds ratio immen with 1 to 2 miscarriages (OR=
0.58, CI=0.51-2.27) were less likely to use duripgegnancy than women with no
miscarriage. There was strong association betweegnem with 3 or more miscarriages (OR=
1.9, CI=0.23-15.58) than women who had no miscgesa This implies that women with 3
or more miscarriages were more likely to use altdboing pregnancy than women who had
no miscarriage. There was no statistical signifoeabetween the miscarriage and alcohol use

during pregnancy (p= 0.52).

Table 8 below shows that of the women who hadtérlh pregnancy outcome (37%) were
alcohol users during pregnancy, (68%) had not.h@fwomen who had pre-term pregnancy
outcome (18%) were users of alcohol during pregnamdile (82%) were not. All the
women who had still-birth, (100%) had abstainednfrasing alcohol during pregnancy. All
the women who had voluntarily termination of preggy were users of alcohol during
pregnancy. The individual variables show that preat pregnancy outcome had shown less
than one odds ratio (OR= 0.38, Cl= 0.70-2.01). Timplies that women who had pre-term
pregnancy outcome were less likely to be user$cohal during pregnancy than women who
had full-term pregnancy outcome. There was no stiedi significance between the

pregnancy outcome and alcohol use during pregng¥9.22).

Table 8: Association between socio-demographic8l@rand pregnancy alcohol use

Alcohol Pregnancy P-value OR P-
Use (N) (95% CI) value
Age % 0.31 0.31
(N)
18-24 62.5% 37.5% 1
(5) (3) (Reference)
25-34 59.1% | 40.9% 1.1 0.87
(13) (9) (0.22 -6.10
35-44 80.0% 20% 0.4 0.34
(16) (4) (0.07 - 2.53
Race 0.2¢ 0.17
% (N)
Black/ African 59.1% 40.9% 1
(13) (9) (Reference)
Coloured 66.7%| 33.3% 0.72 0.62
(12) (6) (0.20 — 2.64)
White 90.0% 10.0% 0.16 0.11
(9) (1) (0.02 — 1.50)
Education 0.7€ 0.64
% (N)
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Primary 80.0% 20.0% 1
(4) (1) (Reference)
Secondary 65.0% 35.0% 2.15 0.51
(26) (14) (0.21 -
21.17)
Tertiary 80.0% 20.0% 1.0C 1.0C
4 1) (0.04 -
22.17)
Marital status 0.83 0.75
% (N)
Married 63.6% 36.4% 1
(14) (8) (Reference)
Unmarriec 69.6% 30.4% 0.76 0.67
(16) @) (0.22 - 2.65)
Not living 80.0% 20.0% 0.43 0.49
together 4) (D) (0.04 - 4.62)
Employment 0.57 0.34
status
% (N)
Unemployed 62.1%| 37.9% 1
(18) (11) (Reference)
Employec 75.0% 25.0% 0.5C 0.3t
(15) (5) (0.15-1.92)
Selfemployet | 100% 0.0%
@) ©)
SES level 1.00 0.93
% (N)
Low 60.0% 40.0% 1
3) (2 (Reference)
Medium 68.8% 31.3% 0.68 0.7z
(11) (5) (0.08 - 5.44)
High 67.9% 32.1% 0.71 0.73
(19) (9) (0.10-5.02)
Reproductive
health% (N)
Parity 0.14 0.2t
% (N)
None 66.7% 33.3% 1
2) (D) (Reference)
1-3 children 60.7%| 39.3% 1.3 0.84
a7 (11) (0.10-
16.04)
4-6 childrer 83.3% 16.7% 040 0.51
(15) 3 (0.26 — 5.96)
7-10 children 0.0% 100%
Q)] @
Miscarriage 0.52 0.54
% (N)
None 65.5% 34.5% 1
(19) (10) (Reference)
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1-2 76.5% 23.5% 0.50 0.44
(13) 4 (0.15-2.27)
3 or more 50.0% 50.0% 1.90 0.55
2 2 (0.23 -
15.58)
Pregnanc 0.27 0.22
Outcome
% (N)
Full-term 62.9% 37.1% 1
(22) (13) (Reference)
Pre-term 81.8% 18.2% 0.3¢ 0.2f
(9) (2) (0.70 — 2.01)
Still-borr 100.0% 0.0%
(©)] (0)
Voluntary 0.0% 100%
termination 0) (D)
pregnancy

*Fischer's exact test

Association between knowledge about FAS and alcohase during pregnancy
The results show that (20%) women with no knowledigeut alcohol effects on an unborn

foetus were users of alcohol during pregnancy, ev{80%) were abstainers. Of the women
with knowledge about alcohol effects on an unbayaetds, (34%) were users of alcohol
during pregnancy. There was strong association destwwomen with knowledge about
alcohol effects on an unborn foetus (OR= 2.10, C21- 20.19) and alcohol users during
pregnancy. This implies that the women with no kiealge about alcohol effects on unborn
foetus are less likely to use alcohol during pregya than women with knowledge.

However, there was no statistical significance leetwvthe knowledge about alcohol effects

on unborn foetus and alcohol use during pregnasey(p= 0.47).

Table 9 below shows that (38%) of the women witlvdo knowledge of alcohol effects on
foetus were alcohol users during pregnancy, wiBik84) were abstainers. Among the women
with medium knowledge (15%) had used alcohol dugregnancy, while (85%) had not. Of
the women with higher knowledge (50%) were alcals®rs during pregnancy, (50%) were
not. The women with medium knowledge level (OR=00.21=0.21-20.19) were less likely
to use alcohol during pregnancy than women withelownowledge level. However, the
women with higher knowledge level were more (ORS$, ICI=0.36-7.07) likely to use
alcohol during pregnancy, than women with lower Wilenlge level. There was almost
statistical significance between the knowledge ll@ral alcohol use during pregnancy (p=
0.08).
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Table 9: Association between knowledge about th8 BAd alcohol use during pregnancy

Alcohol Pregnancy | P-value OR P-value
Use (N) (Fischer’ (95% CI)
s exact)
Knowledge No Yes 0.47* 0.51
guestion
%
(N)
No 80.0% 20.0% 1 (Reference)
(4) €]
Yes 65.9% 34.1% 2.07
(29) (15) (0.21-20.19)
Knowledge 0.0¢ 0.0€
Level
% (N)
Lower 61.5% 38.5% 1 (Reference)
(8) (5)
Medium 85.0% 15.0% 0.2
(17) 3) (0.05- 1.48)
Highel 50.0% 50.0% 1€
(8) (8) (0.36- 7.07)

*1 Sided Fischer's Exact test
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CHAPTER 5: Discussion AND Conclusion

This study aimed to determine the relationship ketwknowledge about the effects of
alcohol on pregnancy and alcohol use in general,imrpregnancy. It was premised on the
Health Belief Model, a theoretical framework exphgr the constructs of perceived
susceptibility and severity in relation to alcohusle. In addition to the socio-demographic
measures, other measures included: assessing ldgsvief alcohol effects on pregnancy,
current use and use in pregnancy. The knowledg&blarincluded a single response
knowledge question and a knowledge scale on alcetfietts; lifetime and current use and

frequency of alcohol use, in pregnancy.

Socio-demographic profile of the sample
Univariate analysis revealed that the majority & twomen in the sample were

Black/African women (81%); between the ages in délge group 25-34 years. The racial
distribution is in line with that of the Tshwane Maipality, and national demographic
statistics (Statistics South Africa, 2010). Oftakk women in the sample, majority, (77%) had

secondary education (grade 8 -12) and were singheet married).

In accordance with the Labour Force Survey (LFSpremthan a decade of trend data
consistently record women as having higher unenméoy rates compared to men. In 2010,
of the total increase in unemployment (145 000g tmemployment rate for women
increased by a staggering (77%), (Statistics Sddtita, 2010). This is reflected in the
present study, where, (58%) of the sample were plwmed. In spite of high unemployment
rates, forty seven percent of women indicated hi@teS status. This could be due to either a
methodological limitation of using only an assetigator as a proxy measure for SES, or
may in fact reveal that despite being unemployerhabd South African women may be
acquiring assets through other means. Recent ofsdzas revealed the existence of
transactional sex, (Dunkle, Jewkes, Brown, Graylnitgre & Harlow, 2004) as one means

of acquiring assets. In the context of risky dmkithis is a plausible explanation.
The reproductive history of these women showsriggority of the women had between 1 to

3 children, despite being unmarried. This in kegpivith the parity levels among Black

South African women, (Coovadia, et al. 2009) whgriéghis not uncommon to have a child
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out of wedlock. Of the women in the sample, a mijdB1%) of them had no miscarriages
as indicated by the fact that they had full-terregorancy outcomes.

In terms of knowledge, findings revealed that thearmty of women knew that alcohol has
some effect on the unborn foetus. However, the kedge of the different types of effects,
(physical, social and mental) differed. Most wonssemed to lack knowledge on mental
setbacks for the child compared to physical andatsetbacks respectively. This is notable,
as the link between physical and mental setbac&sirdertwined, whereby brain damage
caused by alcohol use during pregnancy leads tdansetbacks (NIAA, 2008). This brain

damage can occur as early as 6 weeks in pregn@ayén 1996). One explanation for this
may be due to the intangible nature of mental skkbaarly on in pregnancy and after birth.
Hence, women may not perceive their child to beskt The physical setbacks were shown
to be well known by the women compared to socidl mental setbacks. This is in keeping
with the theoretical argument informed by the HBMIdy this thesis, which argues that if a
person does not perceive a real threat or riskemselves or their foetus, they are unlikely to

engage in a healthy behaviour.

Current Alcohol use
More than half of the women in the study had udedhml in their lifetime and a staggering

(76%) used alcohol at a risky level (1-4 drinksihie 3 months prior to pregnancy. Thisis a
common pattern of drinking among women in Southio&fr whereby, in spite of drinking

less on average, than men, they drink at riskyl¢egad particularly on weekends, (Parry,
2005a; Parry 2007/2008). The fact that the majaritthe sample drank at risky levels (58%)
pre-pregnancy suggests that women in this urbamleaane at a risk of an alcohol exposed
pregnancy. This is reflective of the South Afriganofile (Morojele, et al. 2010) and points to

the need for a focus on urban/rural differencedrinking patterns and consequent prevention

planning.

Alcohol use in Pregnhancy
Given that the number of people who were pregmattiis study was very low, the following

results should be interpreted with caution. Of tibtal number of pregnant women (N=29),
(24%), indicated using alcohol monthly, (6%) indeth using alcohol weekly and the
majority (68%) did not use alcohol in pregnancyvelal studies show that reported

consumption during pregnancy is usually lower theerpregnancy levels (Alvik et al., 2006;

45



Bruce et al.,, 1993). This is reflected in this stu@hough the small numbers limit the
researcher’s ability to conclude this, it is notikely that for the women who were pregnant,
reported consumption is likely to be lower. On diker hand, Zammit et al., (2008), found
that patterns of drinking pre-pregnancy are likelyeflect patterns in pregnancy. The present
study reflects this somewhat, whereby, the womeyoth pre-pregnancy and pregnancy were
highest monthly users of alcohol respectively.dditon, the women who indicated drinking
“sometimes” and on “weekends, also reflect sinfiladings of those who in pregnancy. [The
women consumed 1 to 4 drinks in both pre-pregndb8%o) and during pregnancy (26%)].
However, larger samples of pregnant women may yiebde conclusive findings about this

pre and in pregnancy patterns.

Association between socio-demographic profile andioent alcohol use
The women in the age group 25-34 were shown tchbehighest current users of alcohol

generally, followed by women of 35-44 years and248years respectively. This is keeping
with both South African (May et al., 2008) and mi&ional studies, (Center for Disease
Control, 2009) on prenatal alcohol use, which sitbwemen older than 30 years to be the
highest alcohol users. The findings of this stuefiect this pattern somewhat.

In terms of race, Black African women were the legfhcurrent consumers of alcohol. This is
contrary to Parry (2007/2008) that found that bedujoured and White was a risk factor for
alcohol use among urban women. However, thesenfysdare in keeping with the racial
distribution of the sample in this urban area. Feistudies with a more comparable number

of women representing each race group may yiefdreift findings.

The women who were single, with higher levels aiaation, who were employed and from
a higher SES were shown to be the highest curreetsuof alcohol.Most notably,
employment status was statically significant forreat alcohol use. This is not surprising,
given that this profile of women are likely to haaecess to more disposable income, be able

to access alcohol more easily and be part of akoiccle of people who drink.

