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[bookmark: _Toc30534173]Abstract 	
[bookmark: _Toc14043023]Back ground: Kangaroo mother care (KMC) is one of the few health practices that was developed in low income countries and transferred to high income ones, significantly reduces mortality associated with low birth weight and prematurity. Even though, the prevalence of kangaroo mother care practice is very low in Ethiopia there are scarce evidences that shows the associated factors which makes the intervention low. Evidence on community-based KMC is limited in Ethiopia. Thus, this study intended to assess the prevalence of kangaroo mother care practice and associated factors at home, among mothers who gave low birth weight babies.
Objective: To assess kangaroo mother care practice and associated factors among mothers who gave low birth weight babies in Bahir Dar city 2019.
Methods: A community based cross-sectional study design triangulated with qualitative approach was conducted from September18/2019-October20/2019. About 362 study participants were selected by simple random sampling. Quantitative data was entered into Epi-info version 7 software and export to Statistical Package for Social Sciences (SPSS) version 23 for cleaning and analysis. Data were mainly analyzed using descriptive statistic and binary logistic regression. For the qualitative study purposive sampling technique was employed, and 5 participants (key informant interviewee) were interviewed. Manual thematic content analysis was employed for qualitative data. 
Result: Among all mothers 141(42.6%) (95%CI: 37.24%, 47.95%) continued KMC practice at home. However, 128(93.4%) (95%CI: 88.3, 97.1) practiced KMC continuously and the rest practiced KMC intermittently. In the multi variable logistic regression analysis frequency of ANC follow up (AOR=8.847) (95%CI; 1.276-61.36) and pre information about KMC during pregnancy (AOR= 27.791) (95%CI: 2.452-315.047) were significantly associated with kangaroo mother care practice at home.
Conclusion: In this study low prevalence of kangaroo mother care practice at home were reported. To resolve the problem, it has to be done strongly on strengthening appropriate antenatal care and providing information about KMC during pregnancy and others by educating the community on utilization of kangaroo mother care. 
[bookmark: _Toc7728495][bookmark: _Toc14043024]Key words: Kangaroo mother care, home practice, low birth weight, Bahir Dar city, Ethiopia.

[bookmark: _Toc30534174]ACRONYMS AND ABBREVIATIONS	
CHW- Community health worker
CMC- Conventional methods of care
KMC- Kangaroo mother care
LBWI- Low birth weight infants
NICU- Neonatal intensive care unit
STSC- Skin to skin care
WHO-World health organization
ANC-Antenatal care
KII-key informant interview
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[bookmark: _Toc30534176]1. INTRODUCTION	
[bookmark: _Toc14043026][bookmark: _Toc30534177]1.1. Back ground	
[bookmark: _Hlk14674588]Kangaroo mother care (KMC) is continuous and prolonged skin-to-skin (STS) contact between the mother and the baby, initiated at birth and continued at home after early discharge, with exclusive breast feeding and adequate support and follow-up. It is among the few health practices developed in low income countries and transferred to high income ones, reduces mortality associated with prematurity. It reduces different neonatal illness such as severe infection/sepsis, nosocomial infection, hypothermia, hypoglycemia, lower respiratory tract disease and hospital readmissions(1). Skin-to-skin contact and exclusive breast feeding are the two basic components of kangaroo mother care. These components of KMC should be supported by two pre requests. These pre- requests are support to the mother in hospital and at home and post discharge follow-up. Benefits of kangaroo mother care includes breast feeding, thermal control, early discharge and less morbidity and mortality (2).
Kangaroo mother care (KMC) was first started in Colombia in 1978 for low-birth-weight infants. Dr Rey and Martinez in Bogota, Colombia initiated kangaroo mother care (KMC), as a result of lack of incubators, and to solve the problem of mother and infant separation (3).
Ethiopia was started kangaroo mother care intervention in 1996 at the Black Lion Hospital. Starting from that, KMC services have been expanded to other hospitals and health facilities at all levels. Now a days, KMC is included in a series of policy documents issued by the Federal Ministry of Health (FMOH) such as the newborn and child survival strategy 2015–2020, the health sector transformation plan, and the national health care quality strategy (4). 
Kangaroo mother care (KMC) is among the acceptable methods to mothers and family members, living in nuclear family. It improves mother-infant attachment and reduces the mother anxiety about the baby and it is simple and can be continued at home(1, 5). 
Circumference gain and weight gain were significantly improved due to KMC intervention.  It also has significant effects on physiological changes of the low birth weight infants. These finding illustrates change in temperature and oxygen saturation were significantly improved due to KMC practice(3, 6).
[bookmark: _Toc14043027][bookmark: _Toc30534178]1.2. Statement of the problem		
The global prevalence of low birth weight is 15.5 % which accounts about 20 million low birth weight born each year and 96.5% of them in developing countries. Low birth weight (LBW) contributes to 60% to 80% of all neonatal mortality. The main contributing factors for low birth weight are preterm birth and being small for gestational age. It can be reduced by improving the care of the mother during pregnancy and child birth, and care of low birth weight (5).
[bookmark: _Hlk15183113]In the year 2017, 2.5 million children died in the first month of life and the majority of this death occurs in low- and middle-income countries. It is possible to improve survival and health of newborns by reaching high coverage of quality ante natal care, skilled care at birth, postnatal care for mother and baby, and care of small and sick newborns(6). Especially, the neonatal period (the first month of life) is the most vulnerable  time for an infant’s survival(7).
KMC reduces neonatal mortality by over 50% amongst babies weighing less than 2000g at birth. Especially, community-based KMC could prove to be the best means of stabilizing neonates and reducing neonatal mortality significantly (8, 9).
KMC definitely promotes breast feeding which indirectly improves the health of the new born. Number of breast feeds was higher in KMC group compared to the conventional method of care (CMC) group. The respondents who started KMC immediately were 2.3 times increase in breast feeding. The respondents practiced KMC continuously at home were14.266 times increased to practice exclusive breast feeding(10). 
Every newborn action plan endorsed and launched by the World Health Assembly in May 2014 includes the goal of scaling up KMC, to 50% of babies weighing less than 2000 grams by 2020 and to 75% of these babies by 2025. However, the current global coverage of kangaroo mother care is < 1%(10).
 Ethiopia is one of the ten countries with the highest number of neonatal mortality, in which large amount of  babies are born preterm each year and many under five children die due to direct effect of preterm/low birth weight(11, 12). 
Different health policies of Ethiopia have planned to reach 80% of preterm babies with KMC intervention by the year 2020. Even though the government of Ethiopia gives especial emphasis  to KMC for reducing neonatal mortality the number of preterm/low birth weight (LBW) newborns initiated in KMC remains very low (13). Especially community level KMC implementation is much more limited than that of hospital-level implementation (4). Evidence on community-based KMC is limited in Ethiopia.
 Therefore, this study intended to assess the current prevalence of KMC practice at home and associated factors of it.
[bookmark: _Toc14043028]	

























[bookmark: _Toc30534179]1.3. Significance of the study	
Kangaroo mother care is an evidence-based practice which has significant effects on improving the health of the new born, and reducing neonatal mortality significantly, assessing it and associated factors is central for continuation of the care approach. Therefore, this study was intended to illustrate the community-level of KMC practice, and identified and explored the associated factors for KMC practice which is compulsory for intervention tenacity. This study has been given important information to improve KMC practice at the community-level for practitioners and it provided insights for other researchers to conduct large scale studies. The findings of this study gave clear information on the current status of kangaroo mother care at the community and associated factors for any governmental and non-governmental organizations that need to implement this strategy in the community. Therefore, this study also gave benefits for the community from the improved care obtained from different organizations. 


