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ABSTRACT
Introduction: Globally, more than 20 million infants are born with Low Birth Weight and a

larger proportion of these concentrating in Asia and Africa. Africa has a reported incidence of
14.3 %.Children born with low birth weight are more likely to die prematurely compared to
infants of normal birth weight. Likewise, these children experience more morbidity, both in the
short and long term. Therefore, it is clear that low birth weight represents a heavy burden for

healthcare services worldwide.

Objective: The am of this study was to assess the prevaence and associated factors of low birth

weight among newborn babies in Dessie town health institutions, Amhara region, Ethiopia.

Method: An institutional based cross sectional study design was conducted to assess the
prevalence and associated factors of low birth weight among newborn babies in Dessie town
health ingtitutions. The data was collected using a semi-structured pre-tested interviewer guided
guestionnaire. Data was cleaned manualy, coded and entered into Epi -info version 7 and
analysed by SPSS version 20 statistical software.Bivariate and multivariate logistic regression
analyses were employed to identify associated factors for low birth weight.After bivariate
regression anaysis, variables with P value less than 0.2 were included in multivariable logistic
regression. Adjusted odd ratio along with 95% CI was calculated to see strength of association
and P<0.05 was taken as level of statistical significance.

Result: Data were collected from 358 mothers who had new born babies with 97% response rate.
In this study the prevalence of LBW was 15.6%. Maternal age AOR:3.78,95%
Cl,(1.02,13.97),residing in rural area AOR: 3.49, 95% CI, (1.48,8.24), ANC follow up AOR:
3.79, 95% CI (1.08, 13.23), gestational age AOR:3.82 95% ClI,(1.55,9.42) Sex AOR:3.37,95%
Cl,(1.17,9.72)were found to be predictor of low birth weight.

Conclusion and Recommendation: The prevalence of low birth weight in this study was high.
With regard to this high LBW prevaence, there is need for health care providers in Dessie town
health institutions to put more emphasis on Focused ANC to ensure risk of LBW is detected early
and treated appropriately.

Key words: low birth weight, associated factors, Dessie town, North East Ethiopia
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1. INTRODUCTION

1.1 Background

The World Health Organization defines Low Birth Weight is a birth weight of less than 2500
gram irrespective of the gestational age of the newborn. Low birth weight represents a condition
that results in significant impacts in heathcare systems, particularly in developing countries.
Even though the efforts made in reducing incidences of LBW worldwide, the problem of LBW
remains global heath problem, especidly in sub-Saharan Africa(l). Globally, more than 20
million infants are born with Low Birth Weight (LBW) and a larger proportion of these
concentrating in Asia and Africa(2). Africa has the higher incidence of low birth weight although
the report is highest in Asia which is eighteen point three percent. This becomes particularly
alarming when an incidence of only 7% is reported for the more developed United Nations

Regions(3).

Only less than five percent of children in Ethiopia are weighed at birth. This is not surprising
because the majority of births do not take place in a health facility, and children are less likely to
be weighed at birth in a non-institutional setting. According to the 2011 Ethiopian demography
and health survey, 11 % of babiesin Ethiopiawere low birth weight.

In Ethiopia different studies have reported the prevalence of LBW in different periods. A hospital
based mixed cross sectional study conducted in Tigray in 2015 shows that the prevalence of low
birth weight was found to be 14.6 %(4).Another comparative cross sectional study done in
Tigray in 2014 shows the prevalence of LBW was 9.9% and 6.3% in Axum and Laelay Maichew
districts, respectively(5). According to the in-depth Analyses of the Ethiopian Demographic and
Health Survey -2011(2) and a Hospital based cross-sectiona study done in Bahir Dar Felege
Hiwot hospital (6) shows the prevalence of low birth weight was 30% and 21.23% respectively.
So these high prevalence shows that the burden of low birth weight is still under question in
Ethiopia

The prevalence of LBW assumes as a general indicator of morbidity and mortality of both
mothers and children, and considers a significant determinant of social circumstances in the
future. New born LBW babies face an elevated chance of higher rates of morbidity and mortality
caused by infectious diseases in the neonatal, childhood and adulthood. Despite of the efforts

1



made in reducing incidences of LBW worldwide, the issue remains an ongoing policy concern for
the globa health athough World Health Organization (WHO) and United Nation Development
Program (UNDP) are continuously addressing thisissue through their developmental programs.

In Ethiopia, low birth weight is maor public health problems. The achievement of sustainable
development goalsis strongly influenced by progress in reducing neonatal deaths. Since low birth
weight is one of the leading cause of neonatal mortality progress of sustainable development goal
will be dependent on achieving high coverage of evidence-based interventions that halt Low birth
weight and improve survival of these newborns. In genera, epidemiologica data on the
magnitude and risk factors of low birth weight are important for planning maternal and child

health care services in devel oping countries(7).



1.2 Statement of the problem

Child’s birth weight is a significant factor which determines vulnerability for risk of childhood
illness and childhood survival. The incidence is estimated at more than 20 million births per year.
Of these, 95.6% occur in developing countries, where 16.5% of newborn infants are of low birth
weight, more than twice the percentage found in developed countries (7%)(6, 8). Some
epidemiological observations revealed that infants born under-weight (less than2500gram)are

approximately 20 times more likely to die than heavier babies(6, 8).

In Ethiopia a study done in 2014 shows the prevalence of LBW was 32% which is higher than the
studies done previousy(9).Mgor risk factors for low birth weight are Maternal age, Poor
maternal nutritional status, Non pregnant weight ,Parity , previous histories of adverse birth
outcomes, anemia, Educational status, Lack of Antenatal care and Very low socioeconomic
status(7, 8).

Children born with low birth weight are more likely to die prematurely compared to infants of
normal birth weight. Likewise, these children experience more morbidity, both in the short and
long term. Among these, respiratory distress, sleep apnea, heart problems, jaundice, anemia,
chronic lung disorders, menta retardation and cerebral palsy are the problems associated with
low birth weight babies(10).There is also a greater vulnerability to infectious diseases due to a
poorer immune response(11).

So, it is clear that low birth weight represents a heavy burden for healthcare services worldwide.
In poorer countries where fewer resources are destined for healthcare, the direct, indirect,
immediate and later repercussions of low birth weight constitute a relevant public health issue.
However, the great majority of scientific evidence accumulated on this subject is generated in

devel oped countries.

Therefore, the purpose of this study is to determine the prevalenceand associated factors of low

birth weight among newborn babies in Dessie town health institutions.



1.3 Significant of the study

The study will provide useful information that will inform health facilities to prepare specia care
for LBW neonates because most dies within 24 hours of delivery due to poor access of intensive
care units and trained health care providers. As far as my knowledge is concerned, previous
studies about the prevalence and associated factors of LBW among newborn babies has not been
conducted in the study area. So, this study will provide baseline data on the prevaence of

newborn babies |ow birth weight.