Regarding reproductive history, the women who had B children were shown to be the
highest current users of alcohol, followed by wometih no children, 4 to 6 children and 7
to 10 children respectively. The women with no raisiages were shown to be the highest

current users of alcohol, followed by women who Hatb 2 miscarriages and 3 or more
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miscarriages respectively. Not surprisingly, thenvenm with one, two, three or more
miscarriages were less likely to use alcohol ingast month. This could the explained by the
susceptibility construct of HBM, that state thataifperson believes they to be in some
jeopardy to their health or that of their foetuseyt are unlikely to engage in a risky

behaviour.

This is further reinforced by the finding that womeho had full-term pregnancy outcomes
were shown to be the highest current users of alcédilowed by women who had pre-term,
voluntarily termination of pregnancy and still-bgoregnancy outcome, respectively. In this
case, women who had full-term pregnancies werelikely to perceive a threat to use of
alcohol during their childbearing years becausere¥ious successful pregnancy outcomes,
as compared to those women who were pre-term, nated or had still births. Most notably,
pregnancy outcome was statically significant forreat alcohol use, whereby women who
had pre-term pregnancy outcome were more likelyet@urrent alcohol users. This supports
that hypothesis that when severity (perceived al)lis high, then a person is less likely to

engage in the risky behaviour.

Association between socio-demographic profile andahol use in pregnancy

With the exception of marital and employment stathe socio-demographic characteristics
of the women’s current use of alcohol reflectedilsimpatterns for pregnancy, What this
means, is that Black women aged between 25-34 yddr who were more educated, and
from a higher SES, were more likely than younged afder women to use alcohol in
general. The differences of use in pregnancy degedk to marital and employment status
only, whereby married women, who were unemploye@r@tmore likely to use alcohol in
pregnancy than their unmarried, employed count&sp&yhile more research with bigger
samples of pregnant women is required to make aeive arguments, the researcher argues
for one potential reason for this finding. The angunt is that, living with a partner who
drinks and who is likely to provide some level ntome, is likely to impact on their own
drinking patterns. The former argument is suppotigda previous study (Morojele, et al.
2010).

Association between knowledge of alcohol use and €Zent use

In terms of, the relationship between, knowledgethe# effects of alcohol on an unborn

foetus, and current use, findings revealed almiasistically significant results. Women who
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knew of the effects were shown to be the higheseati users of alcohol, compared to those
with no knowledge. In terms of knowledge levels,mvem with higher knowledge were the

highest current users of alcohol, followed by wonwveth medium and lower knowledge

respectively. This is a curious finding, and sigygehat knowledge alone is not sufficient to
deter women from using alcohol in general. Previeesearch has been criticized for not
paying sufficient attention to the multiple factomsfluencing behaviour change (Noar,

Zimmerman, 2004). Thus, this study reinforces tleedn for further research into the
determinants of alcohol use, both in general, angriegnancy. It concludes that while
education is an important influencing factor fortedeining behaviour, and perceived
susceptibility and severity are important consgudot determining behaviour, they may play

a meditational rather than a determining role.

Though there was almost statistical significancevben knowledge levels and alcohol use
during pregnancy, this is likely to be the restltree small number of pregnant women in the
current sample. Future research will benefit frofoais on bigger sample sizes of pregnant

women and likely yield more conclusive results dlibase associations.

Limitations and Future Directions

This study has a few limitations, worthy of mentiommely, the use of self- report
guestionnaires suggests that, participants may aaseered in a socially desirable manner.
Given the fact that alcohol use among women, amticpéarly pregnant women is considered
taboo, there is an increased likelihood of womeswaaming in a socially desirable manner. A
cursory glance of the total numbers for questietasted to alcohol use in pregnancy revealed
that in some cases, numbers varied between 29 @midmen. While this may suggest some
variation in understanding the pregnancy-relatedstjans, it may also be symptomatic of

under-reporting, due to stigma.

A further limitation of this study relates to relchlas and potential misunderstanding of the
guestions related to current status of pregnanclythair last pregnancy. As a secondary
study the researcher was unable to ensure than#mner in which questions were asked

would directly answer the questions of this thesis.

Finally, the small sample size of pregnant womerthia study restricts the researcher in
drawing conclusions about the associations betw#en independent and dependent

variables. Future studies will benefit from mucigkr sample sizes to draw more convincing
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conclusions. This study is however, a useful stgrgpoint for understanding the socio-
demographic profile of urban women in relation koohol use in general in pregnancy; and
the relationship between knowledge of alcohol ¢ffemd use in general and in pregnancy.

The available findings suggest the need for urloaal'specific prevention planning.
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APPENDIX 2: Code List

Appendix A

CODE LIST
The secondary data analysis will use this code list to recode the variables to meet the
needs of the analysis. The interviewer numbers from the primary study will be recoded

to 1-606 for the secondary data analysis.

Independent variable

1. Does the drinking of alcohol during pregnancy have any effcct on the unborn

fetus?

No D 0 Yes/sometimes D 1 Do not know D 2

1.2. In what ways can a baby be affected if a mother drinks in pregnancy?
Physical setback No D 0 Yes D 1

(Physical growth, special facial features, speech problems)

Mental setback ~ No |:| 0 Yes D 1

(Intellectual ability, learning problems)

Social setback ~ No D 0  Yes Dl

(Social integration, behavioral problems)

1.3 From the above questions a knowledge categorical variable will be coded as
follows:
Equal to one and less than zero will be regarded as low level of knowledge = 0. At two

and three will be considered high level of knowledge = 1.

Low level of knowledge D 0

0)

Middle level of knowledge D 1
(1-2)

High level of knowledge ‘:l 2
(3)
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N

2.1. How old are you? in years

The numeric age variable will be recoded into a categorical variable as follows:

Age

1830 ] 1
31-44 ] 2

2.2. What is the highest level of education you have passed?

The education status will be categorized into the following groupings:

Education

Preprimary (less than one year completed) D 0
Primary (Grade 1-7) D 1
Secondary (grade 8-12) D 2
Tertiary (degree, diploma, further studies incomplete) D 3

Marital status

2.3. What is your current marital status? D

The following variables will be will be categorized into groups:
Married/cohabitation 1

(Legally married, traditionally married and living with man or woman in union)

Unmarried D 2
(Single/never married)
Not living together D 3

(Divorced/widow/separate)
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2.4. Which race group do you consider yourself to belong to?

The race variable will be coded as:

Race

Black/African D 1
Coloured D 2
White D 3
Asian/Indian D 4

2.5. Which of the following describes your current employment status?
The employment status variable will be classified as unemployed, employed and self-

employed.

Employment status
Unemployed D 0

Employed D 1

(Part time and full time)
Self-employed l:] 2

2.6. Does your house have?

There were eight assets and commodities listed items: Electricity, radio, television,
telephone, fridge, computer, washing machine and cell phone. Less than five will be
regarded as low socio-economics status (SES) = 0. Five and more items will be
considered high socio-economic status (SES) = 1.

Socio-economics status (SES)

(Any asset and commodity)

0-2 items D 0
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Low SES

3-5 items D 1

Middle SES
6-8 items D 9

Middle SES

Reproductive health history (pregnancy experiences)

How many children have you given birth to in your lifetime?

None D 0
1-3 children D 1

Low parity

4-6 children D 2

Middle parity

7-10 children D 3
High parity

How many miscarriages have you had in total, if any?

None D 0
1to2 D |
3to4 D 2

S or more D 3

What was the outcome of the pregnancy?

Full-term D 1
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Pre-term (premature) D 2

Still-born D 3

Voluntarily terminated pregnancy D 4
Miscarriage D S

Dependent variables

i 1. Alcohol use.

Lifetime alcohol use
1.1. Have you ever had a drink containing alcohol?
No D 0 (Exclusion criteria)

Yes D 1 (Inclusion criteria)

Current alcohol use

1.2. Do you still take a drink with alcohol sometimes?

No D 0
Yes D 1

1.3. How often do you have a drink containing alcohol?

The coding will remain the same.

>= Monthly D 1

2 to 4 times a month D 2

2 to 3 times a week D

(O8]
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4 or more times a week D 4

1.4. How many days have you drunk alcohol during the past month?
The data will be dichotomized into categories.

No. of days

0-5 BE
6-10 []1

11-25 D 2
26-30 D 3

Alcohol use in pregnancy

1.5. How many months pregnant are you right now?

In this study the answers for pregnancy months will be categorized into trimesters.

Not pregnant D 0

1* trimester I_—_] 1

(1-3 months)

2" trimester D 2

(3-6 months)

3" trimester D 3

(7-9 months)

Don’t know D 4

1.6. When last were you pregnant?

The answers will be recoded by having three categories.
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0-1 year D 1
2-5 years |:] 2

> =13 years D 3

1.7. Did you plan to stop drinking because of the pregnancy?

The coding will remain the same as the in the primary study except that not applicable.

Yes D 1
N [] o

Pattern of alcohol use: before and after knowing about the pregnancy

1.8. During the three months before you became pregnant how often did you drink?

Never D 0
Monthly [] 1

(Monthly or less, 2 to 4 times a month)

Weekly |:| 2

(2 to3 times a week)

Daily l:' 3

(4 or more times a week)

1.9. During the three months before you became pregnant, on what days did you

drink?

Never D 0
Sometimes D 1
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Weekdays only D 2

Weekends only D 3

Both D 4

(Weekends and weekdays)

1.10. During the three months before you became pregnant, how many drinks

containing alcohol did you have on a typical day when you were drinking?

Binge drinking

The data will be recoded into the following.

None [:\ 0
1-5 D 1

10 or more \:‘ 3

1.11._After you knew you were pregnant how often did you have a drink

containing alcohol?

Never D 0
Monthly D 1

(Monthly or less, 2 to 4 times a month)

Weekly [] 2

(2 to3 times a week)

Daily D 3(4 or more times a week)
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1.12._After you knew you were pregnant on what days did you drink alcohol?

The coding will be done in this way.

Never I:I 0
Sometimes D 1

Weekdays only l:‘ 2
Weekends only D 3
Both D 4
(Weekends and weekdays)

1.13._After you knew you were pregnant how many drinks containing alcohol did

you have on a typical day when you were drinking?

Binge drinking

The numerical variable will be recoded into a categorical variable this way.

None D 0

10 or more D 3

1.14. Have your ever been told that a child of yours has fetal alcohol syndrome?
In this data, the not applicable will not be included.
No D 0
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ABSTRACT
Alcohol is a major public health problem globalkxccording to the World Health

Organization (WHO) report, alcohol accounts for ghlion deaths (4% of total) and
69.4 million (4.5% of total) of Disability-Adjustedife Years (DALYs), (WHO, 2002,
2011). In South Africa, alcohol was found to be third highest contributor to death and
disability (Parry, 2007/8). Among the many far-fieiag consequences of alcohol use in
South Africa, Fetal Alcohol Syndrome (FAS) in cartaegions in the country, rates
among the highest in the world (May et al., 20@@spite higher comparative levels of
FAS in rural areas, almost one third of the popaoitatin urban sites (Gauteng)
demonstrates that FAS is not exclusively a probténsouth African rural areas. This
study hypothesized that higher knowledge levelsutlibe effects of alcohol on
pregnancy may deter use among women. Employinghgecy data analysis from a 2006
cross-sectional household survey, this study erpldhe prevalence of alcohol use
among urban women (18-44 years) in the Tshwane dfality, in general and in
pregnancy. It also examined the relationship betweswledge of alcohol effects on
pregnancy and alcohol use. A significant assamiatvas found between employment
status, pregnancy outcome and general alcoholmseg@women. An almost significant
association was found between knowledge of alcdfi@cts on pregnancy and past
month alcohol use, knowledge levels and alcohol dseng pregnancy. Findings
partially support the hypothesis. However, knowkead alcohol effects on pregnancy
alone cannot deter women from using alcohol. Mldtimfluencing factors should be
considered in planning prevention programmes fbanrwomen’s alcohol use. Further
research with larger sample sizes of pregnant womesuggested to explore the

associations conclusively.
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CHAPTER 1: INTRODUCTION

The purpose of this study was to conduct secondiaigy analysis on household survey data to
describe the prevalence of alcohol use among alsamhpirban women (18-44 years) in the
Tshwane Municipality in general and during pregryarie addition it explored the nature of
the relationship between knowledge of alcohol effean pregnancy and alcohol use in

general and in pregnancy.

Background
Alcohol is a major public health problem globalliccording to the World Health

Organization (WHO) report, alcohol accounts for thllion deaths (4% of total) and 69.4
million (4.5% of total) of Disability-Adjusted Life¥ears (DALYs), (WHO, 2002, 2011).
Approximately two billion people across the worldnsume alcoholic beverages (WHO,
2011).