[bookmark: _Toc14043029][bookmark: _Toc30534180]2. LITERATURE REVIEW		
[bookmark: _Toc14043030][bookmark: _Toc30534181]2.1. Magnitude of KMC practice at home
A study conducted to assess home based kangaroo mother care after hospital discharge in Chicago illustrates that, majority of the mothers (88.3%) have completed the 4 weeks’ post-discharge visit were breast feeding and practicing skin-to-skin contact. Seven mothers (13.2%) discontinued  home KMC at 4 weeks’ post-discharge visit (14).
A descriptive study conducted in India revealed that, among 200 mothers interviewed, 82.5% continued to practice KMC at home after discharge(15).
Similarly, a study conducted in Ghana displays that, the prevalence of KMC practice at home were 99.5% at the first post discharge review, with 63.7% practicing continuous KMC. The numbers practicing KMC at home seemed to reduce significantly with each visit but after adjusting for the infants’ weight, it was observed that the proportions remained relatively unchanged. At the first review visit, the practice of KMC at night and outside their homes was done by fewer mothers than those who had indicated they would on discharge. However, these proportions significantly got higher with each visit with odds of 1.7 and 2.4 after adjusting for weight (16).
A study done in, Northern Ethiopia, to assess utilization of KMC conforms that, among those who practiced KMC at hospital 71(78.9%) continued at home but others did not practice it. However, only 28(31.1%) used KMC continuously and the rest used it intermittently. Thirty-eight (53.5%) used KMC for 1-7 days but 3(4.2%) continued KMC at home for more than 15 days (17). Similarly a study conducted in Addis Ababa revealed that, KMC was continued at home for an average of 2 weeks in 83.6%  of infants (18). 
[bookmark: _Toc14043031][bookmark: _Toc30534182]2.2. Associated factors of KMC practice	
[bookmark: _Toc14043032][bookmark: _Toc30534183]2.2.1. Socio-economic factors
Reviewers after reviewing experience of five Latin American countries suggest that, implementation of Kangaroo mother care program will lead to expected reductions in hospital stay, less use of expensive resources such as incubators, formulas, and medications (19). 
Non-conducive home environment such as lack of availability of a separate chair or bed to do KMC, and limited privacy in extended families were identified as influencing factors to practice it at home (20).
A multi country analysis of the health system conducted to assess KMC practice shows that, lack of finances for health at district and national levels and out-of-pocket expenses were reported as the main obstacles to the implementation and scale-up of kangaroo mother care (21).
The findings of the study done in Uganda identifies lack of resources (beds/space, monitoring devices), privacy issues, inadequate education, and difficulties of motivating mothers to devote time to KMC were amongst the inhibiting  factors to KMC practice (22).
[bookmark: _Toc14043033][bookmark: _Toc30534184]2.2.2. Socio-cultural factors	
 The study done in India revealed that, family support increased the amount of time mothers practiced KMC. The top two enablers reported by the mothers were receiving help with house hold chores and family members practicing skin to skin contact(23). Similarly the study done in India states that, support of family members was facilitator in 70% and lack of privacy at home was hindering in 25%(15).
Reviewers in a systematic review have identified factors such as, mother-infant attachment, feelings of confidence / empowerment, and ease of practice / preference over traditional care, support from family, friends, and other mothers, and support from staff or community health worker (CHW) was the most enabling factors for KMC practice. The socio cultural barriers such as, general lack of buy-in / belief in efficacy and concerns about other medical conditions / care were also in the barriers for KMC practice (24).
A study conducted to discover factors that impact home based KMC practice shows that, family helps with/house hold responsibilities and family performs KMC were the two important factors that facilitates KMC practice in providing home based KMC service, and lack of privacy and lack of motivation were identified as affecting factors for the  duration of skin-to-skin contact (25).
Positive perceptions of the potential benefits of KMC and knowledge about KMC that it supports newborns in stabilizing their temperature, helps with breathing and promotes mother–child bonding, were encouraging factors for utilization of kangaroo mother care. Fear, stigma and/or anxiety about having a preterm infant. Socio cultural context and socio cultural constructs of gender and roles of parents in child care, men in household and other family members influenced the uptake of KMC. Paternal and familial adherence to traditional newborn care practice was reported as a barrier to KMC practice. Similarly, reviewers in this review have identified traditional practices of early bathing and wrapping infants soon after birth were deep-seated behaviors in many cultures that were difficult to change.  In areas in which caring the baby on the back was common, it seemed strange to place the baby on the front (26).
[bookmark: _Toc14043034][bookmark: _Toc30534185]2.2.3. Health facility and health related factors	
Issues with facility environment / resources and negative impressions of staff or interactions, fear / anxiety of hurting the infant, lack of help with KMC practice were identified as the inhibiting factors for KMC practice (24). 
Clinical conditions of the mother and/or newborn and the medical effects of delivery for mothers, including fatigue, depression and post-partum pain, especially after a caesarian section, can reduce uptake of kangaroo mother care (26).
A multi country study conducted in Africa identified, training and orientation, supportive supervision, integrating KMC into quality improvement, involvement and support from government, district, and institutional managers, and client-oriented care were the major factors for strengthening KMC implementation at the health facility (27).
A study done in southern Ethiopia reveals that, place of delivery and mode of delivery were having significant effect on KMC practice. As observed that the respondents who vaginally delivered were 7.774 times more likely to practice KMC than those who had caesarean section. Regarding to the place of delivery the mother who delivered at a government hospital was 25.136 times more likely to practice KMC than those who gave birth at home. It also identifies maternal health problem, preterm baby illness, had no adequate information to continue KMC at home were obstacles to continue KMC (17). 
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[bookmark: _Toc30534186]3. CONCEPTUAL FRAME WORK
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Figure: 1 Conceptual frame work after review of literatures (11, 22-32) Bahir Dar city, Northwest, and ETHIOPIA.	