The identification of possible factors for low birth weight in the area will have greater input to
program managers and policy makers for designing, proper implementation and evaluation of
programs on reduction of low birth weight and improvement of new born care to achieve
sustainable development goal (SDG) 3 of ensuring healthy lives and promote well- being for all
at al age.

One of the significance of this study for nursing profession is that it will assist to provide
evidence based practice on newborn care services that will improve the promotive, preventive
and curative care of mothers & newborn babies.

Furthermore, the findings will create awareness in the community about the problem and

contribute towards formulating locally appropriate interventions to prevent low birth weight.



2. LITRATURE REVIEW
There is considerable variation in the prevalence of low birth weight across regions and within

countries; however, the great magority of low birth weight births occur in low- and middle-
income countries and especialy in the most vulnerable populations. Regional estimates of LBW
include 28% in south Asia, 13% in sub-Saharan Africa and 9% in Latin America. It is worth
noting that these rates are high, in spite of the fact that the data on LBW remain limited or
unreliable, as many deliveries occur in homes or small health clinics and are not reported in

official figures, which may result in an underestimation of the prevalence of LBW(12).

Causes of low birth weight are multi-factorial, but are related to either obstetrical factors like
preterm birth (Shortened gestation, <37 weeks), which directly contributes to 28% of neonatal
death and intrauterine growth restrictions(13).Malnutrition, infection, illiteracy ,chat chewing,
cigarette smoking, alcohol drinking, malaria ,short inter pregnancy intervals, teenage pregnancy
have been identified as modifiable risk factors for low birth weight(14, 15).There are also other
multiple causes of low birth weight, including early induction of labour or caesarean birth (for
medical or non-medical reasons), multiple pregnancies, and chronic conditions such as diabetes

and high blood pressure(16).



2.1 Prevalence of low birth weight

A cross sectiona study done in India on determinants of low birth weight from 253 newborns
shows that 73 (28.8%) were low birth weight newborns the proportion being significantly more
among females than the males ( 61.6%vs38.4%)(17).A study conducted on the prevaence and
some associated factors in Iran on 461 newborn infants in which 221 boys (47.9%) and 240 girls
(52.1%) shows that the prevalence of low birth weight was 6.7%(18).Another case control study
done in Iran on the prevalence and associated factors of LBW shows the prevalence was
6.3%(19).A Cross Sectiona Study done on the Prevalence and Factors Associated with Low
Birth Weight among Teenage Mothers in New Mulago Hospital in Uganda shows the prevalence
of LBW was 25.5%(16).In Bangladesh, the prevalence of low birth weight (LBW) is
unacceptably high. A cross sectional descriptive study was carried out on 102 newborns to assess
the proportion of LBW babies. . Results revealed that the proportion of LBW babies was 25.49%
(n=26)(20). Another Multiple Indicators Cluster Survey (MICS) study done in Ghana on the
prevalence of Low Birth Weight and Associated Maternal Factors on 10,963 samples shows that
the prevalence of LBW was 9.2%(21).In addition to the Prevalence and determinants of low birth
weight done in Nigeria in Benin city was 6.3%(22).A cross sectional anaytic study done on
Factors associated with low birth weight among neonates born at Olkalou District Hospital,
Central Region, Kenya shows the prevalence of LBW was 12.3%(23).

The study done at University of Gondar referral hospital in Northwest Ethiopia on the Incidence
and correlates of low birth weight shows that the incidence of LBW was 17.1%(24).

Maternal associated factors of low birth weight: a hospital based cross-sectional mixed study in
Tigray, Northern Ethiopia in 2015 shows the prevalence of LBW was found to be 14.6 % (95 %
Cl = 12.56-16.61)(4).Additionaly the study conducted in Bahir Dar Felege Hiwote Referral
hospital on the prevalence and associated factors shows the prevalence of low birth weight was
25.5%(6)

A facility based cross sectional study conducted on the Prevalence and associated Factors of
Adverse Birth Outcomes among Women Attended Maternity Ward at Negest Elene Mohammed
Memoria General Hospital in Hosanna Town, SNNPR, Ethiopia shows the prevalence of LBW
was 32 (9.8%)(10).



A comparative cross sectional study on The Prevalence and factors associated with low birth
weight in Axum and Laelay Maichew Districts, North Ethiopia shows the prevalence of low birth
weight was 9.9% and 6.3% in Axum and Laelay Maichew districts, respectively(5).

Prevalence and Determinants of Small Size Babies in Ethiopia Results from in-depth Analyses of
the Ethiopian Demographic and Health Survey -2011.this In-depth analysis of the Survey data
set was conducted using representative data collected from all regions in the country and An
average of 30.3% of Ethiopian babies were reported as small at birth by moms and a non-linear
but declining trend was observed during the study periods(2).

Institutional based cross sectional study on Adverse birth outcomes among deliveries at Gondar
University Hospital, Northwest Ethiopia shows that the prevalence of low birth weight was
11.2%(7).

EDHS 2011 data shows that 11 percent babies weighed less than 2.5 kilograms. As noted, a
mother‘s subjective assessment of the size of the baby at birth, in the absence of birth weight,
may be useful. Mothers reported 21 percent of al live births in the five years preceding the
survey than average. Nearly three children of every ten born to mothers residing in Afar (30
percent), Amhara (28 percent), Somali (26 percent), and Gambela (27 percent) were reported as
very small at birth(5).



2.2 Associated factors of Low birth weight

2.2.1 Demographic and socio-economic factors

According to a cross sectional study conducted on maternal associated factors in Pakistan shows
that mothers with low level of education and low weight were at the greater risk of producing low
birth weight babies as compared to those who had high level of education. Furthermore, mothers
with less than 18 years of age and those aged 35 or more had more risk of low birth weight
outcomes. mothers with low socio-economic status were at higher risk of low birth weight
children(25).

According to the study done in India on an epidemiological factors affecting low birth weight, it
was observed that the incidence of low birth weight babies was higher in mothers with lower
educational and socioeconomic status and there was a statistically significant association between
the two. Maternal age was an important factor in low birth weight babies and the incidence of
low birth weight decreased with increase in maternal age and the association was statistically
significant (p<0.01).However, the low birth weight in relation to occupation was not statistically

significant.(13).

According to a study done on Risk factors and adverse perinatal outcome associated with low
birth weight in Northern Tanzania, Multivariate logistic regression showed female gender of baby
was significantly associated with delivery of low birth weight infants (26).

Epidemiology of Low Birth Weight in the Town of Sidi Bel Abbes (West of Algeria): A Case-
Control Study confirms there was a close association between low birth weight newborn and
primary educated mothers(27).

Research done on the incidence of low birth weight babies and associated factors among
postpartum mothers who gave birth at Felege Hiwote Referral hospital ,Bahirdar Ethiopia
[lliterate mothers had higher rate of 28(73.7%) in giving low birth weight deliveries. Mothers
who gave birth LBW neonate had significant association with rural residence 25(65.8%) with
[AOR=5.09, 95% CI (2.01,12.85] (6).