Alcohol has played a pivotal role in the historySufuth Africa. It has been directly linked to

the oppression of the black majority by the uselad system -the use of alcohol as part
payment for farm worker wages (Parry and Benn&fi88). Alcohol has also been linked to

the resistance of such oppression (Parry and Benri€&t98). The resistance resulted in the
proliferation of illegal “shebeens” (Parry et a2005). This led to unmonitored drinking

patterns and abuse, which still affects the pregenkrations (Setlalentoa, Pisa, Thekisho,
Ryke & Loots, 2010). Post the oppression and r&stst era, alcohol continued to play a
controversial role in society, being hailed on tme hand as stimulating employment for
emerging black entrepreneurs, and condemned oothiee for causing alcohol attributable

diseases and deaths to many and placing an enotvoodisn on public health in the country

(Parry, 2005a).

In South Africa, alcohol was found to be the thiighest contributor to death and disability
(Parry, 2007/8). Alcohol accounts for (6.5%) tot#aths and (6.8%) of total DALYS
(Schneider et al., 2007). A high proportion (46%)naortality cases due to non-natural
causes have had blood alcohol levels greater thaqgual to the legal limit for driving, that
is, 0.05 g/100 ml, (Matzopoulos, Seedat & Cassio®3). Research conducted in three large
port cities in South Africa in 2001 found that 3986 trauma patients had blood alcohol

concentrations greater than or equal to 0.05 gidO@luddemann et al., 2003).
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It was estimated that 20% of unintentional and 4ff%tentional injuries were attributed to
alcohol (Schneider et. al., 2007). In addition,atxidents and fatalities, alcohol has been
associated with a range of risk behaviors, inclggiunolence and high risk sexual behaviours.
Alcohol-related problems also constitute the largesportion of admissions to specialist
substance treatment centres, routinely monitored ty South African Community
Epidemiology Network on Drug Use (SACENDU) (Partyak, 2002).

The burden of alcohol-related risk behaviours eadl substantial, but does not preclude its
effects on health for both men and women diffeserdlicohol has been associated with a
range of diseases, including, cirrhosis of the rliveancer, diabetes and cardiovascular
disease. However, the consequences on males amaleferare variable. In almost all

instances, men have been disproportionally affebtedhronic disease (Rehm et al., 2009).
The health consequences for women are unique becdutke biological makeup of women.

This is because women tend to have lower body w&igmaller livers and higher proportion

of fat to muscle. Women also have less water iir thedies than men. The more water
available, the more diluted the alcohol (Baraonalet2001). Hence, women have higher
concentrations of alcohol in their blood than adagtn, given the same alcohol intake. Thus,

even in small amounts, alcohol affects women diffidly than men.

In addition to having unique biological risk facdpmwomen have an additional unique factor
compared to men, primarily in relation to the oppnoity to become pregnant. During

pregnancy there is the development of a placentehwfeeds and nourishes the foetus while
also disposing of toxic waste. Alcohol is able s easily through the placenta from the
mother's bloodstream into the blood and tissuabefleveloping foetus and it is a common
teratogen, resulting in birth defects called Fétiebhol Syndrome (NIAAA, 2008). FAS is

worthy of further investigation and research, mattarly regarding the health behaviours of

women, given the detrimental effect that it hasadoetus

12



CHAPTER 2: LITERATURE REVIEW
Multiple bibliographic databases, including EBSC&HhdUBMED, WEB OF SCIENCE,

Goggle Scholar, were used to develop a comprehensiwew of the literature on knowledge
of alcohol effects on pregnancy, Fetal Alcohol Symde and alcohol use. Selected keywords
included FAS, Health Belief Model (HBM), alcohol use, pregnancy, knowledge, risk and

protective factors.

Fetal Alcohol Syndrome

Fetal Alcohol Syndrome, the most recognized fornkefal Alcohol Spectrum Disorders is
the most severe effect of Alcohol Exposed PregndA&P) (Morojele et al., 2008). Itis a
preventable condition which has implications fdetime physical and mental disabilities.
FAS is characterized by particular physical and talémeurological defects, abnormal facial
features, reduced or slowed physical growth, a Isimahd circumference, and slowed
intellectual/behavioral development (Morojele et 2D08). The latter defects are thought to
be related to reduced or slowed development obth& itself (NIAAA, 2008). The brain
damage that occurs with FAS can result in lifelgompblems with learning, memory,
attention, and problem solving (NIAAA, 2008).

These alcohol-related changes in the brain mayésept even in babies, whose appearance
and growth are not affected. Damage to the nerggatem, the brain, and spinal cord can
occur in the first few weeks of pregnancy (seerigl below); before a woman even knows
she is pregnant. Among, other risk factors, Fetllool Syndrome is associated with
episodic binge drinking that produces high blootbhbl concentration (BAC) (May et al.,
2008). This is particularly important in South Af where binge drinking patterns are
relatively high and the patterns of binge drinkelgong women are not very different from

that of men (Parry et. al., 2005). What is regleétas that FAS is entirely preventable.

6weeks normal brain 6weeks brain damaged by alcohol

Figure 1: Brain damaged by alcohol (Clarren, 1996)
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The preventable nature of FAS notwithstanding, otasiregions in South Africa have the
highest rates of FAS in the world (Urban et al.00May et al., 2000, Viljoen and Craig,
2003). The prevalence rates of 65.2-74.2/1000 ¢¥iij et al., 2005) and 68.0-89.2/1000
(May et al., 2007) have been reported from rurahmmnities in the Western Cape. Studies
undertaken in Northern Cape and Gauteng provirszefaund high prevalence rates, that is,
overall prevalence of 67.2/1000 of FAS betweenpgéeods 2001 to 2006. Given the high
rates of prevalence, studies are conducted in,rtaah areas, such as (Western Cape and
Northern Cape), whemop system (which involves the part payment of farm vesskin poor
guality of wine) used to be practiced. A furthemdst was conducted in non-farming urban

area of Gauteng.

In comparison to the Northern Cape region, Gaut@mban area), had the estimates of
median prevalence of FAS amongst first-graders ffomn schools ranging from 19/1000 to

26.5/1000 (Viljoen and Craig, 2003). Increasingbever, risky drinking has been found to
be high among Urban dwellers, (Peltzer & Ramlag@&@9), indicating that women of child-

bearing age in rural areas are not the only onfestafl by risky drinking and its associated
risks, but that this increasingly applies to urlz@eas as well. Peltzer & Ramlagan, (2009)
reported similar rates in Gauteng of FAS among E&rhdearners to that of a wine growing

region in the Western Cape.

Risks of FAS are associated with low socio-econostatus (SES) and lower education
attainment, often found largely in rural commurstielhere are other studies that have
reported this association (Urban et al., 2008; Magl., 2005). However, the urban area has
protective factors for FAS for instance higher ettional levels and better SES. By
implication then, women in the urban areas shoagdehhigher levels oknowledge of the
alcohol effects on pregnancy, and hence be at &rloisk for FAS. This study aims to

explore this relationship.

Health Belief Model (HBM)

The view that knowledge has a pivotal role to ptagetermining health behaviours has long
been researched by theorists. Knowledge, definedkéls acquired by a person through
experience or education, helps in the cognitive@ss. The present study is informed by the

Health Belief Model (Rosenstock, 1966), a psychiglaignodel, that attempts to explain and
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predict health behaviours. The HBM has four corgef) susceptibility, (2) severity, (3)
benefits minus costs and (4) health motive (Rosekstl974) (see figure 2 below).

INDIIDUAL PERCEPTIONS MODIFYING FACTORS UKELHOOD OF ACTIOH

Perceived benetts of

Demoaographic vatiakble areventative acion

[age, =ex, race
ethricty, gz ]
Sodo-paychological variables

minus

Perceived barriersto
presentative action
Perceived Susceptakility Perceived Threst of l
to Disease "% i Dizeaze "
— Likelihood of Taking
Percei ved Severity Recomimended Prevertaive
of Dizeaze "H" I Health Action
Cues To Adion

Mazs Medis Campaigns
Acice from dhers
Feminder pogtcard from physician o dertist
lires= of family member o fiend
Messpaper of magasine artide

Figure 2: Health Belief Model Diagram (Bowes, 1997)

The model has been used in health education pregfanprevention for instance, for safe
sex intentions such as abstinence, safer sexualimeh and condom use. A review paper
illustrates that from the 54 studies that measpredram impact on condom use, almost half
(48%) of them showed increased condom use. Accgritiririyama et al., (2007) the HBM

has provided a useful conceptual framework for @ning risky sexual behaviors, especially

in relation to condom use or reducing number ofiaépartners.

As a predictive model of behaviours change, the H&lihts to a person’s low perceptions of
risk as a reason to engage in risky behaviour. &beg, for the purposes of this study, the
researcher will look at the two concepts of theotiiewhich is susceptibility, i.e. a person
believes that his or her health is in jeopardy; ¢@yerity, i.e. the person perceives the
"potential seriousness" of the condition, in terofigpain or discomfort, or that getting the

disease has negative consequences. According todg shat was conducted on male
adolescent students in Nepal, the perceived sgvefitHIV/AIDS enhanced intention to

abstain from sexual activities (Iriyama et al., 2P0

Applied to this study, the implication is that, f@mperson to change or avoid risks the person

must know the consequences of a risky action and understamgérceived threat to the
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health of their unborn child. Knowledge is thusrs@s a mediating factor in the cognitive
process. Hence, according to HBM, the knowledgeutlibe effects of alcohol and
perceptions about the risk for the unborn child isritical factor influencing alcohol related

health behaviour during pregnancy.

Khumalo (2008) concurs with the HBM by affirmingathbeing informed (that is, having
knowledge)about the effects of alcohol helps individuals maiermed, responsible choices
regarding drinking. Morojele et al., (2010) alspod that knowledge about FAS (OR= 0.37,
95% CIl= 0.20-0.70) and education (OR = 0.53, 95% QIl30-0.94) were significant
protective factors against alcohol use. Accordimdgrendall-Mkosi et al., (2007) there is a
link between a lack of knowledge regarding the idental effects of Pregnancy Alcohol
Exposure (PAE) on the foetus as a result of pasdtilS, and an increased risk of an AEP.
This means the lack of knowledge about FAS puts wlenan at risk of AEP and
subsequently, puts the foetus at risk of FAS. Adcay to Parry (2007/8), lack of knowledge
about FAS is one of the risk factors for rural womét is important to look at the urban area
alone, with regard to knowledge about FAS, givem differing SES conditions, against the
backdrop of other maternal risk factors such as agee, education, marital status and
reproductive health. These maternal risk factorsHAS have been identified in previous
studies (May et al., 2008; Urban et al., 2008). #w@ purpose of this study only socio-

demographic characteristics, knowledge levels,aoahol use will be addressed.

Maternal Risk factors
Age is one of the socio-demographic characteristitaencing health behavioural change.

Previous research investigating the relationshipvéen age and FAS identified advanced
maternal age as additional risk factors among womleo give birth to children with FAS
(Viljoen et al., 2002 According to Chambers et al., (2005) adolescantsyounger women
may be more likely to drink in pregnancy, but oldemen who drink heavily in pregnancy
are more likely to give birth to a child with FA8\igne et al., 2003). Prenatal alcohol use
appears to be the highest in women older than 860 (fay et al., 2008). Therefore, drinking
patterns among women based on their ages appapaat on risk (Parry, 2007/8).

In terms of race, a household survey found th&tpiedictors of having an alcohol-exposed

pregnancy for urban women were, being Coloured ohit&Vas opposed to being
Black/African (Parry, 2007/8). However, thererisnd that Black/African women, especially
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adolescents are increasingly using alcohol. A stiglyarry, (2005a) confirms that there is
an increase in current drinking and in life-timéen#ing among young, Black/African women.
This could be the result of easy access to alcahdioth urban and rural areas or low

attainment of education.

Several studies have reported that women withtlesms high school education are prone to
use alcohol while pregnant (Meschke et al., 2008y Mt al., 2008; Morojele et al., 2010).
This suggests that high education is a protectitof against prenatal alcohol use. On the
contrary, a study conducted in the United StateS)(8howed that a greater percentage of
pregnant women with at least some college educdfi@fo) or a college degree or more
(14.4%), reported more alcohol use than pregnamevowith a high school diploma or less
(8.5%) [AORs = 1.4 and 1.9, respectively] (Denhywle 2009). It is interesting to note that
in this cohort, high education increased alcoh@. l$owever, consideration is given to the

vastly different socio-economic and cultural comseof the two studies.