[bookmark: _Toc30534187]4. OBJECTIVES	
[bookmark: _Toc14043037][bookmark: _Toc30534188]4.1. General objective: -To assess kangaroo mother care practice and associated factors among mothers who gave low birth weight babies, in Bahir Dar city, 2019.
[bookmark: _Toc14043038][bookmark: _Toc30534189]4.2. Specific objectives: -
· To estimate the proportion of mothers those continued kangaroo mother care practice at home in Bahir Dar city, Northwest, Ethiopia.
· To identify associated factors to kangaroo mother care practice at home in Bahir Dar city, Northwest, Ethiopia.
· To explore the experience of KMC practice among mothers who gave low birth weight babies in Bahir Dar city, Northwest, Ethiopia.
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[bookmark: _Toc30534190]5. METHODS AND MATERIALS
[bookmark: _Toc14043040][bookmark: _Toc30534191]5.1. Study design
[bookmark: _Toc15027464]A community based cross-sectional study design triangulated with a qualitative approach was employed. Phenomenology study design was used for the qualitative study. 
[bookmark: _Toc30534192][bookmark: _Toc14043041][bookmark: _Toc14043125][bookmark: _Toc12340878][bookmark: _Toc14041970][bookmark: _Toc15027462]5.2. Study area and period
[bookmark: _Toc14043042][bookmark: _Toc14043126]The study was conducted in Bahir Dar city, Northwest, Ethiopia.  Bahir Dar is the capital city of Amhara National Regional State, and it is divided in to 6 sub cities with a total of 17 kebeles and 4 satellite towns. According to the city administration report the total population size of the city is around 339,683 of these 51% are males and 49% are females. Bahir Dar is 564 km far from Addis Ababa which is the capital city of Ethiopia. It has a total of 49 health institutions in the city. Among these 13 governmental, 34 private and 2 NGO supported public service providing health institutions. From 13 governmental health institutions 3 are hospitals and 10 are health centers which are organized with 10 health posts. All of the three hospitals have neonatal intensive care unit (NICU) for neonates but only two hospitals have KMC service with reserved rooms and assigned professionals for providing this service for low birth weight infants. The study was conducted from September18/2019-October 20/2019
[bookmark: _Toc14043043][bookmark: _Toc30534193]5.3. Population
[bookmark: _Toc14043044][bookmark: _Toc30534194]5.3.1. Source population	
All mothers who gave low birth weight infants, in Bahir Dar city.
[bookmark: _Toc14043045][bookmark: _Toc30534195]5.3.2. Study population
[bookmark: _Toc14043048]All the mothers those from Bahir Dar city, who gave low birth weight and have started KMC at the two hospitals during the study period.
[bookmark: _Toc30534196]5.4. Eligibility criteria	
[bookmark: _Toc14043049][bookmark: _Toc30534197]5.4.1. Inclusion criteria
All mothers who gave low birth weight and started KMC at hospital during the study period.
[bookmark: _Toc14043050][bookmark: _Toc30534198]5.4.2. Exclusion criteria
Mothers those have any medical problem that precludes them from giving clear information during data collection were excluded i.e. post-partum psychosis and those physiologically unable to communicate was excluded.
Mothers who gave low birth weight infant with major congenital abnormality i.e. spinal bifida.
Mothers those have loosed their low birth weight infant at hospital or after discharge before 28 days.
[bookmark: _Toc14043051][bookmark: _Toc30534199]5.5. Sampling procedure
[bookmark: _Toc14043052][bookmark: _Toc30534200]5.5.1. Sample size determination
The actual sample size for the study was determined by using the formula for single population proportion formula assuming that 5% marginal error (∂ (alpha) =0.05) and 95% confidence interval and the prevalence for KMC practice at home is 31.1% or P=0.31 from previous study (21) by using the following formula. 




With none response rate of 10% the total sample size was 362.
Table: 1 Sample size determination by factors, Bahir Dar City, Northwest Ethiopia, 2019.
	S. No
	Associated factors
	Assumption
	Total Sample size

	1
	Mode of delivery(17)
	OR=7.774, Power=80%, ratio 1:1, out come in unexposed=5.6%, exposed group=31.4%,with 10%non-response rate 
	          93


	2
	Place of delivery(17)
	OR=25.136, Power=80%,ratio 1:1,out come in unexposed=16%, exposed group=82.7%, with10% non-response rate
	             25


Thus, the minimum adequate sample sizes for this study were 362 taken from single population proportion formula including 10% non-response rate. Similarly, considering the saturation of data and the redundancy of information, key informants were selected for qualitative data gathering (in-depth interview).
[bookmark: _Toc14043053][bookmark: _Toc30534201]5.5.2. Sampling procedure
For quantitative study simple random sampling technique were conducted. The total low birth weight infants obtained from the two hospitals (Felege Hiwot Specialized Comprehensive Referral Hospital and Addis Alem Primary hospital) were 547 taken from three months report. Therefore, by assuming this as the total population we have drawn the study participants by simple random sampling technique. After arranging this population using their medical record number 362 study participants were selected by using table of random numbers. 
Participants, for the in–depth interview, were recruited by using purposive, criterion sampling technique on the basis of their role in KMC. To address the study participants, the principal investigator was made a contact with hospitals medical record number.
[bookmark: _Toc30534202][bookmark: _Toc471726861]5.6. Data collection tool and procedure
Instruments
[bookmark: _Hlk15185724]Quantitative data was collected by using structured questionnaire which is designed to meet the study objectives. The self-reported questionnaire is developed by reviewing literatures (1-8, 10-28). Then possible modification was made to bring towards our context. The questionnaire has three major parts; the first part consisting of 8 questions which assess socio-demographic characteristics of mothers i.e. age, marital status, work experience, educational status, the second, and third part of questionnaire contains 33 and 4 questions that aimed to assess obstetric related services and feeding practice of the mothers. The content validity of the questionnaire was examined by experts from Health Science College by different professionals in different disciplines. Open ended interview guide was used to collect the qualitative data. Probing questions that were asked based on participants' response. The interview guide was developed in English but it was conducted in Amharic, as the participants were speaking Amharic.
[bookmark: _Toc30534203]5.7. Data collection
For quantitative study, 2MPH supervisors and 8 trained data collectors were recruited and they have given training for 02 days about the objectives of the study, relevance of the study, informed consent, confidentiality of information, respondent’s right and technique of interview. 
[bookmark: _Toc14043054]By using the address of respondents recorded on their KMC registration book i.e. kebele, ketene, phone number. Data were collected house to house through face to face interview with each respondent. Interview with each respondent was conducted in a comfortable place and at a comfortable time they prefer. For qualitative study principal investigator has collected the data using field note and tape recorder.
[bookmark: _Toc30534204]5.8. Study variables
[bookmark: _Toc14043055][bookmark: _Toc30534205]5.8.1. Dependent variable: - Kangaroo mother care practice  
[bookmark: _Toc14043056][bookmark: _Toc30534206][bookmark: _Hlk14380585]5.8.2. Independent variables: - Maternal age, educational status, marital status, occupational status, religion, place of delivery, mode of delivery, family support/ others support, resource, clinical conditions, pre-formation during pregnancy, fear/stigma/anxiety, tradition, motivation, pre information about KMC, maternal residence.
[bookmark: _Toc14043057][bookmark: _Toc30534207]5.9. Operational definitions
Kangaroo Mother Care (KMC) - is defined as early, prolonged and continuous (as far as circumstances permit) skin- to- skin contact between the low birth weight infant and mother (28).
Low birth weight- is defined as infants those have birth weight <2000 grams.
Prolonged and continuous skin- to- skin contact:- skin- to- skin contact of 2 hours or more per day and continues until the new born weighs 2500grams  or the baby's gestation reaches term (2, 28).
[bookmark: _Toc14043058][bookmark: _Toc30534208]5.10. Data quality control	
Questionnaire was developed and validated. In order to maintain the quality of data, the questionnaire was translated from English to Amharic and back to English for consistency. Training that include the field practice were given to the data collectors and the questionnaire was pre tested on 5% of the total sample size. Pretest was conducted at Addis Zemen town for validity of the tool. After pretest has been conducted, on-site supervision was carried out, and feedback was given to the data collectors during data collection.
Supervisors have been conducted an ongoing checkup of data each day during the data collection to ensure the quality of data by checking filled questionnaires, for their completeness and internal consistency. For checking the external consistency, they have conducted re-interview on randomly selected study participants.
[bookmark: _Toc14043059][bookmark: _Toc30534209]5.11. Data analysis
[bookmark: _Hlk15240806]Quantitative data was entered, coded and cleaned, by using Epi-info version 7.0 statistical software and then exported into Statically Package for Social Science (SPSS) version 23 software for further data processing and analysis. Text descriptions, tables, charts, and graphs were used to describe the relevant findings of the study.
Bi-variable logistic regression was used to select the candidate variable to multi-variable logistic regression analysis. Those independent variables with a p - values of 0.25 or less in the bi-variable logistic regression were included in the multi-variable logistic regression to get the adjusted effect of each covariate. 
 Adjusted odds ratio (AOR) with a 95% confidence interval was estimated to assess the strength of the association between the independent variables and the dependent variable. 
Variables with p - value less than 0.05 in the multi-variable logistic regression analysis were considered as statistically significant and independent predictors of kangaroo mother care practice at home. Qualitative data were analyzed by using manual thematic content analysis technique.
[bookmark: _Toc14043060][bookmark: _Toc30534210]5.12. Ethical consideration
Ethical approval were obtained from Bahir Dar University, School of Public Health, Department of Epidemiology and Biostatistics and Amhara Public Health Institute and submitted to Felege Hiwot Comprehensive Specialized Referral Hospital and Addis Alem Primary Hospital Chief Executive Officers (CEOs) to get the data from registers. After getting permission from the hospitals administration, the request letter was written for the concerned bodies of respective departments. Following this, searching and obtaining of the samples, were started by selecting study participants from KMC registers. Written informed consent was obtained from each study participant during data collection. Their name was omitted for assurance of confidentiality and privacy. Interview was performed at suitable and secured place to respondents. Finally, questionnaire were cleaned, stored and analyzed at secured place. 
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[bookmark: _Toc30534211]6. DISSEMINATION OF THE RESULT
The results of this study will be disseminated to Bahir Dar University, School of Public Health, Department of Epidemiology and Biostatistics. The final report will be presented as partial fulfillment of the degree of MPH in Epidemiology and copies will be sent to Felege Hiwot Comprehensive Specialized Referral Hospital, Addis Alem Primary Hospital, Amhara Regional Health Office, and other stake holders. In addition to this, it will be disseminated through publication in one of health journals to make it accessible for anybody who needs it.
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[bookmark: _Toc30534212]7. RESULT
[bookmark: _Toc30534213]7.1. Socio-demographic characteristics
 A total of 331 mothers having low birth weight infants voluntarily responded, making the response rate 91.43%. The mean age of the mother’s was 28.8 years with (±8.08SD). The mean gestational age of the low birth weight infants were 34 weeks with (±3.4SD). Of all mothers 79 (23.9%) were between the ages 30-34, 296(89.4%) of the mothers were married, 49(14.8%) had college level education and above. In addition, 204(61.6%) of the mothers were house wives. The median annual income of the households of the study participants were 20000 Birr which ranges from 7,500-410,000 ETB. Of this 271(81.9%) of the respondents had average annual income more than 12,000 Birr. Regarding ethnicity, 285(85.2%) respondents were Amhara, in religious aspect, 237(71.6%) of the mothers were Orthodox and 67(20.2%) were Muslims. Two hundred seventy nine (84.3%) of the mothers were living with the father of their newborn.
Table: 2 Socio-demographic characteristics of mothers with low birth weight babies who practiced KMC (n=331), Bahir Dar, Ethiopia, 2019.
	Variables
	Category
	Numbers                    Percent (%)