The study done on the Prevalence and associated Factors of Adverse Birth Outcomes among
Women Attended Maternity Ward at Negest Elene Mohammed Memorial General Hospital in

Hosanna  Town, SNNPR, Ethiopia shows Being  government  employee



[AOR=4.5,95%CI(1.25,15.9)], rura residence [AOR=3.5,95%CI(1.57,7.93)] and age<20 years
[AOR=4.9,95%CI(11.29,18.6)] were associated with low birth weight(10).

A cross-sectional mixed study design done on maternal associated factors of low birth weight in
three zonal hospitals in Tigray, Northern Ethiopia conducted with 308 sample size, Residence of
the mother was strongly associated with low birth weight, mothers residing in rural area were
more than 4 times more likely to have LBW babies when compared to those mothers who live in
urban (4).

Another study done on the prevalence of Low Birth Weight and Associated Maternal Factorsin
Ghana, The descriptive statistics show that mothers in rural areas tend to give birth to low birth

weight children than women who live in urban areas(21).

According to the EDHS 2011 Low birth weight is more common among children of the youngest
mothers, age less than 20 (13 percent) and older mothers, age 35-49 (17 percent), The birth weight
of a child also varies by place of residence. Seventeen percent of births in rura areas, compared
with 9 percent in urban areas, have a reported birth weight less than 2.5 kg. Children of mothers
with no education were the most likely to be reported as very small birth weight. LBW has
bivariate associations with mother's educational status and No association was found between
LBW and mother's occupation(28).

2.2.2 Maternal factors

According to a cross sectiona study conducted in Pakistan mothers with last pregnancy interval
of less than 12 months were at higher risk of low birth weight children(25).Another study done
in India on an epidemiological factors affecting low birth weight, The inter-pregnancy interval
and the number of antenatal visits were having statistically significant association with low birth
weight (p<0.01). Overall about 45.6% of the mothers were found anemic and about 48.05% of
the anemic mothers delivered low birth weight babies and the association was statistically
significant (p<0.05). Iron and folic acid supplementation during pregnancy also had a significant
association with low birth weight (p<0.05). This data show significant positive effect of iron

&folic acid supplementation during pregnancy(13).

According to the study done in Norway the investigator found no adverse effect of increasing

parity on the odds of having a child with low birth weight at normative ranges; such effects only



manifest at extremely high parities nine or more children. At moderately high parities, the chance

of low birth weight is actually lower than at very low parities(29).

Maternal Risk Factors Determining Birth Weight of Newborns: A Tertiary Care Hospital Based
Study in India on 509 deliveries shows gestational age less than 37 weeks had higher risk of
delivering low birth weight when compared with gestational age greater than or equal to 37
weeks(30).

Prevalence and Factors Associated with Low Birth Weight among Teenage Mothers in New
Mulago Hospital: A Cross Sectional Study in Uganda shows the gestational age less than 37
weeks had higher risk of delivering low birth weight comparing with those who had gestational
age of greater than or equal to 37 weeks [AOR 3.302; P = 0.00001](16).

A study conducted on Factors associated with low birth weight among neonates born at Olkalou
District Hospital, Central Region, Kenya shows premature births (OR=3.65, 95%C.|. =1.31-
10.38) had higher risk of low birth weight than term births(23).

According to a study done on Risk factors and adverse perinatal outcome associated with low
birth weight in Northern Tanzania, Multivariate logistic regression showed maternal anemia (RR
1.7; 95% CI 1.4-2.2) and being delivered preterm (RR 2.0; 95% CI 1.8-2.3) were significantly
associated with delivery of low birth weight infants (26).

Epidemiology of Low Birth Weight in the Town of SidiBel Abbes (West of Algeria): A Case-
Control Study confirms the close association between low birth weight newborn and prematurity,

primi-parity, short inter-pregnancy interval and delayed of first antenatal visit(27).

A Cross Sectional Study conducted on the Prevalence and Factors Associated with Low Birth
Weight among Teenage Mothers in New Mulago Hospital shows young maternal age and ANC
attendance were not associated with LBW(16).low birth weight has bivariate with use of
antenatal care facilities and gestational age. (28).

Research done on the incidence of low birth weight babies and associated factors among
postpartum mothers who gave hirth at Felege Hiwote Referral hospital ,Bahirdar Ethiopia
showed Inter Pregnancy Interval had no significant association on the Low Birth Weight(6).
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The study done on the Prevalence and associated Factors of Adverse Birth Outcomes among
Women Attended Maternity Ward at Negest Elene Mohammed Memorial General Hospital in
Hosanna Town, SNNPR, Ethiopia shows lack of antenatal care [AOR=3.2,95%CI(1.27,8.06)]
was associated with low birth weight(10).

A cross sectiona study design done on the Incidence and correlates of low birth weight at
University of Gondar referral hospital in Northwest Ethiopia mothers with lack of ANC follow
up during pregnancy had 5.68 times being low birth weight than those mothers who had ANC
follow up(24).

According to a case-control study conducted in Bale zone hospitals, South-East Ethiopia on Risk
factors for low birth weight mothers with absence of antenatal care had 3 times more likely to
give low birth weight than those who had antenatal care (AOR = 2.9; 95 % CI = 1.23-6.94)(15).

2.2.3 Nutritional statusfactors

According to a cross-sectional study done on Risk factors and adverse perinatal outcome
associated with low birth weight in Northern Tanzania, Multivariate logistic regression showed
mothers who had not counseled during pregnancy (RR 1.3; 95% CI 1.2-1.6)was significantly
associated with delivery of low birth weight(26).A study done in Ethiopia on adverse birth
outcomes among deliveries at Gondar university hospital in 2014 shows nutritional counseling
and additional diet during the current pregnancy had strong association with low birth weight(7).
Another study conducted on the Incidence and correlates of low birth weight at a referral hospital
in Northwest Ethiopia shows nearly half (46.2%) of women said they were given dietary
counseling during the current pregnancy and 57.7% were taking additional nutrients during
pregnancy(24).

Maternal associated factors of low birth weight: a hospital based cross-sectional mixed study in
Tigray, Northern Ethiopia aso shows those mother who did not get dietary counseling during
pregnancy had 3.5 times higher risk of low birth weight(4).
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2.2.4 M aternal behavioral factors

According to a study done on Risk factors and adverse perinatal outcome associated with low
birth weight in Northern Tanzania, Multivariate logistic regression showed smoking during
pregnancy (RR 1.9; 95% CI 1.0-3.5) was significantly associated with delivery of low birth
weight infants (26).another study done in Negest Elene Mohammed memoria general hospital in
hosanna town on the prevalence and associated factors of adverse birth outcomes among women
attended maternity ward in 2016 shows that tobacco smoking has significant association with low
birth weight(10).