Singleness (unmarried) is also a risk factor foSHMeschke et al., 2008; May et al., 2008).
Heavy drinking has been seen to be common amongewamno have never been married,
cohabiting, or are divorced or separated (Rend&ibdil et al., 2008). The effect of divorce
on a woman’s later drinking may depend on whetheris already drinking heavily in her
marriage. A woman whose husband drinks heavilyss more likely than other women to
drink (NIAA, 2008).

Several studies concur with singleness being afaistor to patterns of alcohol use including
a study conducted in the developed country (USkoAding to Denny et al. (2009), a greater
percentage of unmarried pregnant women (3.6%) tegobinge drinking than married
pregnant women. In South Africa, more married pesgrwomen reported binge drinking
(1.1%, AOR = 4.4%) than single pregnant women (RaP005a). According to Parry
(2005a), binge drinking means having five or mormk$ on one or more days. Binge
drinking is particularly harmful to fetal brain ddepment (Mattison and Riley, 1998). Thus
one heavy bout of drinking may be enough to caus8 BFARR, 2005). This pattern of
drinking is common in urban areas. According taZz&land Ramalagan, (2009) higher binge
drinking levels were found for women (12%) in urbamd (9%) in rural. Therefore, it is
important that the study looks at patterns of drigkamong urban women of childbearing

age.
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Gravidity and parity are reproduction health intlica that are either risk or protective
factors for FAS. Gravidity is defined as the numbgktimes that a woman has been pregnant
and parity is defined as the number of times tlin#t Bas given birth to a foetus with a
gestational age of 24 weeks or more, regardlesshether the child was born alive or was
stillborn (Borton, 2009). Risk for FAS is assocateith higher gravidity and parity. On the
other handlow gravidity and parity were found to be key putiee factors for FAS (May et
al., 2005).

Understanding what impacts on alcohol use in gém@@@ in pregnancy among Urban South
African women, requires an exploration of sevemy} kactors. In doing so, the relationship
between knowledge of alcohol effects on pregnanaoy, key socio-demographic factors on
the consumption of alcohol among both generally iangregnancy, will be examined in the

following chapters.

Statement of the problem

Despite higher comparative levels of FAS in rur@as, in South Africa, almost one third of
the population, in an urban site in Gauteng demmatest that FAS is not exclusively a
problem of rural areas in South Africa. Even thquile women in the urban area are likely
to be more educated, there is still prevalence A%,HMorojele et al., 2008). While the
prevalence of AEP pregnancies and their relatedlitons have been well established in
rural sites, there is limited research on urbamsar@he significantly high FAS statistics in
South Africa could suggest that a considerable gxpts in the knowledge of effects of
alcohol on pregnancy and alcohol use. Thus a sindgstigating the nature of the
relationship between knowledge of effects of aldatio pregnancy and actual alcohol use

during pregnancy is timely.

Aims and Objectives of the study
AIMS

The aim of the study is to explore the relationdbébween knowledge of alcohol effects on
pregnancy and alcohol use generally, and in pregnamong urban women (18-44 years) in

the Tshwane Municipality during the period 2006.
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OBJECTIVES

» To determine the knowledge levels of a sample aohemw (18-44 years)
concerning alcohol effects on pregnancy

» To describe the sample ‘s socio-demographic profilespect of age, education,
race, reproductive health (parity, miscarriage piredynancy outcome), marital
status and socioeconomic status

» To determine prevalence of lifetime and currenvlaéd use among all women in
the sample

» To determine prevalence of alcohol use during paagn

» To investigate the association between socio- deapbic profile and knowledge

levels and alcohol use during pregnancy
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CHAPTER 3: METHODOLOGY

This chapter describes the research methodology tsseonduct this study. The methods
ethical considerations and analytic techniquesapeng to this study are also dealt with in
this chapter.

Study sample
Secondary data analysis was conducted on datectmallérom a cross-sectional household

survey undertaken in the Tshwane Municipality, (Bag province) during the period 2006.
The primary study population consisted of 606 woragad between 18 and 44 years. The
entire sample was included in this sub-study. Titee ®cated within Gauteng province had a
population estimate of 340,000. The site is higimglustrialized and alcohol is widely
available through legal and illegal outlets. Ingodion to the distribution of demographic
groups within the country, as well as that proviicéhe period 2006, Black/African women

comprised the major race group in the sample.

As this study employed secondary data analysisnigeion to use the data was obtained in
writing from the principal investigator and co-pripal investigator of the primary study (See
Appendix 1). Ethical approval to conduct these ysed was obtained from the HREC
(Human Research Ethics Committee-M10105) at thevéssity of the Witwatersrand (see

Appendix 3).

In the secondary data analysis, general ethicatiplies of anonymity were upheld by storing
data in the form of case identification, withouthmes or other identifying information. In

addition, results are reported as group resultsrder to protect any identifying information.

Measures
The following measures were used in the analysighie study:

Knowledge of alcohol effects on pregnancy: The knowledge variable comprised two
components. The first component was a single respguestion asking “Does the drinking
of alcohol during pregnancy have any effect onuhborn foetus? Responses were coded as
No (0), Yes/sometimes (1), Do not know (2). Theoset component of the knowledge
variable comprised knowledge about specific alco#ftécts in pregnancy. The following
subscales were used to measure knowledge aboutobleffects in pregnancy: physical
growth, special facial features, speech problents|ligence ability, learning problem, social

integration and behavioural problems. The subscaté®wed acceptable internal
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consistencies, the average of which was 0.89. Thmvledge levels were computed as
follows: All the missing values of the subscalesaveounted. The overall score sum was
determined by summing up the values of subscalgernerate a score between 0 and 7. The
overall score average was determined by dividirgslim by 7. The overall score sum was
categorised into 3 quartiles (<25%, >25% < 75%,%yYySreating 3 knowledge levels. The
knowledge levels of FAS were computed such thatst@re 1 indicates lower level of
knowledge (i.e. less than or equal to two quesji@more 2 indicates medium level of
knowledge (i.e. three to five questions) and s&hedicates higher level of knowledge (i.e.

Six to seven questions).

The acceptable internal consistencies provide stifpo the rationale of using different
domains to measure knowledge about alcohol effagisegnancy. The knowledge domains
were created as follows: Physical setback (1),aé@gtback (2) and mental setback (3). The
physical setback includes the following variableygical growth, special facial features and
speech problems. Social setback was comprised cflsitegration and behavioural
problems, and for mental setback, intellectual igbénd learning problems was used as
variables. The internal consistencies for the thdeenains were 0.76, 0.70 and 0.75
respectively. This means there is correlation betwthe variables within the domains. The
domains were computed as follows: All the missirdues of the physical, social, mental
domains were counted. The overall score sum of daatain was determined by summing
up the values to generate a score between 0 aod@hysical setback and score between 0
and 2 for social and mental setback. The overadiresaverage for each domain was
determined by dividing the sum by 3 or 2. The olle®@ore sum was categorised into No =0

(if score sum <1) and Yes =1 (if score >=1 & >=3>02).

Socio-demographic profiles: The age variable was re-coded from a numericaabke into a

categorical variable to make up the following catégs: (18-24 years) (=1), (25-34 years)
(=2) and (35-44 years) (=3), based on the fact ylwanger and older women may face
varying physical and social risks. Race was categdras Black/African (1), Coloured (2),
White (3), Asian/Indian (4). Education level wascmed into three categories: primary
(Grade 1-7 & less than year) (=1), Secondary (ggd2) (=2) and tertiary (degree, diploma
etc.) (=3). Marital status was categorized intonedrfcohabitation (=1), single/never married

(unmarried) (=2) and divorced/widow/separate (hong together with partner) (=3).

21



Employment status: The employment status was re-coded into threegoggs: unemployed
(0) employed (full-time/ part-time) (1), self-empéd (2).

Socio-Economic Status:  The socio-economic status (SES) of respondentsasssssed by
means of an asset indicator. The asset indicatardsude measure that will be used as a
proxy for SES. Previous studies have validatedude=of an asset indicator score, as a proxy
for SES (Barbarin and Khomo, 1997). For this studgicator scores were derived from
respondents’ self-reported answers to a seriesi@topns on their household’s ownership of
the following eight household assets and commaditielectricity, radio, television,
telephone, fridge, computer, washing machine ard pteone. A Cronbach’s alpha was
conducted to determine the internal reliabilitye #iverage was 0.70. Responses were coded
as a No (0) or Yes (1) and summed using equal weitghgenerate a score between 0 and 8
Subsequently, three categories of SES were creAregbne reporting less than zero and
between two possessions was regarded as low sooimmic status (SES) and coded (0).
Anyone reporting three to five possessions wasrdeghas middle socio-economic status
(SES) and coded (1). Any one reporting six and npossessions was considered high socio-

economic status (SES) and coded (2).

Reproductive history: The reproductive health was categorized intotpamiscarriage and

pregnancy outcome. The respondents were catedaazéollows: who indicated not given
birth was coded (=0), having 1 to 3 children wadexb(=1) and indicated low parity, 4 to 6
children coded (=2) indicated middle parity ando710 children coded (=3) indicated high
parity. Miscarriage was categorized into four catexs: none (=0), 1 to 4 miscarriage (=1)
and 5 or more miscarriage (=2). Pregnancy outcoamaeded into five categories: full-term

(1), pre-term (2), stillborn (3), voluntarily terndted pregnancy (4) and miscarriage (5).

Alcohol use: The alcohol use measure was divided into lifetalo®hol use (ever had a drink
containing alcohol), current alcohol use (past rhpniThe codes for lifetime alcohol
measures were subscribed to the standard codiNg ¢0) and Yes (1). The current alcohol
use was coded as not taken any drink in the pastm{s0), 1 to 31 days (=1).

Alcohol use during pregnancy: The pregnancy status of the women was categonigedot
pregnant (0), pregnant (1) and do not know (2)t pasgnancy status variable was coded: 0

to 1 year (=1), 2 to 5 years (=2) and greater tharears (=3). The variable, alcohol use
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during pregnancy was computed from the questioter'afou knew that you were pregnant,
how often did you have a drink containing alcohdlhe variable was categorised into two
categories: never used (0) and used (monthly @ <0 4 times a month, 2 to 3 times a

week, 4 or more times a week) (=1).

Pattern of alcohol use pre-pregnancy and during pregnancy: the pattern of alcohol use was
classified 3 months before pregnancy (pre-pregnaayg after the knowledge of pregnancy
(during pregnancy). The variables included freqyenicuse, days on which they drank and
number of drinks. Dummy variables were created hows frequency of use before

pregnancy: Never (0), monthly (Monthly or less,024ttimes a month) (=1), weekly (2 to 3
times a week) (=2), daily (4 or more times a we@ld). The variable about the days when
alcohol was used were categorised: Never (0), Sorast(1), weekdays (2), weekends (3)
and both (weekdays and weekends) (=4). The amdutvinks was computed and coded as
none (0), 1 to 5 drinks (1), 5 to 10 drinks (2) ddor more drinks (3). These variable was

the computed the same for alcohol use during pregna

Procedure
Following approval by principal and co-principavéstigators of the primary study and the

institutional ethics committee, the researcher erqul the raw data, through descriptive
analyses and began extracting required variableenswer the question of the sub-study.
Thereafter a code list (see Appendix 2) was cordpiléhe following dependent and

independent variables were identified, and eiteeoded or computed, as detailed above, to

meet the aims and objectives of the study:

Independent variables
Knowledge of alcohol effects on pregnancy, Socio-demographic profile

(Age, race, marital status, education, employmeitis, SES and reproductive health)

Dependent variables
Lifetime Alcohol use
Current alcohol use

Alcohol use pre-pregnancy and during pregnancy
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Data was analyzed using statistical software pazKagATA (version 11). The variables
were re-coded into categorical variables whereralbrar represented a category (e.g. male =
(1), female = (2).

Analysis
Univariate analysis was done on both the indepenaleth dependent variables to provide a

summary of knowledge of alcohol effects, alcohoévalence, and alcohol use during
pregnancy. Simple frequencies were used to cakudlat frequencies of each of the socio-

demographic characteristics.

Bi-variate analysis was conducted to show relahign®etween two variables (Knowledge
and alcohol use, AND socio-demographic profile almbhol use). Pearson chi-squared test
(¢ test) was used to determine the relationship (éstimt) between two categorical
variables (socio-demographic variables and alcawoisumption). Fischer exact test was
used for variables that had an expected frequehfiyeoor less. The odds ratios were used to
determine the strength of the association. Theststatl significance was calculated at 95%

confidence interval.
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CHAPTER 4: RESULTS

This chapter contains the results from univariatalysis by describing the frequencies of
socio-demographic characteristics, knowledge alfa\$, and alcohol use in general and
during pregnancy, by a sample of urban women. Hiteebivariate analysis was conducted
using the Pearson chi-squared and Fischer exdctoteetermine the relationship between
socio-demographic variables, knowledge about FA@reat use and use of alcohol during

pregnancy.