	Marital status
	 Single  
	23
	6.9

	
	Married 
	296
	89.4

	
	Divorced
	8
	2.4

	
	Widowed	
	4
	1.2

	Maternal occupation
	Government employer 
	36
	10.9

	
	Merchant
	79
	23.9

	
	House wife
	204
	61.6

	
	Others
	12
	3.6

	Annual income in birr
	Less than 7500 
	6
	1.8

	
	7501-15000
	54
	16.3

	
	15001-22500
	151
	45.6

	
	22500 and above
	120
	36.3

	Religion	
	Orthodox
	237
	71.6

	
	Muslim
	67
	20.2

	
	Protestant
	25
	7.6

	
	Others 
	2
	.6

	Ethnicity	
	Amhara
	282
	85.2

	
	Agew
	37
	11.2

	
	Others 
	12
	3.6

	Educational status
	Unable to read and write
	72
	21.8

	
	Able to read and write
	77
	23.3

	
	Grade 1-8
	78
	23.6

	
	Grade 8-12
	54
	16.3

	
	Diploma and above
	49
	14.8

	Maternal  age (years)
	15-19 
	43
	13.0

	
	20-24
	73
	22.1

	
	25-29
	63
	19.0

	
	30-34
	79
	23.9

	
	35-39
	37
	11.2

	
	40-44
	19
	5.7

	
	44 and above
	17
	5.1



[bookmark: _Toc30534214]7.2. Health facility and health related characteristics	
Regarding to ANC follow up 291(87.6%) of the mothers had ANC follow up. Among these 91(27.5%) had at least two times ANC in their recent pregnancy and 48(14.5%) had complete ANC follow up to four and more times. When they got ANC 105(31.7%) have gotten information on preterm and low birth weight baby 103(31.1%) of the mothers have got information on KMC from health professionals. Twenty seven (8.2%) the mothers had a history of still birth and 23(92%) face this problem for only once. Fifty two (15.7%) had a history of miscarriage or abortion and 48(92.3%) had abortion for one time in their life time. One hundred sixteen (35%) of the mothers were primi-gravid where as the rest of the mothers were multi-gravid.
Two hundred eighty six (86.4%) of the mothers had normal vaginal delivery, and 27(8.2%) were cesarean section. The rest of the mothers had assisted delivery. Most of the mothers 180(54.4%) delivered in a health centers and 121(36.6%) at hospital.



Figure 2: frequency of anc follow up of the mothers in their recent pregnancy, (n=331), bahir  dar city, nothwest, Ethiopia, 2019.
Table 3 : place and mode of delivery of mothers with their low birth weight babies, bahir dar city ,northwest, ethiopia, 2019.
	Variables 
	Category 
	Numbers 
	Percent 