Risk factors for low birth weight in Bale zone hospitals, South-East Ethiopia: a case-control
study shows the strong association of chat chewing and low birth weight. Mothers who had
history of chat chewing had 6 times higher risk of low birth weight than those had no history of
chat chewing (AOR = 6.4; 95 % CI = 2.42-17.10)(15).

2.2.5 Fetal factors

Determinants of low birth weight in a Block of Hooghly, West Bengal: A multivariate analysis
Study showed that being low birth was significantly more among females than the males ( 61.6%
vs. 38.4%)(17).

A cross sectional analytic study conducted on Factors associated with low birth weight among
neonates born at Olkalou District Hospital, Central Region, Kenya on 346 mothers with their
respective newborn babies shows that female infants (AOR=3.37, 95%C.l.=1.14-10.00)were
independently associated with LBW and ten (3.1%) of the newborns were with visible birth
defect(23).

A study done on the Prevalence and associated Factors of Adverse Birth Outcomes among
Women Attended Maternity Ward at Neges tElene Mohammed Memorial General Hospital in
Hosanna Town, SNNPR, Ethiopia shows that from 327 pregnant mothers 6 (1.8%) were with
visible sever defect(10).

.The highest prevalence of LBW (14.3%) in Africais aarming when an incidence of only 7% is
reported for the more developed United Nations Regions(3).many conducted research reported
that prematurity, anemia and inadequate food intake during pregnancy, and lack of antenatal care
(ANC) follow up were associated factors of LBW(7).

12



2.3. Conceptual framework

This conceptual framework was developed after reviewing Ethiopian demographic health survey
and different literatures. The diagram shows the relationship between low birth weight with socio

— demographic factors, materna factors, nutritional factors and fetal factors (4, 6, 10, 23, 31).

Nutritional statusfactors

Dietary advice during ANC

Extrafeeding during

pregnancy M ater nal factors
Iron and folate Parity
Socio-demogr aphic factors supplementation
Gestational age
Educational level
Birth interval
Residence
Desirability of current
Age of the mother L pregnancy
Maternal occupation ; ANC follow up (Time and
. LOW € number of ANC)
Marital status \ BIRTH
WEIGHT
Behaviaral factors Fetal factors
Chat chewing Sex of the newborn
Alcohol drinking Visible birth defect

Cigarette smoking

Figure 1:- Conceptua frame work shows the linkage between LBW and associated factors in

Dessie town, Amhararegion, Ethiopia 2017(N = 358).
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3. OBJECTIVES

3.1. General objective

To assess the prevalence of low birth weight and associated factors among newborn babies in
Dessie Town hedlth institutions, Amhararegion, Ethiopiafrom March 1 to April 15,2017.

3.2. Specific objectives

To determine the prevalence of low birth weight among newborn babies in Dessie town health

institutions Amhara region, Ethiopia, from March 1 to April 15, 2017.

To identify associated factors of low birth weight among newborn babies in Dessie town health

institutions Amhara region, Ethiopia, from March 1 to April 15, 2017.
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4. METHODOLOGY

4.1 Study area

Dessie town is the capital city of south wollo zone which is located 401km away from Addis
Ababa, the capital city of Ethiopia and 480 km from Bahirdar, the capital city of Amhararegiona
sate. It lies at an altitude of 8,100 feet (2,470meters). The City has surface area of about 15.08
km?Based on the 2007 Census conducted by the Central Statistical Agency of Ethiopia (CSA),
Dessie city has atotal population of 151,174, of whom 72,932 are men and 78,242 are women.
Languages spoken include Amharic (94.89%), Tigrigna (3.79 %), and the remaining 0.67%
spoke other languages. There is one public referral hospital, three health centers and three private

hospitalsin which al of the institutions provide delivery servicesin the city.

4.2. Study design and period

Aninstitutional based cross sectiona study design was conducted from March 1 to April 15,2017

4.3. Sour ce population and study population

4.3.1. Source population
The source population was al newborn babies delivered in Dessie town health institutions,

Amhararegion, Ethiopia.

4.3.2. Study population
All randomly selected newborn babies delivered in Dessie town hedth institutions, Amhara

region, Ethiopia during the study period.
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4.4 Eligibility criteria
4.4.1 Inclusion criteria
All Newborn babies with their mothers who have given live birth in Dessie town health

institutions are included.

4.4.2 Exclusion criteria
Newborn babies whose Mothers suffering from severe medical or surgical condition, twin

delivery, mothers with unknown last menstrual period (LMP) with the absence of ultrasound

evidence at the time of study period were excluded from the study.

4.5. Sample size deter mination

Sample size is calculated using single population proportion formula. 32.1% prevalence of small
size babies at birth in Ethiopia from 2014 study was taken with 95% confidence interval and 5%
marginal error(9).

(z@/2)12 *piql
wi

_ (za/212 » p (1—p}
n_ e e e —— e
w2
n_(L9$ﬂ|HJ21[l-n32[}
- 0,0025

n=335

By considering 10 % none response rate of participants we add 10 % of the sample size which is

34. So thefinal sample size will be 369 Newborns.
Where, n=the required sample size
w=margin of error between the sample and population=5%=0.05
Z=standard normal distribution value at 95% confidence level

Z 1-a/2=standard deviation in standard normal distribution value at a = 5% which is 1.96 for

95% confidence interval

P =Prevaence of small size baby at birth in Ethiopia (32.1 %) from the previous study conducted
in Ethiopia(9).
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4.6. Sampling procedure

There are atotal of seven (four governmental and three private)health institutions in Dessie town
that provide delivery services. Total sample sizes of 369 newborn babies were selected from the

seven health institutions.

All new born babies from the seven health institutions that were delivered day and night during
the study period were considered for the study. The numbers of newborn babies surveyed from
each health institutions were allocated proportionally to total average number of deliveriesfor the
study period from all health institutions. List of participating mother newborn pairs were obtained
from the last one month average number of deliveries in each health institution and sampling
frame of delivery flow. Then Participants were selected in every 3 newborn babies by using
systematic random sampling technique until the required sample size were obtained and the

starting newborn babies were selected by simple random sampling method.

The Proportionate all ocation was done by the formula: n = n N.
Where;njis sample size of the j™ health institution
N; is population size of the j™ health institution

N = Tota number of newborn babies delivered per month in al heath institutions. N =
N1(DRH=690)+N2(BGH=72)+N3(SGH=81)+N4(EGH=60)+N5(DHC=81)+N6(BWHC=66)+N
7(SGHC=69)=1119 and n =369 which is the total sample size.

By calculating the sample size for each hedth ingtitutions, the sample size for DRH was
369*690/1119=226, sample size for BGH=369*72/1119=24, for SGH =369*81/1119=27, for
EGH=369* 60/1119=20,for DHC=81* 369/1119=27,for BWHC=66* 369/1119=69* 369/1119=23.