Socio-demographic profile
Table 1 below shows that (30%) of the women ingieaple, were in age group 18-24 years

(young adults), (38%) in age group of 25-34 yeadilts), and (32%) in the age group of 35-
44 years (older adults). These age groups aredbaisethe fact that younger and older
women may face varying physical and social risksie Tmajority of women were

Black/African (81%), in keeping with the racial glibution of Tshwane municipality in

2006. Eleven percent were Coloured and (7%) welataNThere was only one Indian
woman in the study sample, and were excluded frathér analysis. In terms of educational
level, (8%) of the women in the study had primaduaation, while the majority (78%) had

secondary education (grade 8-12). The remainingojI¥ad tertiary education.

In terms of marital status, (36%) of the women re&gub that they were married (either
legally, traditionally or cohabiting). Fifty nineepcent were unmarried, (either single or never
married). The remaining (5%) of the women indicatbdt they were either separate or

divorced (and not living with their partners).

Fifty eight percent of the sample was unemployeu|en40%) were employed either in part-
time or full-time employment; and (2%) were selfayed. In terms of SES levels (47%) of
the women in the sample had higher SES level (rthanme 6 items), (36%) of the women had

medium SES level and (15%) had lower SES level. par@ent was missing values.

In terms of reproductive health (comprised of paniscarriages and pregnancy outcomes),
table 1 below shows that (24%) of the women in shely had no children. Half of the
sample (50%) had between one to three children(28fb) had between four to six children.
The remaining one percent, reported to have sendnreore children. Fifteen percent of the

respondents had between 1 to 4 miscarriages, \(@1ikb) had no miscarriages. Two percent
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had between 5 or more miscarriages and the oté) (#as missing values. In terms of
pregnancy outcome (66%) of the women in the stuaty full-term pregnancies, (7%) had
pre-term pregnancy and (2%) had miscarriages. thesszero percent of the women reported
voluntary termination of pregnancy and (1%) stilithh The remaining (24%) were for

missing values.

Table 1: Socio-demographic profile of 606 urbamea of childbearing age

N %

(606)
Age (years)
18-24 182 | 30.0
25-34 230 | 38.0
35-44 194 | 32.0
Race
Black/ African 491 81.3
Coloured 67 11.1
White 45 7.4
Indian 1 0.2
Education
Primary 47 7.8
(Less than one year completed & Grade [1-
7)
Secondary 469 77.6
(Grade 8-12)
Tertiary 88 14.6
(degree, diploma, further studies
incomplete)
Marital status
Married 221 36.5
(legal/traditional married/co-habitation)
Unmarried 355 58.7
(single/never married)
Not living together 29 4.8
(divorced/widow/separate)
Employment status
Unemployed 351 58.1
Employed 241 | 39.9
(part-time/ full-time)
Self-employed 12 2.0
SES level | |
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Lower 91 15.0

Medium 221 36.5
Higher 283 | 46.7
Missing 11 1.8
Reproductive health

Parity

None 143 23.6
1-3 children 301 49.7
4-6 children 155 | 25.6
7-10 children 4 0.7
Missing 3 0.4
Miscarriage

None 491 81.0
1-4 93 15.3
5 or more 10 1.7
Missing 12 2.0
Pregnancy outcome

Full-term 402 66.3
Pre-term 40 6.6
Still-born 8 1.3
Voluntarily terminated pregnancy 1 0.2
Miscarriage 9 1.5
Missing 146 24.1

Knowledge about alcohol effects on unborn foetus
In terms of knowledge regarding alcohol effectsaorunborn foetus, (83%) of women in the

total sample reported that drinking alcohol durprggnancy can affect the unborn foetus.
Four percent reported that drinking alcohol durprggnancy has no effect on the unborn
foetus, while the remaining (7%) reported that tHelynot know the effects. Six percent was

missing values.

The results from the question on the effects obladt in pregnancy were categorised into
physical (physical growth, special facial featuaesl speech problems), mental (intelligence
ability and learning problems) and social (socialegration and behavioural problem)

setbacks. According to table 2 below (72%) of tleemen reported that alcohol use can result
in physical setbacks, while (15%) said the childuldonot have physical setbacks. Thirteen
percent were missing values. Sixty seven percquurted that alcohol use in pregnancy can
result in mental setbacks and (23%) said thatdtrdit. The remaining (10%) were missing

values. Fifty three percent of the women reporteat ailcohol can result in social setbacks.
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The results show that (33%) of the study samplerted that alcohol use will not result in

social setback. The remaining (14%) was missingesl

The same question on the effects of alcohol onranegy was used to determine the levels of
knowledge about FAS. The findings show that (35%he women had higher on knowledge
about FAS. The results indicate that (19%) had omadevels of knowledge and (31%) had

lower levels of knowledge about FAS. The remair(it¥sfo) were missing values.

Table 2: Knowledge about alcohol effects on unldoetus among urban women

N (606) %
Does drinking during pregnancy
have any effect on the unborn
foetus?
No 22 3.6
Yes/ sometimes 506 83.5
Don’t know 42 7.0
Missing 36 5.9
In what ways can a baby be
affected if the mother drinks
during pregnancy?
Knowledge Categories
Physical setback
No 93 15.3
Yes 436 72.0
Missing 77 12.7
Cronbach's alpha 0.76
Mental setback
No 138 22.8
Yes 405 66.8
Missing 63 10.4
Cronbach's alpha 0.75
Social setback
No 198 32.7
Yes 227 53.1
Missing 86 14.2
Cronbach's alpha 0.70
Knowledge level |
Cronbach's alpha 0.89
Low 208 34.3
Medium 217 36.0
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High 162 26.7
Missing 19 3.0

Alcohol use
Forty percent of the total sample (N=605) repotiade ever had a drink containing alcohol

in their lifetime, while the remaining, (60%) penteéhad no lifetime use of alcohol. Past
month (current use, N=161) findings show that thajamity of women had used alcohol
(75%) in the past month, (25%) had not used alcohthle past month.

Table 3: Lifetime and current alcohol use by woroénhildbearing age

N=606 %
Alcohol use
Lifetime use (N=605)
No 361 59.7
Yes 244 40.3
Current use (past month use) N=161
No 40 24.8
Yes 121 75.2
Pregnancy use (N=50)
No 34 68.0
Yes 16 32.0

Pregnancy Status
Table 4 below reveals that (5%) of the total sampldicated that they were currently

pregnant. Seventy one percent of the total sampke ot pregnant and one percent did not
know their pregnancy status. In terms of pregndnstory, thirty one percent of the women
were last pregnant more than five years prior ¢éodlirvey, (23%) were last pregnant between
2 and 5 years were while, (22%) were last pregiarihe previous year. The remaining
(24%) were missing data.
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Table 4: Pregnancy status of women during the study

N %
(606)

Pregnancy status
Not pregnant 432 71.3
Pregnant 29 4.8
Do not know 5 0.8
Missing 140 23.1
Last preghancy
0-1 year 135 22.3
2-5 year 137 22.6
> 5 year 188 31.0
Missing 146 24.1

Alcohol use 3 months pre- pregnancy
This section of the results used only the subsaropleomen who were pregnant. This

reduced the denominator significantly from 606 fb\women. The use of alcohol by this
subsample of women 3 months before they were pregaad after they knew they were
pregnant was determined by the frequency of usgs da which they drank, and number of
drinks. Three months before they were pregnango)s& the women used alcohol monthly,
(11%) used alcohol weekly and (6%) used daily, svhile remaining, (25%) did not use
alcohol at all in the 3 months preceding their pagy.

Table 5 below, which shows the pattern of drinkBgnonths pre- pregnancy, reveals that
(36%) of women drank sometimes. However, there @dear differential in the pattern of
drinking by weekdays and weekends, whereby, (34%opre-pregnant women drank on
weekends, while (4%) drank on weekdays. Nine peércigank on both weekdays and
weekends and the remaining (17%) never drank alctmaerms of the amount of alcohol
use 3 months before pregnancy, (58%) women dratvkele® one to four drinks (6%) drank
between five to nine drinks and (6%) consumed temore drinks. Thirty percent of the

women had not taken any drink containing alcohgdast 3 months prior to pregnancy.

Alcohol use in Pregnancy
The results from table 5 below show that the majoof women did not use alcohol in

pregnancy (68%), while (24%) used alcohol montliB%) used alcohol weekly and the

remaining (2%) used alcohol daily. As with alcoliske pre-pregnancy, there differential in
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the pattern of drinking by weekdays and weekerelsains. Firstly, the majority of women
(67%) indicated that they did not drink. Elevengest of women indicated that they drank
sometimes, (10%) drank on weekends, as oppose@%) indicated that they drank on
weekdays. The remaining (6%) used alcohol on batekdays and weekends after they
knew they were pregnant Examining the amount aladtthe women had after they knew
they were pregnant revealed that (26%) of the wormensumed one to four drinks
containing alcohol, (6%) reported drinking five tone drinks during pregnancy. The

remaining (68%) did not use alcohol in pregnancy.

Table 5: Alcohol use during pregnancy by womentuolidbearing age

Frequency of use before pregnancy

Often (N=48)

Never 12 25.0
Monthly 28 58.3
Weekly 5 10.4
Daily 3 6.3
Days on which alcohol was drunk (N=47)

Never 8 17.0
Sometimes 17 36.2
Weekdays 2 4.3
Weekends 16 34.0
Weekdays & Weekends 4 8.5
Amount (N=50)

None 15 30.0
1-4 drinks 29 58.0
5-9 drinks 3 6.0
10 or more drinks 3 6.0

Frequency of use during pregnancy

Often (N=50)

Never 34 68.0
Monthly 12 24.0
Weekly 3 6.0
Daily 1 2.0
Dayson which alcohol was drunk (N=48)

Never 32 66.7
Sometimes 5 10.5
Weekdays 3 6.2
Weekends 5 10.4
Weekdays & Weekends 3 6.2
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Amount (N=47)

None 32 68.1
1-4 drinks 12 255
5-9 drinks 3 6.4

10 or more drinks - -

Association between socio-demographic profile anduorent alcohol use
The association between socio-demographic variadohes current use was determined by

Pearson chi-squared (and Fisher exact) test. FiseRact test was usedhere the
contingency tables had small sample sizes and btiee cells in the table had a zero or less
than five in it. The strength of the associatiorsvghown by unadjusted odds ratio, and 95%
confidence interval.

Table 6 below shows that (74%) of women in the 4&@e group were current alcohol users,
while (26%) had not used alcohol in the past mor@i.the women in the 25-34 age group
(75%) had used alcohol in the past month, whil@4R8id not. Among the women in the 35-
44 age group (77%) were past month users of alca@oohpared to (23%) who abstained.
Odds ratio for 25-34 and 35-44 age groups were fOR1, Cl = 0.45-2.51; OR=1.2, CI
=0.50-3.04) respectively. Though there was nostta#il significance (p=0.89), this implies
that the women in these age groups are more likelyse alcohol in the past month than
women in the young adult group (18-24 years).

In terms of race, (80%) of Black/African women wegest month alcohol users, compared to
(20%) who had not used alcohol in the past monthoAg the Coloured women (71%) had
used alcohol in the past month, while (29%) had @ijtthe White women (68%) were
current alcohol users, (32%) were not. Black/ Afiavomen were more likely to use alcohol
in the past month as compared to Coloured (OR =@l 0.27-1.41) and White women
(OR=0.7, CI=0.52-1.31), although there no statstsignificance (p= 0.30). This is likely to
be a result of the fact that Black African womendeap the majority of the sample.

Table 6 below shows that of the women with primaducation (83%) were past month
users, (17%) had not used alcohol in the past mddtithe women who had secondary
education (77%) were past month users of alcohbilen(23%) were not. Among the
women with tertiary education, (68%) had used adtam the past month, while (32%) had
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not. The odds ratio for women with secondary amtiary education were (OR= 0.6,

Cl=0.07-5.83) and (OR= 0.4, CI=0.04-4.09) respatyiv This suggests that women with
secondary and tertiary education were less likelyge alcohol in the past month, than the
women with primary education. There was no stattsignificance between the education

and current alcohol use (p= 0.57).