	Place of delivery
	Health center
	180
	54.4

	
	Hospital 
	121
	36.6

	
	Home 
	30
	9.1

	Mode of delivery 
	Normal 
	286
	86.4

	
	Assisted 
	17
	5.1

	
	Caesarian 
	27
	8.2




[bookmark: _Toc30534215]7.3. Kangaroo mother care practice at home
Among all mothers 141(42.6%) (95% CI: 37.24%, 47.95%) practiced KMC at home. Of these, 64(19.3%) started KMC immediately after birth as the infant had been stabilized, and 267(80.7%) started KMC practice after 24 hr. However, 128(93.4%) mothers have been practiced KMC continuously and the rest did it intermittently. From 141 mothers those continued KMC practice at home 132 (96.4%) have given skin to skin contact for more than 8 hours per day. Average duration of KMC practice at home was 32.59 days with (± SD 4.523). Of the mothers only 50(15.1%) had support from their family. From the families 27(54%) were grandmothers,15(30%) fathers, 8(16%) sisters gave skin to skin contact for the low birth weight babies but there were no support from neighbors. Of all the mothers 309(93.4%) fed breast milk exclusively for their low birth weight babies the rest of them give additional fluid for their new born. From them 266 (86.4%) fed breast milk for their low birth weight infants for more than 8 times per 24 hours. The major reason for not feeding breast milk exclusively/ giving additional fluid was inadequacy of breast milk 7(2.1%) and due to workloads 4(1.2%). Twelve (3.6%) and 4(1.2%) mothers fed cow milk and powder milk for their infants respectively.
[bookmark: _Toc30534216]7.4. Association of socio-demographic factors and other variables on utilization of KMC.
In binary logistic regression analysis type of occupation, educational status, age of the mothers, place of delivery, frequency of ANC follow up, pre information on preterm birth, pre information on KMC during pregnancy and type of delivery, were significantly associated with the dependent variable. In the final model, frequency of ANC follow up and pre information about KMC during pregnancy were remaining significantly associated with KMC practice at home at 5% level of significance. 
Mothers those who had ANC follow up four times and above were 8.847 times (AOR =8.847, 95%CI: 1.276, 61.36) more likely to practice KMC at home as compared to those have only one time ANC follow up.
Those mothers who had information on KMC during pregnancy were 27.791 (AOR=27.791, 95% CI: 2.452-315.047) times more likely to practice KMC at home compared to mothers who had no information about KMC during pregnancy. 

Table 4: Binary logistic regression of factors associated with KMC practice, (n=331), Bahir Dar city, Northwest Ethiopia, 2019.
	Variables 
	KMC practice
	Sig.
	COR
	AOR
	(95% CI)

	
	yes 
	no 
	
	
	
	

	Place of delivery
	 
	 
	0.8
	 
	 
	 

	Health center
	65
	115
	0.606
	7.913
	3.081
	(0.43-221.495)

	Hospital
	74
	47
	0.75
	22.043
	2.035
	(0.026-159.85)

	Home
	2
	28
	 
	1 
	1 
	 

	Current occupation
	 
	 
	0 .682
	 
	 
	 

	Government employer
	22
	14
	0.612
	7.857
	6.1
	(0.006-6584.763)

	merchant
	41
	38
	0.846
	5.395
	1.882
	(0.003-1096.481)

	House wife
	76
	128
	0.946
	2.969
	0.808
	(0.002-399.338)

	Others
	2
	10
	 
	 1
	 1
	 

	Educational status
	 
	 
	0.529
	 
	 
	 

	Unable to read and write 
	27
	45
	0.482
	0.38
	0.397
	(0.03-5.199)

	Able to read and write
	23
	54
	0.604
	0.27
	1.989
	(.148-26.698)

	Grade 1-8
	39
	39
	0.428
	0.633
	2.772
	(.223-34.53)

	Grade 9-12
	22
	32
	0.909
	0.435
	0.844
	(.046-15.627)

	Diploma and above
	 30
	19
	 
	1 
	1 
	 

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	Frequency of ANC follow up
	 
	 
	0.09
	  
	 
	 

	Only once
	16
	64
	 
	1
	1
	 

	Two times
	34
	57
	0.96
	2.386
	0.956
	(.166-5.509)

	Three times
	46
	26
	0.233
	       7.07
	3.081
	(.485-19.56)

	[bookmark: RANGE!B171]Four and above
	40
	8
	0.027
	20 
	8.847
	(1.276-61.36)*

	Pre information about KMC 
	
	
	
	79.969
	
	

	yes
	89
	14
	0.007
	54.036

	27.791
	(2.452-315.047)**

	No 
	48
	142
	
	1
	1
	



Keys: 1 =reference   * = Significant with p<0.05 

	

	


[bookmark: _Toc30534217]7.5. Qualitative findings 
In-depth interview was conducted among five selected key informants who had prior experience with KMC program. These key informants were health professionals’ who were conducting follow up for the mothers who practice KMC at home.
[bookmark: _Toc30534218]7.5.1. Barriers to the effective implementation of KMC practice for mothers 
“Most of the mothers decrease/discontinue skin to skin contact/ KMC practice at home when compared to their hospital KMC practice during my follow up. This worsens the infant problem/decreases the infants’ weight and leads to hospital readmission. Mothers decrease or discontinue KMC practice due to work load, cultural influences, absence of family support, lack of frequent follow up at home by health extension workers and some mothers discontinue KMC practice at home due to economic reasons such as absence of separate room and comfortable bed with pillows. Even I have visited mothers who have had no bed in their home and, were obligated to sleep on the floor which makes KMC practice so difficult” (KII1).
“Cultural impact was the major challenge for mothers to practice KMC at home since it is strange for the community. I have interviewed one mother that she suffers from cultural influence she told me that “even she did not want to be visited by anybody due to cultural influence”. During my follow up I have seen that KMC was an effective method of care with low cost to decrease neonatal mortality” (KII2). “Most of the mothers decrease the practice due to cultural influence and absence of private room and comfortable bed in their house. Those mothers who gave birth at home and start KMC after longer duration of their infants in neonatal intensive care unit/NICU were not voluntary to continue the practice at their home.” (KII3). “Lack of counseling about KMC during ANC follow up, lack of counseling during hospital discharge, fear/stigma and anxiety of cultural influence were stated as the major reasons for stopping their KMC practice at home. I have faced mothers who sleep on the floor during my follow up which makes KMC practice very difficult” (KII4).
“Most of the mothers have seen practicing limited KMC at home compared to their practice during their hospital stay. The reason for low practice of KMC at home has related with being engaged on household activities, lack of husbands support, some social reasons such as manorial ceremony, lack of awareness creation on KMC during ANC, and there is no organized method of awareness creation for the community to increase the uptake of KMC practice. I have faced one mother that she “leave her low birth weight baby because of manorial ceremony of her father and lastly when she came the baby was died”” (KII5). 
[bookmark: _Toc30534219]7.5.2. Enabling opportunities for effective implementation of KMC for the mothers	
“Those mothers who counseled strongly about continuation of KMC practice at home during discharge from hospital continue KMC practice at home and the weight of infants were improved as well. Mothers who have had strong support and intensive counseling from health professionals/nurses and physicians during hospital stay continued their KMC practice at home in a better way” (KII2). 
“Those mothers who counseled strongly at hospital and had strong follow-up from health extension workers with family support continue KMC practice at home and the health of newborns were improved as well. Those mothers who had private room with comfortable bed continue KMC at home. Continuous follow up by health extension workers with strong counseling was the important contributor of KMC practice at home. Regarding to place of delivery those who gave birth at health institution and start KMC immediately were continued the practice at home. In addition to these mothers who had appropriate ANC follow up and had awareness about low birth weight/ preterm labor accept every recommendation about KMC practice and did it well at home”(KII3).
“Those mothers who have had appropriate ANC follow up, strong counseling about low birth weight/preterm and management with KMC during pregnancy continue the practice at home in a good manner.” (KII4). 