So the total sample size for each health institution was proportionally allocated as seen above.
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Figure 2:- schematic presentation of sampling procedure for the prevalence and associated factors
of low birth weight among newborn babiesin Dessie town health institutions.
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4.7. Study variables

4.7.1 Dependent variables
Low birth weight

4.7.2 Independent variables

Demographic and Socio-economic factors

o Materna Educationa level o Religion
0 Residence 0 Maternal occupation
0 Age of the mother 0 Marital status
o Ethnicity
Mater nal factors of the respondent
o Parity o STI during current pregnancy
0 Pregnancy interval of previous birth o History of low birth weight
0 Maariaduring pregnancy o ANC follow up
0 Pregnancy complications o Timeof initiation of ANC
o Desirability of current pregnancy 0 Number of ANC
0 Anemiaduring pregnancy 0 Gestational age
Nutritional status and behavioral factors
0 Dietary advice 0 Extramea during o lronandfolate
during ANC pregnancy supplementation
0 Alcohol drinking o Cigarette smoking o Chat chewing

Neonatal factors

0 Sex of the newborn baby
o Birth weight of newborn baby
0 visiblebirth defect
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4.8. Operational definitions/definition of terms

Newborn babies. -The babies age from birth to 24 hour postpartum.

Baby birth weight: - Baby birth weight is the first weight of the newborn obtained immediately
after birth. 1t is measured within the first 24 hour of life before significant postnatal weight loss
has been occurred by using a calibrated weight scale.

Normal birth weight: The newborn infant weight greater than 2500 grams and less than 4000

grams.

Low birth weight: -The neonate birth weight less than 2,500 grams (up to and including 2,499

grams).
Birth interval: -Birth interval is defined as the length of time between two successive live births.

Gravidity: -The number of pregnancy the mother had including ectopic pregnancy, abortion, still
birth and the current pregnancy.

Parity: The number of live births the mother had previously.

Prevalence of low birth weight:-the number of low birth weight in percentage from the total live
births.
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4.9. Data collection tool and procedures

The data was collected using a semi-structured pre-tested interviewer guided questionnaire which
was prepared by reviewing similar literatures and Ethiopian demographic health survey
2011.Medical records were cross checked to confirm important variables such as patients’
obstetric history and antenatal history. Seven data collectors who are diploma midwives and two
BSC midwife supervisors were recruited.one data collector was assigned for each health facility.
The data collectors & supervisor were trained for one day on the objectives of the study, relevance
of the study, procedures during interviewing, confidentiality of client information, eligibility

criteria, respondents’ right, informed consent, ways of approach during interview.

4.10. Data quality assurance

The questionnaire was prepared in English and translated to Amharic, and back translated to
English by two language experts to check for consistency of the questionnaire. The tool was
adopted and modified from a study conducted in Ethiopian demographic health survey, Tigray,
Algeria and Ghana which was pass through peer review for validity of the instrument and
published(4, 21, 27, 32).

Similar measuring calibrated weight scale that has measurement accuracy for the weight of the
new born was used and reliability of the bean balance was checked before using the instrument
for data collection. Both supervisor and data collectors were closely followed for the data
collection process. Before the actual data collection pretest was conducted by 5% of the study
population at Boro Meda Hospital three weeks before the actual data collection to evaluate the
clarity of questions and validity of the instrument and reaction of respondents to the questions.
Maintenance of privacy and confidentiality of the respondents as well as good communication
skills between respondents and interviewer that was gained through training session of both data
collectors & supervisors will contribute for the quality of the study. Every day all questionnaires
were reviewed and checked at the end of data collection period and any errors was corrected

accordingly with supervisor and data collector.
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4.11. Data processing and analysis

All filled questionnaires were checked for completeness, consistency, accuracy and entered in to
EPI data (7.0) then export to SPSS software version 20 for data analysis. Frequency, proportion,
and summery statistics (table, pie chart and bar graph) were used to describe the study population
in relation to the relevant variables. Bivariate logistic regression was used to check variables
having association with the dependent variables. Then those variables found to have p-vaue less
than 0.2 were fitted to multiple logistic regressions for controlling the effect of confounders.
Odds ratio with their 95% of CI will be computed and variables having p-value less than 0.05 in
the multiple logistic regression models were considered as significantly associated with the
dependent variable.

4.12. Ethical consider ation

Ethical clearance was obtained from Addis Ababa University College of health sciences school of
allied health sciences department of Nursing and Midwifery and official letters were written to
respective department heads. Verbal consent was obtained from each participant’s anonymity and
confidentially was kept. Respondents were having the right not to participate in or with draw
from the study at any stage.
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5.RESULT

5.1 Socio-demogr aphic factor s of respondents

A total of 358 new born baby/mother pairs participated in the study constituting a response rate
of 97%. The mean age of mothers was 28.45 years (SD=6.2) and more than half of the
respondents (70.7%) were found within the age group of 20-34.By religious affiliation about two
hundred eleven (58.9 percent of women) are Muslims and majority of the mothers 283(79.1%)
were Amhara in ethnicity. More than three quarter of the mothers 278 (80%) were married and
seventy six point three percent of the mothers were urban residence. Regarding maternal
educational status, 98(27.4%) of the respondents were unable to read and write and almost half of

them were housewives (Table 1).

Table 1: Socio-demographic factors of the mothers in Dessie town health institutions Amhara
region, Ethiopia 2017/18.

Variable N=358 Categories Frequency (N) Percent %
Age of the mother <20 48 134
20-34 253 70.7
35-49 57 15.9
Religion Muslim 211 58.9
Orthodox 130 36.3
Protestant 17 4.7
Ethnicity Amhara 283 79.1
Tigre 61 17.0
Oromo 14 3.9
Maternal educational status Not read and write 98 274
Read and write 59 16.5
Primary education 121 33.8
Secondary & above 80 22.3
Residence Rurd 76 21.2
Urban 282 78.8
Marital status Single 71 19.8
Married 287 80.2
M others occupation Farmer 64 17.9
Merchant 82 22.9
House wife 152 42.5
Gov’t employee 60 16.8
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5.2 Maternal factors of the respondent

More than half 192(53.6%) of the respondents were multiparous. One hundred thirty five (37.7%)
of the respondents were primiparous. One hundred fifty one (59.7%)of the respondents were
categorized above or equal to two years from two hundred fifty three respondents with regard to
birth interval. Two hundred eighty four (79.3%) of the pregnancies were intended. With regard to
current pregnancy complication only 49(13.7%) developed complication. Three hundred forty
eight (97.2%) have no history of low birth weight. Three hundred nine (86.3%)) of the mothers
were had ANC follow up. Of which 208 (70%) had four and above ANC follow up (Table 2).
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Table 2: Maternal factors of the respondents in Dessie town health institutions, Amhara region,
Ethiopia, 2017/18.