The results show that (72%) of married women udedhal in the past month and (28%)
abstained. Seventy seven percent of unmarried wowere current users of alcohol
compared to (23%) who abstained. Of the women inoigl together with their partners

(77%) were current alcohol users, while (23%) weaoe Although, there was no statistical
significance between the marital status and curaéthol use (p= 0.83), the odds ratio for
unmarried women was (OR=1.3, CI=0.58-2.7) and women living with their partners

(OR=1.3, CI=0.35-4.54) respectively, implying thetmarried women and women not living

with partners were more likely to use alcohol istgaonth than the married women

Seventy percent of the unemployed women were cuusgrs of alcohol, while (30%) were
abstainers. Among the employed women (80%) had akmihol in the past month, (20%)
did not. All the sel—~employed women did not useohlbl in the past month. There was
almost statistical significance between the empleymstatus and current alcohol use
(p=0.06). The results show that there was an astsmei between employed women and
current alcohol use (OR = 1.78, CI= 0.86 — 3.70@)isTmeans employed women were more

likely to use alcohol in the past month than unewpedl women.

Of the women with lower SES (83%) had used alcahtthe past month, compared to (17%)
who did not. Seventy six percent of the women witdium SES were current alcohol users,
while (24%) were abstainers. Among the women witihér SES (74%) had used alcohol in
the past month, while (26%) abstained for past maitohol use. An odds ratio for medium
(OR = 0.64, CI=0.06-6.04) and higher SES level @R = 0.58, CI=0.06-5.17), suggesting
that women with medium and higher SES are les$yltikeuse alcohol in the past month than
the women with lower SES. However, there was ntissitzal significance between the SES

level and current alcohol use (p= 1.00).

Of the women with no children (77%) had used altahothe past month, compared to

(23%) who did not. Seventy one percent of the wowéh 1 to 3 children were current
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alcohol users, while (29%) were abstainers. Amdrggwomen with 4 to 6 children (83%)
had used alcohol in the past month, while (17%}aited. All the women with 7 to 10
children (100%) had used alcohol in the past morh. odds ratio for women with 1 to 3
children was (OR = 0.7, Cl= 0.31- 1.67), suggestimag they were less likely to be current
users of alcohol and women with 4 to 6 childreneverore likely to use alcohol in the past
month (OR=1.5, CI=0.45-4.84) than women with noldren. However, there was no

statistical significance between the parity andeniralcohol use (p= 0.53).

The results show that (78%) of women who had naanitages had used alcohol in the past
month and (22%) abstained. Sixty nine percent efwlomen who had 1 to 2 miscarriages
were current users of alcohol compared to (31%) albgiained. Among the women who had
3 or more miscarriages (60%) were current useedaafhol, while (40%) did not. Although,
there was no statistical significance between thscanriage and current alcohol use (p=
0.31), the odds ratio for women with one to two ahdee or more miscarriages were
(OR=0.6, CI=0.26-1.46 and OR=0.4, CI=0.07-2.65peesively. This implies that women
with one to two and three or more miscarriages wesg likely to use alcohol in past month

than the women who had no miscarriage.

Table 6 below shows that of the women who hadtérlh pregnancy outcome (74%) were
past month users, (26%) had not used alcohol ip&sé month. Of the women who had pre-
term pregnancy outcome (92%) were past month usieedcohol, while (8%) were not.
Among the women who had still-birth, (25%) had usdtbhol in the past month, (75%)
abstained. All the women who had voluntarily teration of pregnancy were current alcohol
users. There was statistical significance betwlerptegnancy outcome and current alcohol
use (p= 0.05). The odds ratio for pre-term preggautcome had shown strong association
(OR= 4.22, CI=0.52-34.17) with current alcohol tisan full-term pregnancy outcome. The
odds ratio for still-born was (OR= 0.11, Cl= 0.018). This implies that women who had
pre-term pregnancy outcome were more likely toureent users of alcohol and women who
had still-birth were less likely to use alcoholtie past month compared to women who had

full-term pregnancy.
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Table 6: Association between socio-demographicgl@rand current alcohol use

Current P-value OR P-value
Alcohol (95% ClI)
Use (N)
Age % No Yes 0.89 0.89
(N)
18-24 26.5% 73.5% 1 (Reference)
(13) (36)
25-34 25.4% 74.6% 1.0€ 0.9C
(15) (44) (0.45 - 2.51)
35-44 22.6% 77.4% 1.2¢ 0.6t
(12) (41) (0.50 — 3.04)
Race 0.30" 0.30
% (N)
Black/ African 19.7% 80.3% 1 (Reference)
(16) (65)
Colourec 28.6% 71.4% 0.61
(14) (35) (0.27 —1.41)
White 32.3% 67.7% 0.71
(10) (21) (0.52 - 1.31)
Education 0.57 0.54
% (N)
Primary 16.7% 83.3% 1 (Reference
) ®)
Secondary 23.4% 76.6% 0.65 0.70
(29) (95) (0.07 —5.83)
Tertiary 32.3% 67.7% 0.42 0.45
(10) (21) (0.04 — 4.09)
Marital 0.83
status
% (N)
Married 28.0% 72.0% 1 (Reference)
(14) (36)
Unmarriec 23.4% 76.6% 127 0.54
(22) (72) (0.58-2.7)
Not living 23.5% 76.5% 1.2¢ 0.7z
together 4) (13) (0.35-4.54)
Employment 0.06
status
% (N)
Unemployed 29.9% 70.1% 1 (Reference)
(23) (54)
Employed 19.3% 80.7% 1.78
(16) (67) (0.86 — 3.70)
Self-employet 100% 0.0%
@ )
SES level | | | 100 | |
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% (N)
Low 16.7% 83.3% 1 (Reference
@) ®)
Medium 23.9% 76.1% 0.64 0.69
(11) (35) (0.06 - 6.04)
High 25.7% 74.3% 0.58 0.6z
(27) (78) (0.06 —5.17)
Reproductive
health% (N)
Parity 0.53
% (N)
None 22.7% 77.3% 1 (Reference)
(10) (34)
1-3 childrer 29.1% 70.9% 0.71
(25) (61) (0.31-1.67)
4-6 children 16.7% 83.3% 1.47
(5) (25) (0.45-4.84)
7-10 childret 0.0% 100%
) @)
Miscarriagt 0.31
% (N)
None 22.0% 78.0% 1 (Reference)
(27) (96)
1-2 31.2% 68.8% 0.€2
(10) (22) (0.26 — 1.46)
3 or mort 40.0% 60.0% 0.4z
(2 3 (0.07 — 2.65)
Pregnancy 0.05 0.03
outcome +
% (N)
Full-terrr 26.0% 74.0% 1 (Reference
(25) (71)
Pre-term 7.7% 92.3% 4.22
(1) (12) (0.52 — 34.17)
Still-born 75.0% 25.0% 0.11
3) (1) (0.01-1.18)
Voluntary 0.0% 100%
termination 0) (2
pregnancy

*Fischer's exact test
**Chi-squared test

Association between knowledge about FAS and curremicohol use
Table 7 below shows that all the women with no kiealge about alcohol effects on an

unborn foetus, were past month alcohol users (10@®f}he women with knowledge about

alcohol effects on an unborn foetus, (73%) wereerurusers of alcohol, while (27%) were
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abstainers. Of the women who did not know aboubhalt effects on unborn foetus were
100% current users of alcohol. There was almostisttal significance between the

knowledge about alcohol effects on unborn foetuwsa@nrent alcohol use (p= 0.08).

The results show that (78%) of the women with loweowledge were past month alcohol
users, compared to (22%) who abstained. Among tmem with medium knowledge (75%)
had used alcohol in the past month, while (25%) hatl Of the women with higher
knowledge (71%) were current alcohol users, (29%ewiot. The strength of the association
for the women with medium knowledge level was (OR82, Cl =0.34-1.95) and for higher
knowledge level (OR=0.68, Cl= 0.25-1.84). This imaplthat women with medium and
higher knowledge level were less likely to use hA@dan past month than the women with
lower knowledge. There was no statistical signifiza between the knowledge level and

current alcohol use (p=0.75).

Table 7: Association between knowledge about thecebf alcohol use during pregnancy
and current alcohol use

Current P-value OR P-
Alcohol Use (95% CI) value
(N) *
Knowledge No Yes 0.0¢ 0.5z
guestion
%
(N)

No 0.0% 100%
(0) 9)

Yes 27.2% 72.8% 0.67
(40) (107) (0.19 - 2.36)

Don't know 0.0% 100%
) ©)]

Knowledge 0.75 0.58
Level

% (N)

Lower 21.7% 78.% 1
(10) (36) (Reference)

Medium 25.3% 74.7% 0.82
(19) (56) (0.34-1.95)

Higher 29.0% 71.0% 0.68
(11) (27) (0.25-1.84)

*Fischer's exact test
**Chi-squared test

Association between socio-demographic profile anda@hol use during pregnancy
Table 8 below shows that (37%) of women within 1824 age group were users of alcohol

during pregnancy, (63%) were not. Of the womerhim 25-34 age group (41%) had used
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alcohol during pregnancy, while (59%) did not. Argathe women in the 35-44 age group
(20%) were users of alcohol during pregnancy, caosgpdo (80%) who not users. The
women in age group 25-34 (OR= 1.1, CI=0.22-6.1@) raore likely to use alcohol during
pregnancy and women in age group 35-44 years (OR2Z Cl=0.07-2.53) are less likely to
use alcohol during pregnancy than women in thegagep 18-24 years. However, there was

no statistical significance between age and alcakelduring pregnancy (p=0.31).

The results show that (41%) of Black/African womemrre users of alcohol during
pregnancy, compared to (59%) of the remaining Bladmen in the sample, abstained.
Among the Coloured women (33%) had used alcohplégnancy, while (67%) had not. Of
the White women (10%) were users of alcohol dugregnancy, (90%) were not. Although,
there was no statistical significance (p= 0.26§ @oloured (OR= 0.72, CI=0.20-2.64) and
White (OR=0.16, CI=0.02-1.50) women were less {ikel be users of alcohol in pregnancy
than their Black/African counterparts. However,sthinay also be a reflection of the

overwhelming majority of Black African women in tesample.

The findings below shows that of the women withmaiy education (20%) were users of
alcohol during pregnancy, (80%) were abstainers.tl@f women who had secondary
education (35%) were users of alcohol during pragpawhile (65%) were not. Among the
women with tertiary education, (20%) had used adtaluring pregnancy, while (80%) did

not. The odds ratio for tertiary education was (OR6, Cl =0.04-21.17) and secondary
education (OR= 2.1, CI=0.04- 22.17) was stronglgoamted with alcohol use during

pregnancy. This implies that women with secondalycation are more likely to use alcohol
during pregnancy than women with primary educatiimere was no statistical significance

between the education and alcohol use during pregn@= 0.76).

The results show that (36%) of married women udedhal during pregnancy and (64%)
abstained. Thirty percent of unmarried women wesersal of alcohol during pregnancy
compared to (70%) who abstained. Of the women inaigl together with their partners
(20%) were users of alcohol during pregnancy, wsi@%) were not. The odds ratio for
unmarried women were (OR= 0.76, Cl=0.22-2.65) andnen not living with their partners
(OR=0.43, CI=0.04-4.62), respectively. This implidat unmarried women and women not

living with their partners were less likely to uakeohol during pregnancy than the married
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women. However, there was no statistical signifoteabetween the marital status and alcohol

use during pregnancy (p= 0.83).

Thirty eight percent of the unemployed women wesers of alcohol during pregnancy,
while (62%) were abstainers. Among the employed @orf25%) had used alcohol during
pregnancy, (75%) did not. One hundred percent ifemployed women abstained from
alcohol during pregnancy. The odds ratio for emplegt status was (OR = 0.50, CI= 0.15-
1.65), suggesting that employed women were lesdylito use alcohol during pregnancy,
than the unemployed women. There was no statistigaificance between the employment

status and alcohol use during pregnancy (p= 0.57).

Of the women with lower SES (40%) had used alcdloing pregnancy, compared to (60%)
who did not. Thirty one percent of the women withdium SES were users of alcohol during
pregnancy, while (69%) were abstainers. Among tbmean with higher SES (32%) had used
alcohol during pregnancy, while (68%) abstained.oflds ratio for SES level suggests that
women with medium (OR= 0.68, CI=0.08-5.44) and bigfOR=0.71, CI=0.10-5.02) SES

were less likely to use alcohol during pregnan@ntthe women with lower SES. However,
there was no statistical significance between &8 &vel and alcohol use in pregnancy (p=
1.00).