[bookmark: _Toc30534220]8. DISCUSSION 	
This study tried to find the proportion of kangaroo mother care practice at home in Bahir Dar City, Northwest, Ethiopia. The proportions of mothers those continue KMC practice at home were 42.6% (95%CI: 37.3%, 48.3%). This finding were lower as compared to the study conducted at Yirgalem town, Southern, Ethiopia showed that the prevalence of KMC practice at home was 78.9% (17). This could be due to differences in duration of practice, the former study included mothers who continue KMC practice at home for at least 7 days but in this study those mothers who had practice KMC for less than 28 days duration starting from birth were considered as not continued the practice.  The study conducted at Addis Ababa, Ethiopia shows, the prevalence of KMC practice at home was 83.6%(18) which is higher than the prevalence obtained from this study.  This may be due to differences in socio demographic characteristics and the prevalence showed in the previous study was for the mothers those continue KMC practice for at least two weeks but the prevalence in this study represents mothers who practice KMC for at least 28 days. The proportion of mothers those continue KMC at home in this study was low (42.6%) when compared to the study conducted in Chicago which was 88.3%(14) this is due to differences in socio demographic characteristics. 
In this study frequency of ANC follow up and pre-information about KMC during pregnancy were significantly associated with KMC practice at home. In the study conducted at Yirgalem Southern Ethiopia, place of delivery and mode of delivery were the two statistically associated variables with KMC practice at home(17). This difference may partly be due to socio demographic characteristics, the variables which had an association in this study were newly added variable that were not incorporated in the former study. 
 In this study presence of family support were reported as enabling factor to continue KMC at home after hospital discharge. This finding is in line with the study conducted in India that states receiving help with house hold chores and family members practicing skin to skin contact were the two top enablers for KMC practice after discharge(23). In this study presence family support and private room with comfortable bed were reported as enabling factors for continuation of KMC at home which is in line with the study done in India which identified support of family members was facilitator in 70% and lack of privacy at home was hindering in 25% (15).
 In this study absence of family support, absence of private room with comfortable bed, fear / anxiety and absence of strong support from health professionals were identified as barriers for KMC practice at home similarly a systematic review that identifies the barriers and enablers of KMC practice that identified issues with facility environment / resources and negative impressions of staff or interactions, fear / anxiety of hurting the infant, lack of help with KMC practice were among the inhibiting factors for KMC practice(24)
In this study absence of private room with comfortable bed, lack of counseling about KMC during pregnancy were identified as the inhibiting factors to practice KMC at home similarly   the study done in Uganda states that lack of resources (beds/space, monitoring devices), privacy issues, inadequate education, and difficulties of motivating mothers to devote time to KMC were amongst the inhibiting factors to KMC practice(22).  In this study absence of private room with comfortable beds were reported as inhibiting factors for KMC practice at home similarly formative research conducted to design an acceptable community intervention identified non-conducive home environment such as lack of availability of a separate chair or bed to do KMC, and limited privacy in extended families were identified as influencing factors to practice it at home(20)









[bookmark: _Toc30534221]9. LIMITATIONS 	
This study tried to assess the prevalence of KMC practice and associated factors at home at a time but to obtain more strong findings it is better to conduct follow up studies on the area. The limitation of this study was that data were collected from mothers who had discharged before three months which may lead to recall bias and it had been encountered with social desirability bias due to sensitivity of the information.
	














[bookmark: _Toc30534222]10. CONCLUSIONS 
In this study, low prevalence of KMC practice at home was reported. Frequency of ANC follow up and pre-information about KMC during pregnancy were important predictors of kangaroo mother care practice at home. Quantitative finding was supported with qualitative result, most of the key informant interviewee reported that most of the mothers who had appropriate ANC follow up and pre information about KMC during pregnancy continued kangaroo mother care practice at home. Finally further research is required on the area to identify enabling factors and barriers of KMC practice at home. 















[bookmark: _Toc30534223]11. RECOMMENDATIONS 
Amhara Regional Health Office should incorporate KMC practice as the other programs and monitor and evaluate it frequently. Local health offices like, Zonal and Woreda health officials should provide support for their respective institutions to strengthen KMC program at each health facility. Midwifes and all other health professionals who provide ANC service for mothers should counsel mothers about KMC to aware them about it. Every pregnant mother should get appropriate ANC follow up with strong counseling about low birth weight.
Amhara Regional Health Office needs to expand information education communication and behavioral change on KMC practice to improve community awareness including using mass media like the other new health interventions. Every health professional including physicians should counsel the mothers during discharge about the continuation of KMC practice at home till the weight of the baby reaches the minimum requirement.
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[bookmark: _Toc30534225]13. ANNEXES	
[bookmark: _Toc30534226]13.1 Consent form
Dear participant my name is ----------- I am a data collector for Demeke who is doing a research as partial fulfillment for the requirement of MPH in Epidemiology at Bahir Dar University. 
This is a study to be conducted with the objective of assessing home based kangaroo mother care practice and associated factors among mothers who gave low birth weight infants and have started KMC at hospitals. We would like to inform you that the information we take from you are very essential, not only, for the successful accomplishment of the study, but also for producing relevant information which will be helpful to improve the implementation of KMC practice at the community level.If you have any questions or concerns or more explanation about the research, you can ask me. Declaration of voluntary consent 
Signature of participant ___________ D/M/Y_______________ 
[bookmark: _Toc30534227]የጥናቱተሳታፊዎችመረጃመስጫናፈቃደኝነትመጠየቂያቅፅ (በአማርኛ)
የተሳታፊዎች መረጃ	
እንደምን አሉ ስሜ--------------------------------------------------------------እባላለሁ፡፡በባህርዳርዩኒቨርሲቲየሁለተኛዲግሪየመመረቂያፅሁፍለሚየጠኑትምርምርበመረጃሰብሳቢነትእሰራለሁ።
የጥናቱርዕስበባህርዳርከተማውስጥያሉየአጥቢእናቶችጨቅላሕጻናትየገላለገላማቀፍግልጋሎትእንክብካቤያላቸውንልምድእናየሚያስገኘውንጥቅምለማወቅእናተያያዥጉዳዮችንለመለየትይሰኛል።
የጥናቱአላማ		
ከጥናቱየሚገኘውውጤትበከተማውውስጥለሚገኙአጥቢእናቶችእናጤናባለሞያዎች፣ሌሎችለሚመለከታቸዉባለድርሻአካላትናድርጅቶችለችግሩትኩረትእንዲሰጡናመፍትሄእንዲያፈላልጉየበኩሉንይወጣልተብሎይታሰባል፡፡ከዚህጥናትየሚገኘውውጤትበከተማውወደፊትለሚጠኑተመሳሳይጥናቶችእንደመነሻግብዓትሆኖያገለግላል:: ከዚህምበላይበዋናነትየሁለተኛዲግሪመመረቂያየማሟያጥናታዊጽሁፍለማዘጋጀትነው:: 
ድርሻእናቆይታ
ለጥናቱአስፈላጊውንመረጃለማግኘትመጠይቅበመጠቀምቃለ-መጠይቅአደርግልዎታለሁ፡፡መጠይቁ44 ጥያቄዎችየያዘሲሆንየጥልቅቃለመጠይቁየሚይዛቸዉጥያቄዎችበመጠይቁየሚዎሰንይሆናል፡፡ይህንንጊዜእንዲሰጡኝበትህትናእጠይቃለሁ።
ሊያደርስየሚችለዉጉዳትናየሚያስገኘዉጥቅም
ይህጥናትከጊዜዎላይ 20 ደቂቃከመውሰድውጭበእርስዎምሆነበልጅዎላይጉዳትአያመጣም።በዚህጥናትበመሳተፍዎበቀጥታየሚያገኙትክፍያየለም።ነገርግንየዚህጥናትውጤትለከተማዉጤናጽ/ቤትናእቅድአውጭየመንግስትአካላትጠቃሚመረጃሊሰጥይችላል።
ሚስጢራዊነት
የሚሰጡንመረጃሚስጥራዊነትየሚጠበቅሲሆንእንደግለሰብተለይቶየሚወሰድመረጃየለም።የጥናቱውጤትየህብረተሰቡንአጠቃላይሁኔታእንጂየአንድንግለሰብምንምነገርአያንጸባርቅም።የጥናቱተሳታፉዎችንከምርምሩጋርበማጣቀስየሚሰጥየቃልምይሁንየጹሁፍሪፖርትየለም።
መብት
በዚህጥናትውስጥመሳተፍሙሉበሙሉበፈቃደኝነትላይየተመሰረተሲሆንበጥናቱለመሳተፍምሆነላለመሳተፍየመወሰንመብትአለዎት።በፈለጉትጊዜከጥናቱመውጣትይችላሉ፡፡ይህንበማድረግዎምማግኘትየሚገባዎንጥቅምአያስቀርብዎትም።