Variable (N=358) Category Frequency(N) Percent (%)
Parity 1 135 37.7
2-3 192 53.6
>=4 31 8.7
Birth interval (in months) <=24 102 40.3
>24 151 59.7
Desirability of pregnancy Yes 284 79.3
No 74 20.7
Current pregnancy complication Yes 49 13.7
No 309 86.3
Types of pregnancy complication ~ APH 9 18.4
PROM 11 224
PIH 29 59.2
History of low birth weight Yes 10 2.8
No 348 97.2
Medical illness for the current Yes 6 1.7
pregnancy No 352 98.3
Types of medical illness B 2 333
HIV 4 76.7
Malariainfection Yes 5 14
No 353 98.6
STI for the current pregnancy Yes 9 25
No 349 97.5
Anemiafor the current pregnancy  Yes 23 6.4
No 335 93.6
ANC follow up Yes 309 86.3
No 49 13.7
Trimester of ANC follow up 1% 110 37.0
2" 168 56.6
3¢ 19 6.4
Number of ANC follow up 1-3 89 30.0
4+ 208 70.0
IFA supplementation Yes 301 84.1
No 57 15.9
Number of IFA tablets <60 160 57.8
60-90 117 42.2
Gestationa age <37 76 21.2
>37 282 78.8
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More than half of pregnant mothers 168(56.6%) had begun antenatal care follow up in the second
trimester (Figure 3).

180 -

160 -

140 -

120 -

100 -

a0 -

37%

1st trimester

56.6%
b.4%
2nd trimester 3Ird trimester

Figure 3: Trimester at which mothers began ANC follow up in Dessie town health institutions
Amhararegion, Ethiopia2017/18
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About 309(86.3%) of respondents had ANC follow up during their last pregnancy and more than
three quarter of them were supplemented with iron folic acid during their antenatal follow

up(Figure 4).
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Figure 4: Materna related factors of respondents in Dessie town health ingtitutions, Amhara,

Ethiopia, 2017/18
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5.3 Nutritional status and Behavioral factors

Three hundred thirty (92.2%) of the mothers were counseled about dietary intake during antenatal
care follow up. Two hundred ninety (81%) of them took extrameal during pregnancy.

Three hundred forty nine (97.5%) of the respondents did not smoke during pregnancy. Regarding
alcohol drinking three hundred thirty nine (94.7%) of the respondents did not drink alcohol
during their pregnancy. Additionally thirty one (8.7%) of the mothers had chewed chat during
pregnancy (Table 3).

Table 3: Nutritional and behavioral factors of the respondents in Dessie town health institutions,
Amhararegion, Ethiopia2017/18.

Variables(N=358) Categories Frequency(N) Per cent
(%)
Dietary counseling Yes 330 92.2
No 28 7.8
Additional nutrition Yes 290 81.0
during pregnancy No 68 190
Cigarette smoking Yes 9 25
No 349 97.5
Alcohol drinking Yes 19 53
No 339 94.7
Chat chewing Yes 31 8.7
No 327 91.3
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5.4 Newborn factors

Among three hundred fifty eight newborns 227 (63.4%) were females. Only 5 of the newborn
babies had visible birth defect (Table 4).

Table 4: Newborn factors of LBW in Dessie town health institutions Amhara region, Ethiopia
2017/18.

Variables(N=358) Category Frequency (N) Percent (%)
Birth weight ingm. <2500 56 15.6
>=2500 302 84.4
Sex Female 227 63.4
Male 131 36.6
Visible sever defect Yes 5 14
No 353 98.6
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5.5 Low birth weight prevalence

The prevalence of low birth weight among new born babies in Dessie town health institutions
was found 15.6% (n=56)( Figureb).

M Low birth weight

H No low birth weight

Figure 5: The prevalence of low birth weight among new born babies in Dessie town health
institutions Amhara region, Ethiopia 2017/18.

5.6 Binary and multivariate analysis of factors associated with low birth weight

In the bivariate analysis any possible confounders were not controlled and assessing the
independent effects of the covariates was difficult. So, enter method of logistic regression
technique was used to assess the independent effect of explanatory variables on low birth weight.
Modé fit was checked by Hosmer-Lemeshow goodness-of-fit test.

Multivariate logistic regression analysis age of the mother, place of residence, gestational age,
Antenatal care follow up during pregnancy and sex of the newborn baby were found to be
independent predictor of low birth weight.

Maternal age was significantly associated with low birth weight; maternal age <20 years old is
3.78 times more likely to deliver low birth weight when compared with age between 20 and 34
(AOR=3.78(95%Cl=1.02-13.97)).
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Residence of the mother was strongly associated with low birth weight; mothers living in rura
areawere 3.49 times more likely to have LBW babies when compared to those mothers who live
inurban (AOR = 3.49 (95 % CI =1.48,8.24)).

New born babies were 4 times to develop LBW in mothers who had no antenatal care during
pregnancy when compared to mothers having antenatal care follow up (AOR = 3.79 (95 % CI =
1.08, 13.23)).

Newborn babies who were delivered before gestational age of 37 weeks were 4 times higher to
develop low birth weight When compared to babies born at gestational age of 37 weeks and more
(AOR = 3.82 (95 % +CI = 1.55, 9.42)). Additionally female new born babies were three times
more likely to have LBW than their male counter parts (AOR=3.37(95% Cl=1.17, 9.72)).
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Table5: Binary and multivariate analysis of factorsin relation to low birth weight (n=358).

Variable Categor LBW COR[95%CI] AOR[95% Cl]
y Yes (%) No (%)
Age of the mother <20 9(16.1%) 39(12.9%)  1.44(1.6-3.22) 3.78(1.02-13.97)*
20-34  35(62.5%) 218(72.2%) 1 1
35-49 12(21.4%)  45(14.9%) 1.66(0.80-3.45) 1.15(0.40-3.33)
Residence Rural 20(35.7%) 56(18.5%)  2.44(1.30-4.50) 3.49(1.48-8.24)*
Urban  36(64.3%) 246(81.5%) 1 1
Marital status Single  17(30.4%) 54(17.9%) 2.00(1.05-3.80) 1.10(0.40-3.08)
Married 39(69.6%) 248(82.1%) 1 1
Parity 1 18(32.1%) 117(38.7%) 1 1
2-3 29(51.8%) 163(54.0%) 2.66(1.06-6.68) 2.33(0.51-10.75)
>=4 9(16.1%) 22(7.3%) 2.30(0.96-5.49)  3.88(0.60-25.02)
Birth space (in months) <=24 22(57.9%) 80(37.2%) 2.32(1.15-4.68) 2.18(0.92-5.19)
>24 16(42.1%) 135(62.8%) 1 1
Desirability of Yes 36(64.3%) 248(82.1%) 1 1
pregnancy No 20(35.7%) 54(17.9%) 2.55(1.37-4.75)  1.49(0.57-3.91)
Current pregnancy Yes 16(28.6%) 35(11.6%) 3.05(1.55-6.01) 2.67(0.86-8.28)
complication No 40(71.4%) 267(88.4%) 1 1
Anemiafor thecurrent  Yes 14(60.9%)  9(39.1%) 3.19(1.28-7.93) 0.87(0.17-4.56)
pregnancy No 79(23.6%) 256(76.4%) 1 1
ANC follow up Yes 39(69.6%) 270(89.4%) 1 1
No 17(30.4%) 32(10.6%) 2.55(1.24-5.24)  3.79(1.08-13.23)*
IFA provision Yes 40(71.4%) 261(86.4%) 1 1
No 16(28.6%) 41(13.6%) 2.55(1.31-4.96) 0.66(0.19-2.31)
Gestational age <37 24(42.9%) 52(17.2%) 3.29(1.78-6.10)  3.82(1.55-9.42)*
>=37 32(57.1%) 250(82.8%) 1 1
Dietary counseling Yes 45(80.4%) 285(94.4%) 1 1
during ANC No 11(19.6%)  17(5.6%) 4.10(1.80-9.31) 0.66(0.13-3.41)
Chat chewing Yes 10(17.9%) 21(7.0%) 2.91(1.29-6.57)  1.77(0.52-6.04)
No 46(82.1%) 281(93.0%) 1 1
Sex of newborn Female 43(76.8%)  184(60.9%) 2.12(1.09-4.11) 3.37(1.17-9.72)*
Male 13(23.2%) 118(39.1%) 1 1