Of the women who with no children (33%) had usexblabl during pregnancy, compared to
(67%) who did not. Thirty nine of the women withtd 3 children were alcohol users in
pregnancy, while (69%) were abstainers. Among tbenen with 4 to 6 children (17%) had
used alcohol during pregnancy, while (83%) absthidl the women with 7 to 10 children
(100%) had used alcohol during pregnancy. An oddis for women with 4 to 6 children
were (OR= 0.40, CI= 0.26-5.96) and women with Btohildren (OR=1.3, CI=0.10-16.0),
respectively. Women with 4 to 6 children were I&&sly to be users of alcohol during
pregnancy, while women with 1 to 3 children wererendikely to use alcohol during
pregnancy than women with no children. Howeverrdhe@as no statistical significance

between the parity and alcohol use during pregngorey).14).
The results show that (34%) of women who had nacanigsages had used alcohol during

pregnancy and (66%) abstained. Twenty three peroérthe women who had 1 to 2

miscarriages were users of alcohol during pregnarmypared to (77%) who abstained.
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Among the women who had 3 or more miscarriages {5@%e users of alcohol during
pregnancy, while (50%) did not. The odds ratio immen with 1 to 2 miscarriages (OR=
0.58, CI=0.51-2.27) were less likely to use duripgegnancy than women with no
miscarriage. There was strong association betweegnem with 3 or more miscarriages (OR=
1.9, CI=0.23-15.58) than women who had no miscgesa This implies that women with 3
or more miscarriages were more likely to use altdboing pregnancy than women who had
no miscarriage. There was no statistical signifoeabetween the miscarriage and alcohol use

during pregnancy (p= 0.52).

Table 8 below shows that of the women who hadtérlh pregnancy outcome (37%) were
alcohol users during pregnancy, (68%) had not.h@fwomen who had pre-term pregnancy
outcome (18%) were users of alcohol during pregnamdile (82%) were not. All the
women who had still-birth, (100%) had abstainednfrasing alcohol during pregnancy. All
the women who had voluntarily termination of preggy were users of alcohol during
pregnancy. The individual variables show that preat pregnancy outcome had shown less
than one odds ratio (OR= 0.38, Cl= 0.70-2.01). Timplies that women who had pre-term
pregnancy outcome were less likely to be user$cohal during pregnancy than women who
had full-term pregnancy outcome. There was no stiedi significance between the

pregnancy outcome and alcohol use during pregng¥9.22).

Table 8: Association between socio-demographic8l@rand pregnancy alcohol use

Alcohol Pregnancy P-value OR P-
Use (N) (95% CI) value
Age % 0.31 0.31
(N)
18-24 62.5% 37.5% 1
(5) (3) (Reference)
25-34 59.1% | 40.9% 1.1 0.87
(13) (9) (0.22 -6.10
35-44 80.0% 20% 0.4 0.34
(16) (4) (0.07 - 2.53
Race 0.2¢ 0.17
% (N)
Black/ African 59.1% 40.9% 1
(13) (9) (Reference)
Coloured 66.7%| 33.3% 0.72 0.62
(12) (6) (0.20 — 2.64)
White 90.0% 10.0% 0.16 0.11
(9) (1) (0.02 — 1.50)
Education 0.7€ 0.64
% (N)

40



Primary 80.0% 20.0% 1
(4) (1) (Reference)
Secondary 65.0% 35.0% 2.15 0.51
(26) (14) (0.21 -
21.17)
Tertiary 80.0% 20.0% 1.0C 1.0C
4 1) (0.04 -
22.17)
Marital status 0.83 0.75
% (N)
Married 63.6% 36.4% 1
(14) (8) (Reference)
Unmarriec 69.6% 30.4% 0.76 0.67
(16) @) (0.22 - 2.65)
Not living 80.0% 20.0% 0.43 0.49
together 4) (D) (0.04 - 4.62)
Employment 0.57 0.34
status
% (N)
Unemployed 62.1%| 37.9% 1
(18) (11) (Reference)
Employec 75.0% 25.0% 0.5C 0.3t
(15) (5) (0.15-1.92)
Selfemployet | 100% 0.0%
@) ©)
SES level 1.00 0.93
% (N)
Low 60.0% 40.0% 1
3) (2 (Reference)
Medium 68.8% 31.3% 0.68 0.7z
(11) (5) (0.08 - 5.44)
High 67.9% 32.1% 0.71 0.73
(19) (9) (0.10-5.02)
Reproductive
health% (N)
Parity 0.14 0.2t
% (N)
None 66.7% 33.3% 1
2) (D) (Reference)
1-3 children 60.7%| 39.3% 1.3 0.84
a7 (11) (0.10-
16.04)
4-6 childrer 83.3% 16.7% 040 0.51
(15) 3 (0.26 — 5.96)
7-10 children 0.0% 100%
Q)] @
Miscarriage 0.52 0.54
% (N)
None 65.5% 34.5% 1
(19) (10) (Reference)
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1-2 76.5% 23.5% 0.50 0.44
(13) 4 (0.15-2.27)
3 or more 50.0% 50.0% 1.90 0.55
2 2 (0.23 -
15.58)
Pregnanc 0.27 0.22
Outcome
% (N)
Full-term 62.9% 37.1% 1
(22) (13) (Reference)
Pre-term 81.8% 18.2% 0.3¢ 0.2f
(9) (2) (0.70 — 2.01)
Still-borr 100.0% 0.0%
(©)] (0)
Voluntary 0.0% 100%
termination 0) (D)
pregnancy

*Fischer's exact test

Association between knowledge about FAS and alcohase during pregnancy
The results show that (20%) women with no knowledigeut alcohol effects on an unborn

foetus were users of alcohol during pregnancy, ev{80%) were abstainers. Of the women
with knowledge about alcohol effects on an unbayaetds, (34%) were users of alcohol
during pregnancy. There was strong association destwwomen with knowledge about
alcohol effects on an unborn foetus (OR= 2.10, C21- 20.19) and alcohol users during
pregnancy. This implies that the women with no kiealge about alcohol effects on unborn
foetus are less likely to use alcohol during pregya than women with knowledge.

However, there was no statistical significance leetwvthe knowledge about alcohol effects

on unborn foetus and alcohol use during pregnasey(p= 0.47).

Table 9 below shows that (38%) of the women witlvdo knowledge of alcohol effects on
foetus were alcohol users during pregnancy, wiBik84) were abstainers. Among the women
with medium knowledge (15%) had used alcohol dugregnancy, while (85%) had not. Of
the women with higher knowledge (50%) were alcals®rs during pregnancy, (50%) were
not. The women with medium knowledge level (OR=00.21=0.21-20.19) were less likely
to use alcohol during pregnancy than women withelownowledge level. However, the
women with higher knowledge level were more (ORS$, ICI=0.36-7.07) likely to use
alcohol during pregnancy, than women with lower Wilenlge level. There was almost
statistical significance between the knowledge ll@ral alcohol use during pregnancy (p=
0.08).
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Table 9: Association between knowledge about th8 BAd alcohol use during pregnancy

Alcohol Pregnancy | P-value OR P-value
Use (N) (Fischer’ (95% CI)
s exact)
Knowledge No Yes 0.47* 0.51
guestion
%
(N)
No 80.0% 20.0% 1 (Reference)
(4) €]
Yes 65.9% 34.1% 2.07
(29) (15) (0.21-20.19)
Knowledge 0.0¢ 0.0€
Level
% (N)
Lower 61.5% 38.5% 1 (Reference)
(8) (5)
Medium 85.0% 15.0% 0.2
(17) 3) (0.05- 1.48)
Highel 50.0% 50.0% 1€
(8) (8) (0.36- 7.07)

*1 Sided Fischer's Exact test
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CHAPTER 5: Discussion AND Conclusion

This study aimed to determine the relationship ketwknowledge about the effects of
alcohol on pregnancy and alcohol use in general,imrpregnancy. It was premised on the
Health Belief Model, a theoretical framework exphgr the constructs of perceived
susceptibility and severity in relation to alcohusle. In addition to the socio-demographic
measures, other measures included: assessing ldgsvief alcohol effects on pregnancy,
current use and use in pregnancy. The knowledg&blarincluded a single response
knowledge question and a knowledge scale on alcetfietts; lifetime and current use and

frequency of alcohol use, in pregnancy.

Socio-demographic profile of the sample
Univariate analysis revealed that the majority & twomen in the sample were

Black/African women (81%); between the ages in délge group 25-34 years. The racial
distribution is in line with that of the Tshwane Maipality, and national demographic
statistics (Statistics South Africa, 2010). Oftakk women in the sample, majority, (77%) had

secondary education (grade 8 -12) and were singheet married).

In accordance with the Labour Force Survey (LFSpremthan a decade of trend data
consistently record women as having higher unenméoy rates compared to men. In 2010,
of the total increase in unemployment (145 000g tmemployment rate for women
increased by a staggering (77%), (Statistics Sddtita, 2010). This is reflected in the
present study, where, (58%) of the sample were plwmed. In spite of high unemployment
rates, forty seven percent of women indicated hi@teS status. This could be due to either a
methodological limitation of using only an assetigator as a proxy measure for SES, or
may in fact reveal that despite being unemployerhabd South African women may be
acquiring assets through other means. Recent ofsdzas revealed the existence of
transactional sex, (Dunkle, Jewkes, Brown, Graylnitgre & Harlow, 2004) as one means

of acquiring assets. In the context of risky dmkithis is a plausible explanation.
The reproductive history of these women showsriggority of the women had between 1 to

3 children, despite being unmarried. This in kegpivith the parity levels among Black

South African women, (Coovadia, et al. 2009) whgriéghis not uncommon to have a child
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out of wedlock. Of the women in the sample, a mijdB1%) of them had no miscarriages
as indicated by the fact that they had full-terregorancy outcomes.

In terms of knowledge, findings revealed that thearmty of women knew that alcohol has
some effect on the unborn foetus. However, the kedge of the different types of effects,
(physical, social and mental) differed. Most wonssemed to lack knowledge on mental
setbacks for the child compared to physical andatsetbacks respectively. This is notable,
as the link between physical and mental setbac&sirdertwined, whereby brain damage
caused by alcohol use during pregnancy leads tdansetbacks (NIAA, 2008). This brain

damage can occur as early as 6 weeks in pregn@ayén 1996). One explanation for this
may be due to the intangible nature of mental skkbaarly on in pregnancy and after birth.
Hence, women may not perceive their child to beskt The physical setbacks were shown
to be well known by the women compared to socidl mental setbacks. This is in keeping
with the theoretical argument informed by the HBMIdy this thesis, which argues that if a
person does not perceive a real threat or riskemselves or their foetus, they are unlikely to

engage in a healthy behaviour.

Current Alcohol use
More than half of the women in the study had udedhml in their lifetime and a staggering

(76%) used alcohol at a risky level (1-4 drinksihie 3 months prior to pregnancy. Thisis a
common pattern of drinking among women in Southio&fr whereby, in spite of drinking

less on average, than men, they drink at riskyl¢egad particularly on weekends, (Parry,
2005a; Parry 2007/2008). The fact that the majaritthe sample drank at risky levels (58%)
pre-pregnancy suggests that women in this urbamleaane at a risk of an alcohol exposed
pregnancy. This is reflective of the South Afriganofile (Morojele, et al. 2010) and points to

the need for a focus on urban/rural differencedrinking patterns and consequent prevention

planning.

Alcohol use in Pregnhancy
Given that the number of people who were pregmattiis study was very low, the following

results should be interpreted with caution. Of tibtal number of pregnant women (N=29),
(24%), indicated using alcohol monthly, (6%) indeth using alcohol weekly and the
majority (68%) did not use alcohol in pregnancyvelal studies show that reported

consumption during pregnancy is usually lower theerpregnancy levels (Alvik et al., 2006;
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Bruce et al.,, 1993). This is reflected in this stu@hough the small numbers limit the
researcher’s ability to conclude this, it is notikely that for the women who were pregnant,
reported consumption is likely to be lower. On diker hand, Zammit et al., (2008), found
that patterns of drinking pre-pregnancy are likelyeflect patterns in pregnancy. The present
study reflects this somewhat, whereby, the womeyoth pre-pregnancy and pregnancy were
highest monthly users of alcohol respectively.dditon, the women who indicated drinking
“sometimes” and on “weekends, also reflect sinfiladings of those who in pregnancy. [The
women consumed 1 to 4 drinks in both pre-pregndb8%o) and during pregnancy (26%)].
However, larger samples of pregnant women may yiebde conclusive findings about this

pre and in pregnancy patterns.