የሙሉፈቃደኝነትማረጋገጫ
የተሳታፉዎችመረጃወረቀትአንብቤዋለሁ/ተነብቦልኛል።የጥናቱንአላማ፣ክንዋኔ፣ጥቅምናጉዳት፣ሚስጥራዊነት፣መብትእናለማንኛውምጥያቄየተሰጠውንየመገኛአድራሻበደንብተረድቼዋለሁ።ግልፅያልሆነጥያቄካለኝእንድጠይቅእድልተሰጥቶኛል።በፈለግሁትጊዜከጥናቱመውጣትእንደምችልእንዲሁምመመለስየማልፈልገውንጥያቄመመለስእንደሌለብኝተነግሮኛል።ፍቃደኛነዎት 1 አወ 2 አይደለሁም
ፈቃደኛከሆኑጥያቄውን ይቀጥሉ፣ፍቃደኛካልሆኑወደሌላተሳታፊዪለፉ
የመረጃሰጭውፊርማ ቀን...
ለበለጠመረጃየጥናቱተሳታፊአቶደመቀፈረደአደራሻስልከ 0918640603 
ኢሜል:- ferededemeke@gmail.com


	
[bookmark: _Toc30534228]13.2. Questionnaires
	No
	Socio demographic characteristics of the mothers
	

	101
	 Age of mother (years)
	____________ 

	102
	Educational status
	1. unable to read and write 2. able to read and write 3. Grade 1-8 grade 8-12 4. Diploma and above

	103
	 What is your current marital status
	1. Married 2. Single 3. Divorced
4. Widowed

	104
	Ethnicity   
	1.Amhara2.Tigray3. Oromo
4.Awei5. others (specify)

	105
	What is your religion
	1.Orthodox2. Muslim
3.Protestant4. Catholic 5.Others

	106
	What is your current occupation?                    
	1. Government employer 2.
Merchant 3. House wife 4. Other (specify)

	107
	Is father of the new born currently staying with the family?           
	1. Yes                       2. No  

	108
	What is the total income of your family per year? (in birr)
	
_______________________

	
	Obstetric related servicesrelated characteristics
	

	201
	How many times have you been pregnant including this birth?  
	
_______________________________

	202
	Did you ever have any miscarriages or abortion (termination of pregnancy)?  
	1. Yes                       2. No  

	203
	if yes, for question 202how many times did you have miscarriages or abortion?
	______________________

	204
	How many times have you given birth including this birth?  
	____________________________

	205
	How many of the babies were pre-term (born too soon) including this birth, if any?
	______________________

	206
	How many of the babies were low birth weight including this birth, if any?
	______________________

	207
	How many live births have you had during your lifetime?  
	_______________________________

	208
	How many stillbirths (babies who were born and never breathed) have you ever have, if any?
	______________________

	209
	How many newborn deaths (a child who died in the first 28 days of life) have you ever have, if any?
	______________________

	210
	How many living children do you have now?   

	_________

	211
	In your recent pregnancy, did you receive ante natal care (ANC) at a health facility during pregnancy?     
	1. Yes                       2. No  

	212
	If yes, for question 211 how many times did you get ante natal care?
	1. only one time 2. Two times 3. Three times 4. four and above

	213
	When you got ANC at the health facility, did you get any information on preterm and/or LBW baby born?    
	1. Yes                       2. No  

	214
	When you got ANC at the health facility, did you get any information on KMC?    
	1. Yes                       2. No  

	215
	Where did you give birth?
	


	216
	Who (what kind of professional) conducted the delivery?

	
____________________________

	217
	What type of delivery did you have in this labor?
	1. Normal  
2. Assisted  
3. Caesarian  

	218
	If home birth, who told you to bring your baby to health facility?

	1. Myself /No one  
2. HEW  
3. HDA/CHW  
4. Family/Friend/relatives
5. Neighbor 
6. Others (specify)

	219
	At which month of pregnancy was your infant born?  
	_________________ (in months)

	220
	What was the birth order of the child?     
	_____________________ 

	221
	If birth order is >1, what was the interval between the birth of this child, and the previous child?
	______________________  


	222
	Was the infant born single, twins or triplets? 

	1. single birth 
2. twins  
3. triplets 

	223
	Birth weight of infant_1 reported by mother?
	_____________________

	224
	Birth weight of infant_2 reported by mother?
	_____________________________

	225
	Birth weight of infant_3 reported by mother?
	_________________________________

	226
	Have you started KMC at hospital?
	1.Yes2. No  

	227
	When did you start KMC after delivery?
	1. Immediately 2. After 24 hours

	228
	Did you practice KMC at home every day?
	1.yes2.No


	229
	If yes for question number228 for how many hours per day you have been practice it? 
	__________________________

	230
	For how many days you continue KMC at home?
	________________________

	231
	Did someone else give skin-to-skin care for the baby other than you?
	1. Yes        2. No 


	232
	If yes, for question number 231 who gave the skin to skin contact to the infant? 

	1. Father  
2. Grandmother 
3. Sister  
4. Neighbor 
5. Others (Specify)

	233
	What type of KMC you practice?
	1.Continuous2. Intermittent

	
	Feeding practice
	

	301
	Do you give breast milk to the child?
	1.yes2.No


	302
	If no, reasons you did not provide breast milk?

	

_________________________________

	303
	How many times did you breastfeed over 24 hours?
	_______________________________

	304
	What was the infant fed other than breast milk?

	1.Cow milk
2.powder milk 3. Semi fluids4. Other fluids







Interview guide and observaton checklist for KMC practice  at home.
1. How did you see KMC practice of mothers experience at home?
 2. What were the reasons that the mothers mostly stated as contributing factors for KMC practice?
3. What did you experience with support of the family and community (prob)?
የአማርኛ መጠይቆች
	ክፍልአንድዳራዊመረጃ