* = Statistically significant at p value <0.05 with 95%CI
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6. DISCUSSION
In the study the prevalence of low birth weight was56(15.6%) and in the multivariate Logistic

regression model age of the mother, residing in rural area, not having antenatal care follow up,
gestational age before 37 week at delivery and being female newborn were characteristics which

were significantly associated with low birth weight.

Low birth weight observed in this study was consistent with studies conducted in Gondar referral
hospital Northern Ethiopia which was 17.1%(24) and in Tigray which was 14.6 %(4). It is
comparable to the average estimate of 16.5% LBW rate for many sub-Saharan countries(12).

The reported value is higher than the study finding done in Tigray, Hosanna Town, Kenya,
Nigeria and Iran ranging from 6.3%-12.3%(5, 10, 19, 22, 23).The possible explanation between
the variations might be the difference in geographica variation which might had difference in
health service utilization and nutritional status of mothers during pregnancy. However the
prevalence of LBW was found to be lower than studies done in Bahir Dar Felege Hiwote referral
hospital on the prevalence of low birth weight and associated factors and in Uganda on the
Prevalence and Factors Associated with Low Birth Weight among Teenage Mothers in New
Mulago Hospital which was 25.5%(6, 16) and in India on morbidities and survival outcome of
admitted low birth weight neonates in non-teaching district hospital SNCU which was 28.61
%(33).This difference might be due to socio-economic variations. This difference may be
explained by the time gap between these studies and seasons of the year as birth weight may have

seasonal variations.

This study shows that maternal age less than 20 years was identified as associated factors for low
birth weight, and this finding was in line with other studies done in Hosanna town and Gondar
Ethiopia (10, 24).The classic pattern in many developing countries is that infant girls born with
LBW continue to experience growth failure during early childhood and perhaps adol escence, and
are most likely to have children at an early age and thereby give birth to LBW newborns.
Additionally this may be due to the fact that young for the first time pregnant mothers seek
antenatal care, and less aware of problems related to pregnancy to seek medical care early as
much as possible.

This study indicated a significant difference among urban and rural resident mothers with regard

to delivering low birth weight baby. Mothers who reside in rural were higher odds of delivering
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low birth weight baby compared to urban residents. This result is in line with studies done at
Felege hiwot Hospital (6), at Negest Elene Mohammed Memorial General Hospital in Hosanna
town (10), in Tigray on three zonal hospitals (4) and in Ghana (21).A possible reason would be,
people in rural live a life characterized by greater hardship due to low infrastructures, harder
physical work, and less access to basic services than the urban once. And it might also be due to
the accessibility of heath services, health information, and nutritional awareness which were

more prominent as the woman resided in urban area than rural area.

The odds of no ANC follow up among mothers who delivered LBW babies were higher than
those who had normal weight babies. This result is in line with studies done in Bale zone
hospitals in southern Ethiopia and University of Gondar in Northern Ethiopia(15, 24) and on A
study done on the prevalence and associated risk factors of adverse birth outcomes among
women attended maternity ward at Negest Elene Mohammed memorial general hospital in
Hosanna town ,SNNPR, Ethiopia shows lack of antenatal care had more likely to deliver LBW
than those who had antenatal care follow up(10). Thisis due to Antenatal visits of the pregnant
mothers are very important as they provide chances for monitoring the fetal wellbeing and allow
timely intervention for feto-maternal protection. This may be described to the routine provisions

of nutritional and medical advice or care and supplementations offered during ANC visits.

Regarding newborns with gestational age less than 37 weeks were more likely to be delivered
low birth weight than those new born greater than or equal to 37 weeks of gestation. So,
significant association is found between gestational age and birth weight. This result is in line
with studies done in Kenya, Uganda and India (16, 23, 34). Gestational age plays an important
role in determining infants’ birth weight. Infants who are delivered prematurely (less than 37
weeks) are at higher risk to have low birth weight infants. The World Health Organization
estimated about one third of low birth weight infants is caused by prematurity.

More over female newborns were more likely to be low birth weight comparing to male
newborns. This study is comparable with studies done in Kenya Olkaou District Hospital and
India Tertiary Care Hospital (23, 30).The possible explanation would be that female fetuses are
insulin resistant than boys so that females would not use glucose properly as males during the

intrauterine period(35).
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Limitation of the study

4 Factors like intrauterine infection during pregnancy, issues related to placental
abnormalities, pre pregnancy weight and other unmentioned factors which might be
associated with LBW were not addressed in this study.

4 Inability to include mothers who delivered at home.

4 The study was conducted with cross sectional study design so it does not show cause and

effect relationship.
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7. CONCLUSION AND RECOMMENDATIONS

7.1. Conclusion

This study shows that the prevalence of LBW in Dessie town health institutions of south Wollo
zone, Amhara region, Ethiopia was found to be 15.6%.

It was found to be affected by age of the mother, rural place of residence, lack of ANC follow up,
preterm birth (gestational age <37 weeks) and being female.

7.2. Recommendation

For health care provider & managers

4« It is better to give more emphasis on focused antenatal care to ensure risk of low birth
weight is detected early and treated appropriately.

4« Health care providers should undertake Prevention strategies for preterm deliveries.

4 The regiona heath bureau should strengthen the newly focused goal oriented ANC

service utilization as it can improve birth outcomes.
For south Wollo zone & Dessie city health office

4 Since the prevalence of LBW in the study area was more prominent in rural areas than
their urban counter parts, special emphasis should be given in strengthening efforts on
availability of basic health services and promoting education on nutrition during
pregnancy especially at rural areas.