Association between socio-demographic profile andioent alcohol use
The women in the age group 25-34 were shown tchbehighest current users of alcohol

generally, followed by women of 35-44 years and248years respectively. This is keeping
with both South African (May et al., 2008) and mi&ional studies, (Center for Disease
Control, 2009) on prenatal alcohol use, which sitbwemen older than 30 years to be the
highest alcohol users. The findings of this stuefiect this pattern somewhat.

In terms of race, Black African women were the legfhcurrent consumers of alcohol. This is
contrary to Parry (2007/2008) that found that bedujoured and White was a risk factor for
alcohol use among urban women. However, thesenfysdare in keeping with the racial
distribution of the sample in this urban area. Feistudies with a more comparable number

of women representing each race group may yiefdreift findings.

The women who were single, with higher levels aiaation, who were employed and from
a higher SES were shown to be the highest curreetsuof alcohol.Most notably,
employment status was statically significant forreat alcohol use. This is not surprising,
given that this profile of women are likely to haaecess to more disposable income, be able

to access alcohol more easily and be part of akoiccle of people who drink.

Regarding reproductive history, the women who had B children were shown to be the
highest current users of alcohol, followed by wometih no children, 4 to 6 children and 7
to 10 children respectively. The women with no raisiages were shown to be the highest

current users of alcohol, followed by women who Hatb 2 miscarriages and 3 or more

46



miscarriages respectively. Not surprisingly, thenvenm with one, two, three or more
miscarriages were less likely to use alcohol ingast month. This could the explained by the
susceptibility construct of HBM, that state thataifperson believes they to be in some
jeopardy to their health or that of their foetuseyt are unlikely to engage in a risky

behaviour.

This is further reinforced by the finding that womeho had full-term pregnancy outcomes
were shown to be the highest current users of alcédilowed by women who had pre-term,
voluntarily termination of pregnancy and still-bgoregnancy outcome, respectively. In this
case, women who had full-term pregnancies werelikely to perceive a threat to use of
alcohol during their childbearing years becausere¥ious successful pregnancy outcomes,
as compared to those women who were pre-term, nated or had still births. Most notably,
pregnancy outcome was statically significant forreat alcohol use, whereby women who
had pre-term pregnancy outcome were more likelyet@urrent alcohol users. This supports
that hypothesis that when severity (perceived al)lis high, then a person is less likely to

engage in the risky behaviour.

Association between socio-demographic profile andahol use in pregnancy

With the exception of marital and employment stathe socio-demographic characteristics
of the women’s current use of alcohol reflectedilsimpatterns for pregnancy, What this
means, is that Black women aged between 25-34 yddr who were more educated, and
from a higher SES, were more likely than younged afder women to use alcohol in
general. The differences of use in pregnancy degedk to marital and employment status
only, whereby married women, who were unemploye@r@tmore likely to use alcohol in
pregnancy than their unmarried, employed count&sp&yhile more research with bigger
samples of pregnant women is required to make aeive arguments, the researcher argues
for one potential reason for this finding. The angunt is that, living with a partner who
drinks and who is likely to provide some level ntome, is likely to impact on their own
drinking patterns. The former argument is suppotigda previous study (Morojele, et al.
2010).

Association between knowledge of alcohol use and €Zent use

In terms of, the relationship between, knowledgethe# effects of alcohol on an unborn

foetus, and current use, findings revealed almiasistically significant results. Women who
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knew of the effects were shown to be the higheseati users of alcohol, compared to those
with no knowledge. In terms of knowledge levels,mvem with higher knowledge were the

highest current users of alcohol, followed by wonwveth medium and lower knowledge

respectively. This is a curious finding, and sigygehat knowledge alone is not sufficient to
deter women from using alcohol in general. Previeesearch has been criticized for not
paying sufficient attention to the multiple factomsfluencing behaviour change (Noar,

Zimmerman, 2004). Thus, this study reinforces tleedn for further research into the
determinants of alcohol use, both in general, angriegnancy. It concludes that while
education is an important influencing factor fortedeining behaviour, and perceived
susceptibility and severity are important consgudot determining behaviour, they may play

a meditational rather than a determining role.

Though there was almost statistical significancevben knowledge levels and alcohol use
during pregnancy, this is likely to be the restltree small number of pregnant women in the
current sample. Future research will benefit frofoais on bigger sample sizes of pregnant

women and likely yield more conclusive results dlibase associations.

Limitations and Future Directions

This study has a few limitations, worthy of mentiommely, the use of self- report
guestionnaires suggests that, participants may aaseered in a socially desirable manner.
Given the fact that alcohol use among women, amticpéarly pregnant women is considered
taboo, there is an increased likelihood of womeswaaming in a socially desirable manner. A
cursory glance of the total numbers for questietasted to alcohol use in pregnancy revealed
that in some cases, numbers varied between 29 @midmen. While this may suggest some
variation in understanding the pregnancy-relatedstjans, it may also be symptomatic of

under-reporting, due to stigma.

A further limitation of this study relates to relchlas and potential misunderstanding of the
guestions related to current status of pregnanclythair last pregnancy. As a secondary
study the researcher was unable to ensure than#mner in which questions were asked

would directly answer the questions of this thesis.

Finally, the small sample size of pregnant womerthia study restricts the researcher in
drawing conclusions about the associations betw#en independent and dependent

variables. Future studies will benefit from mucigkr sample sizes to draw more convincing
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conclusions. This study is however, a useful stgrgpoint for understanding the socio-
demographic profile of urban women in relation koohol use in general in pregnancy; and
the relationship between knowledge of alcohol ¢ffemd use in general and in pregnancy.

The available findings suggest the need for urloaal'specific prevention planning.
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APPENDIX 2: Code List

Appendix A

CODE LIST
The secondary data analysis will use this code list to recode the variables to meet the
needs of the analysis. The interviewer numbers from the primary study will be recoded

to 1-606 for the secondary data analysis.

Independent variable

1. Does the drinking of alcohol during pregnancy have any effcct on the unborn

fetus?

No D 0 Yes/sometimes D 1 Do not know D 2

1.2. In what ways can a baby be affected if a mother drinks in pregnancy?
Physical setback No D 0 Yes D 1

(Physical growth, special facial features, speech problems)

Mental setback ~ No |:| 0 Yes D 1

(Intellectual ability, learning problems)

Social setback ~ No D 0  Yes Dl

(Social integration, behavioral problems)

1.3 From the above questions a knowledge categorical variable will be coded as
follows:
Equal to one and less than zero will be regarded as low level of knowledge = 0. At two

and three will be considered high level of knowledge = 1.

Low level of knowledge D 0

0)

Middle level of knowledge D 1
(1-2)

High level of knowledge ‘:l 2
(3)

56



N

2.1. How old are you? in years

The numeric age variable will be recoded into a categorical variable as follows:

Age

1830 ] 1
31-44 ] 2

2.2. What is the highest level of education you have passed?

The education status will be categorized into the following groupings:

Education

Preprimary (less than one year completed) D 0
Primary (Grade 1-7) D 1
Secondary (grade 8-12) D 2
Tertiary (degree, diploma, further studies incomplete) D 3

Marital status

2.3. What is your current marital status? D

The following variables will be will be categorized into groups:
Married/cohabitation 1

(Legally married, traditionally married and living with man or woman in union)

Unmarried D 2
(Single/never married)
Not living together D 3

(Divorced/widow/separate)
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2.4. Which race group do you consider yourself to belong to?

The race variable will be coded as:

Race

Black/African D 1
Coloured D 2
White D 3
Asian/Indian D 4

2.5. Which of the following describes your current employment status?
The employment status variable will be classified as unemployed, employed and self-

employed.

Employment status
Unemployed D 0

Employed D 1

(Part time and full time)
Self-employed l:] 2

2.6. Does your house have?

There were eight assets and commodities listed items: Electricity, radio, television,
telephone, fridge, computer, washing machine and cell phone. Less than five will be
regarded as low socio-economics status (SES) = 0. Five and more items will be
considered high socio-economic status (SES) = 1.

Socio-economics status (SES)

(Any asset and commodity)

0-2 items D 0
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Low SES

3-5 items D 1

Middle SES
6-8 items D 9

Middle SES

Reproductive health history (pregnancy experiences)

How many children have you given birth to in your lifetime?

None D 0
1-3 children D 1

Low parity

4-6 children D 2

Middle parity

7-10 children D 3
High parity

How many miscarriages have you had in total, if any?

None D 0
1to2 D |
3to4 D 2

S or more D 3

What was the outcome of the pregnancy?

Full-term D 1
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Pre-term (premature) D 2

Still-born D 3

Voluntarily terminated pregnancy D 4
Miscarriage D S

Dependent variables

i 1. Alcohol use.

Lifetime alcohol use
1.1. Have you ever had a drink containing alcohol?
No D 0 (Exclusion criteria)

Yes D 1 (Inclusion criteria)

Current alcohol use

1.2. Do you still take a drink with alcohol sometimes?

No D 0
Yes D 1

1.3. How often do you have a drink containing alcohol?

The coding will remain the same.

>= Monthly D 1

2 to 4 times a month D 2

2 to 3 times a week D

(O8]
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4 or more times a week D 4

1.4. How many days have you drunk alcohol during the past month?
The data will be dichotomized into categories.

No. of days

0-5 BE
6-10 []1

11-25 D 2
26-30 D 3

Alcohol use in pregnancy

1.5. How many months pregnant are you right now?

In this study the answers for pregnancy months will be categorized into trimesters.

Not pregnant D 0

1* trimester I_—_] 1

(1-3 months)

2" trimester D 2

(3-6 months)

3" trimester D 3

(7-9 months)

Don’t know D 4

1.6. When last were you pregnant?

The answers will be recoded by having three categories.

61



0-1 year D 1
2-5 years |:] 2

> =13 years D 3

1.7. Did you plan to stop drinking because of the pregnancy?

The coding will remain the same as the in the primary study except that not applicable.

Yes D 1
N [] o

Pattern of alcohol use: before and after knowing about the pregnancy

1.8. During the three months before you became pregnant how often did you drink?

Never D 0
Monthly [] 1

(Monthly or less, 2 to 4 times a month)

Weekly |:| 2

(2 to3 times a week)

Daily l:' 3

(4 or more times a week)

1.9. During the three months before you became pregnant, on what days did you

drink?

Never D 0
Sometimes D 1
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Weekdays only D 2

Weekends only D 3

Both D 4

(Weekends and weekdays)

1.10. During the three months before you became pregnant, how many drinks

containing alcohol did you have on a typical day when you were drinking?

Binge drinking

The data will be recoded into the following.

None [:\ 0
1-5 D 1

10 or more \:‘ 3

1.11._After you knew you were pregnant how often did you have a drink

containing alcohol?

Never D 0
Monthly D 1

(Monthly or less, 2 to 4 times a month)

Weekly [] 2

(2 to3 times a week)

Daily D 3(4 or more times a week)
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1.12._After you knew you were pregnant on what days did you drink alcohol?

The coding will be done in this way.

Never I:I 0
Sometimes D 1

Weekdays only l:‘ 2
Weekends only D 3
Both D 4
(Weekends and weekdays)

1.13._After you knew you were pregnant how many drinks containing alcohol did

you have on a typical day when you were drinking?

Binge drinking

The numerical variable will be recoded into a categorical variable this way.

None D 0

10 or more D 3

1.14. Have your ever been told that a child of yours has fetal alcohol syndrome?
In this data, the not applicable will not be included.
No D 0
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UNIVERSITY OF THE WITWATERSRAND, JOHANNESBURG
Division of the Deputy Registrar (Research)

HUMAN RESEARCH ETHICS COMMITTEE (MEDICAL)
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CLEARANCE CERTIFICATE M10105
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Unless otherwise specified this ethieal clearance is valid for S years and may be renewed upon
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DATE 29/10/2010 CHAIRPERSON ..ot it e
(Professor PE Cleaton-Jones)

*Guidelines for written ‘informed consent’ attached where applicable
cc: Supervisor : Leane Ramsoomar

DECLARATION OF INVESTIGATOR(S)

To be completed in duplicate and ONE COPY returned to the Secretary at Room 10004, 10th Floor,
Senate House, University.
I/We fully understand the conditions under which 1 am/we are authorized to carry out the abovementioned
research and I/we guarantee to ensure compliance with these conditions. Should any departure to be
contemplated from the research procedure as approved /we undertake to resubmit the protocol to the
Committee. 1 agree to a completion of a vearly progress report.

PLEASE QUOTE THE PROTOCOL NUMBER IN ALL ENQUIRIES...
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