	101
	እድሜ
	_______________________

	102
	የትምህርትደረጃ
	1. 1. ማንበብ መጻፍ የማይችል
2. 2. ማንበብ እና መጻፍ የሚችል
3. 3. ከ1-8 የተማረ
4. 4. 8-12 ክፍል የተማረ
5. 5. ዲፕልማ እና ከዚያ በላይ

	103
	የትዳርሁኔታ
	1. ያላገባች  2. የገባች 3. የፈታች 4.የሞተባት

	104
	ብሔር
	1. 1. አማራ 2. አዊ 3.ኦሮሞ 4.ትገሬ 5.ሌላካለይጠቀስ ------

	105
	እምነት
	1. ኦረቶዶክስ 2 ሙስሊም 3. ፕሮቴስታንት 4. ካቶሊክ 5.ሌላካለይጠቀስ ---

	106
	ስራ
	1. የመንግስትሰራተኛ 2. ነጋዴ 3. የቤትእመቤት 4 ሌላካለይጠቀስ ---

	107
	ከትዳርአጋርወትጋርአብረውበአንድቤትነውየሚኖሩት?
	1. አወ 2. አይደለም

	108
	አመታዊየገቢመጠንብር

	________________ብር

	ክፍልሁለት፤ ከእርግዝናጋርየተያያዙጥያቄወች

	201
	ምንያክልጊዜነፍሰጡርሁነዋል
	________________

	202
	ውርጃአጋጥሞትያውቃል?
	1. አወ 2. የለም

	203
	የጥያቄ202 መልስወአወከሆነምንያክልጊዜነውያጋጥሞወት?
	_______________________

	204
	ምንያክልልጅወልደዋል?
	________________________

	205
	ምንያክልልጆችወርቀረሽሁነውተወልደዋል?
	________________________

	206
	ምንያክልልጆችክብደታቸውዝቅተኛሁነውተወልደዋል?
	___________________________________

	207
	በህይወትየተወለዱልጆችብዛት
	___________________________________

	208
	ሞተውየተወለዱልጆችአሉወት?
	1. 1. አወ 2. የለም

	209
	የጥያቄ ----መልስወአወከሆነስንትናቸው
	__________________

	210
	በመጀመሪያውአንድወርእድሜውስጥህጻንሞቶብዎትያውቃል?
	1. አወ 2. የለም

	211
	ጥያቄ 18 መልስወአወከሆነስንትልጅነው
	____________________________

	212
	በአሁኑእርግዝናክትትልቅድመወሊድአድርገሻል
	1. አወ 2. የለም

	213
	ክትልከነበረወለምንያክልጊዜነው
	1. 1 2. 2 3.3 4.4 እናከዚያበላይ

	214
	ክብደታቸውዝቅተኛወይምያለጊዜቸውስለሚወለዱህጻናትከጤናባለሙያስምተውያውቃሉ?
	1. 1. አወ 2. የለም


	215
	ክትትልበሚያደርጉበትወቅትስለገላለገላማቀፍስምተዋል?
	1. አወ 2. የለም

	216
	የትነበርይህንልጅየወለዱት
	1.ጤናጣቢያ 2. ሆስፒታል 3. ቤት 4 ሌላ ----

	217
	በወለዱበትወቅትማንነበርእገዛያደረገልወት
	__________________________

	218
	የመጨረሻውንህጻንበምንነበርየወለዱት?
	1. ያለምንምእግዛ 2. በመሳሪያበመታገዝ 3 ቀዶጥገና

	219
	ቤትከወለዱወደጤናተቋምእንዲመጡማንነገረወት
	______________________________

	220
	በስንትወሩነውየተወለደው?

	______________________________

	221
	ይህየመጨረሻህጻንስንተኛልጅወትነው?
	________________________

	222
	ከአሁንበፊትልጅወልደውከሆነየአኑንልጅበሰንትጊዜልዩነትነውየወለዱት?

	________________________በወር

	223
	አሁንበአንድጊዜስንትልጅነውየወለዱት?
	1. 1  2. 2 3.3


	224
	የወለድሽውልጅከአንድበላይከሆነየመጀመሪያውልጅክብደትስንትግራምነው ---  የሁለተኛው -----የሶስተኛው -----
	

	225
	ሆስፒታልከወለዱወይምከወለዱበኋላሂደውከሆነየገላለገላማቀፍጀምረውነበር?
	1 አወ 2. የለም


	226
	ከጀመሩመቸጀመሩ
	1. ወዲየውኑ 2. ከ24 ሰአትበኋላ

	227
	ገላለገላጀምረውከሆነቤትከሄዱበኋላስቀጥለውነበረ?
	1. አወ 2. የለም

	228
	የጥያቄተራቁጥር227መልስወአወከሆነበቀንለስንትሰአት

	__________________________

	229
	ከእርስወውጭለህጻኑየገላለገላማቀፍግልጋሎትሚሰጥሰውነበር?
	1 አወ 2. የለም


	230
	የጥያቄቁጥር229መልስወአወከሆነማንነበርየሚያቅፈው?
	1. አባት 2. ሴትአያት 3. እህት 4 ጎረቤት 5 ሌላካለይጠቀስ


	231
	ምንአይነትየገላለገላማቀፍግልጋሎትነበርየሚሰጡት?
	1. ተከታታይ 2. አልፎአልፎ


	232
	ለምንያክልጊዜነበርማቀፉንየቀጠሉት?
	______________________ቀን


	ክፍልሶስትየህጻኑየአመጋገብሁኔታ

	301
	ህጻኑንየእናትጡትብቻነውየሚመግቡት?
	1. አወ 2. አይደለም

	302
	ጡትመመገብካልቻሉያልቻሉበትምክንያትምንድንነው?
	
___________________________

	303
	ጡትየሚጠባከሆነበቀንምንያክልጊዜይጠባል?
	
____________________________

	304
	ጡትብቻየማይመገብከሆነተጫመሪምግብምንድንነውየሚሰጡት
	1. የላምወተት 2 የዱቄትወተት 3.  ከፊልጠጣርምግብ  4. ሌሎችፈሳሽነገሮች




[bookmark: _Toc30534229]13.3. Declaration form	
Declaration
I, the under signed, declared that this is my original work, has never been presented in this or any other University, and that all the resources and materials used for the research, have been fully acknowledged. 

Principal investigator
Name: ____________________________________________ 
Signature: _________________________________________
Date: ____________________________________________
Advisors 
Name________________________________________________
Signature: _____________________________________________
Date: __________________________________________________
  Name________________________________________________
  Signature: _____________________________________________
  Date: __________________________________________________   
Series 1	1st visit	2nd visit	3rd visit	4th and above	80	91	72	48	Column1	1st visit	2nd visit	3rd visit	4th and above	Series 3	1st visit	2nd visit	3rd visit	4th and above	12
	
image2.wmf
2

)

1

(

2

D

p

p

za

n

-

=


oleObject1.bin

image3.wmf
329

5

.

0

)

31

.

1

(

31

.

)

96

.

1

(

2

2

=

-

=

x

n


oleObject2.bin

image1.png
Wisdom at the source of the Blue Nile