4 Monitoring and evaluation about the effectiveness of focused antenatal care program & its

challenges should be done.
For researchers

4« Community based further studies are aso needed to identify the effects of seasonal

variations of nutrition on the effects of birth outcome.
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9. ANNEXES

9.1 Information sheet

Title of Research: Prevalence and associated factors of low birth weight among newborn babies
in Dessie town health institutions, Amhara region, Ethiopia, June, 2017.

Institution: Addis Ababa University, College of Health Sciences, School of Allied Health
Sciences, Department of Nursing and Midwifery (Graduate Program)
Name of sponsor: Addis Ababa University
Principal I nvestigator: Desalegn Abebaw (BSc.)
Mobile: +251 910190847
E-mail: dabebaw8@gmail.com
Advisor:  1.Zeleke Argaw (MSc, BSc, RN)
Mobile: +251 911 478796
E-mail: zelekeargawm@yahoo.com
2. Daniel Mengsitu (Msc,Bsc,RN)
Mobile: +251911119597

Background Information: Low birth weight represents a condition that results in significant
impacts in heathcare systems, particularly in developing countries. Children born with low birth
weight are more likely to die prematurely compared to infants of normal birth weight. Likewise,
these children experience more morbidity, both in the short and long term. Therefore the purpose
of this study is to assess the prevalence and associated factors of low birth weight among
newborn babies in Dessie town health institutions, Amhara region, Ethiopia from February 30 to
April15/2017.
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9.2 Consent form

ADDIS ABABA UNIVERSITY COLLEGE OF HEALTH SCIENCES SCHOOL OF ALLIED
HEALTH SCIENCES DEPARMENT OF NURSING AND MIDWIFERY

QUESTIONNAIRE FOR ASSESSMENT OF PREVALENCE AND ASSOCIATED FACTORS
OF LOW BIRTH WEIGHT AMONG NEWBORN INFANTSIN DESSIE TOWN HEALTH
INSTITUTIONS AMHARA REGION,ETHIOPIA FROM FEBRUARY 30 TO April15/2017

INTRODUCTION

Hello!! dear participants, this questionnaire is prepared by Desalegn Abebaw, Masters of science
student in Addis Ababa university in the field of pediatrics and child health nursing to assess the
prevalence and associated factors of low birth weight among newborn babies in Dessie town
health institutions, Amhara region, Ethiopia from February30 to April15/2017. The aim of this
study is to determine the prevalence of low birth weight and to identify the possible associated
risk factors for newborns in the health institutions of Dessie town, Amhara region, Ethiopia that
will provide base line data to find possible solutions. During the study your response will be kept
confidentially, there is no name identified or anonymity will be kept and there will be no any
visible risk with you and your newborn baby for your participation. There is no payment for your
participation but we greatly thank for your participation and you have the right to refuse from

participation at any time. Are you voluntary to participate?

1 Yes | have understand the above information and | am volunteer to participate in a
study conducted on low birth weight and associated factors in the health institutions of
Dessie town Amhararegion ,Ethiopia from February 30 to March 30/2017

2. Signature ---------------------- Date----------
Data collector’s signature---------- Date -------
2. No if not voluntary please stop here.

If you are voluntary to participate in the study; we kindly request you to provide your genuine

response for the interview. Thank you for your volunteer participation!!!
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9.3 English version questioner

Thisis adata collection format to assess the prevalence and associated factors of ow birth weight

among newborn babies in Dessie town health institutions.
Name of Data collector: ------------- Date -------------- Quadlification: ----------------
Data Collector agreement

“| certify that | have filled the questionnaire in accordance with the training that is given to me

and instructions stated in it. | have confirmed that the information in it is correct.”

Signature----------=================-=--- D S

Name of the health facility: ------------=-=-=-=-m-m-m e

Record number (code):----------------

Checked by supervisor for completeness; Supervisors Name: ----------------------- Signature-----

Part 1: Demographic and socio-economic characteristics of the mother

Q.no. | Questions Choice for response Code

101 | Ageof themother at delivery | ---m-mmmmmoees

102 | Religion Muslim
Orthodox
Protestant
Others

103 | Ethnicity Amhara
Tigre

Oromo

104 | Maternal Educational status Not read and write

Read and write

Primary education

Secondary  education and

above

PONRERPONDEREMONE

Rurd
Urban

105 | Whereareyou living?

106 Marital status Single
Married
Divorced

Widowed

Farmer
Merchant

107 | What is your occupation?

NP OWDNE
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3. Housewife
4. Government employed
5. If Other specify-------

2.Maternal factors

201 | Number of previous births (include term 11
and premature deliveries) 2.2-3
34-5
4.>=6
202 | What is the pregnancy interval of the | -------------
previous birth? (months)
203 | Desirability of pregnancy 1. 1Yes
2. 2.No
204 | Previous history of low birth weight 1 Yes
2. No
205 | Did you have pregnancy complication 1 Yes
during the current pregnancy? 2. No
206 | If yes for question no.205, what type of 1. APH
pregnancy complication? 2. PROM
3. PIH
4. Mention if any-----
207 | Did you have chronic medical illness | -------------
during pregnancy?
208 | If yes for question number 207, what type | ---------------
of illness? (Hint. TB,HIV, DM,)
209 | Did you have malaria infection during the 1 Yes
current pregnancy? 2. No
210 | Did you have STI during the current 1 Yes
pregnancy which is confirmed? 2. No
211 | If yes for question no.210, what type of 1. Syphilis
infection? 2. Gonorrhea
3. Chancroid
212 | Did you have anemia for the current 1 Yes
pregnancy that is confirmed with health 2. No
care personnel?
213 | Gestational age of current pregnancy at | ---------------
delivery (in weeks)
214 | Did you have ANC visits for the current 1 Yes
pregnancy? 2. No
215 | Which month of pregnancy did you start
antenatal visits? (record inweeks) | --mmmemmeeee-
216 | Number of ANCvisitsattended @ | —-—-------—-
217 | lron/folate intake during pregnancy? 1 Yes
2. No
218 | If yesfor question no. 217how many tablet 1. <60tablets
have you ever taken? 2. 60-90 tablets
3. >90 tablets

Part 3:Mater nal Behavior and Nutritional factors




301 | Have you ever advised about dietary intake 1. Yes
during ANC follow up? 2. No
302 | Did you take extrafeeding during pregnancy? 1. Yes
2. No
303 | Were you smoking cigarettes during the current 1. Yes
pregnancy? 2. No
304 | Were you taking acohol during the current 1. Yes
pregnancy? 2. No
305 | Were you chewing chat during the current 1. Yes
pregnancy? 2. No
Part 4:NewbornFactors
401 Birth weight of live birth baby (gm.) | ------------—---
402 | Sex of the newborn 1. Femae
2. Mae
403 | Visible congenital defect 1 1Yes
2. 2.No
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