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ABSTRACT

Background: Globally, 2.5 million children died in the first month of life with (98%) of these
deaths occurring in developing countries in 2018. Approximately, 7,000 neonatal deaths
occurred every day and most of which close to three quarters dying on the first day. Most of the
study conducted on essential newborn care practice were at health facility, which didn’t represent

the home delivered mothers.

Objective: To assess essential newborn care practices and associated factors among mothers

who had live birth neonate in Simada woreda, South Gondar, North West Ethiopia, 2019.

Methods: A community based cross-sectional study design was conducted on September, 2019.
A total of 601 mothers were selected using systematic random sampling technique for study. The
sample size was calculated using prevalence of essential newborn care practice after checking
using both prevalence and factors associated with newborn care practice. An interview using
structured questionnaire was used to collect data. Descriptive statistics was used to describe data.
Both bi-variable and multivariable binary logistic regression models was used to determine
factors associated with essential newborn care practice and the strength of association was

measured by odd ratios with 95% CI at p-value of < 0.05.

Result: The study revealed that the prevalence of essential newborn care practice was 54.2%
(95% CI between 50%-58%). Mothers who had primary, secondary and college and above
educational level were more likely to practice essential newborn care as compared to mothers
unable to read and write respectively [ AOR=2.62, 95% CI (1.25, 5.52), AOR=2.13, 95% ClI
(1.14, 3.97) and AOR=2.25, 95% CI (1.22, 4.14)]. Mothers who had ANC follow-up were more
likely to practice ENBC as compared with mothers who had not ANC follow up [AOR=0.403,
95% CI (0.237, 0.686)]. Maternal knowledge on essential newborn care and newborn danger
sign were statistically significant association with essential newborn care practice [ AOR=3.93,
95% CI (2.09, 7.37 and AOR=2.03, 95% CI (1.25, 3.29)].

Conclusion: The study showed that the prevalence of essential newborn care practice is low

even though majority of the mothers practiced individual cares.

Key words: Essential Newborn care, Practices, Simada Woreda
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1. INTRODUCTION

1.1. Background of the study
Essential newborn care (ENBC) is defined as a strategic approach planned to improve the health
of new-born through interventions before, during and after pregnancy, immediately after birth
and during postnatal period. Preventing newborn deaths begins with the health of the mother (1).

Essential newborn care is a care given to all newborn infants at birth to optimize their chances of
survival and it has standardized effective procedural steps: dry and stimulate, evaluate breathing,
cord care, keep the newborn warm (prevent hypothermia), initiate breastfeeding within the first
one hour of delivery, administer eye drops/eye ointment, administer vitamin k intramuscularly,
place the newborn’s identification bands, weigh the newborn when it is stable and warm, record
all observations and treatment provided, delay bathing of the baby for 24 hours after birth. From
those essential newborn care component cord care, keep the newborn warm (prevent
hypothermia, initiate breastfeeding within the first one hour of delivery and delay bathing of the
baby for 24 hours after birth are commonly practiced at facility and community (2).

Many countries have set under-five and maternal mortality reduction as their primary goal, as
suggested by international conferences like the World Summit for Children in 1990, the United
Nations Millennium Declaration and the United Nations Special Session on Children in 2002
(3). In order to preparing child-mortality-reduction strategies it is better for countries to know the
magnitude of perinatal and neonatal mortality. After that which is important to assess needs and
develop programmes that will reduce preventable child deaths more quickly (4). Large numbers
of children die soon after birth. Many of the children die in the first four weeks of life at neonate
stage, and most of them during the first week in its early neonatal stage, even if being newborn is

not a disease (5).

Federal ministry of health was committed to achieve the millennium development goal (MDG)
set by United Nation to improve child health over the period 1990 to 2015. Ethiopia
implemented multiple high impact interventions to remove obstacles like inadequate newborn

care practice to access safe childhood services at home and health facilities (6).



The causes of Neonatal deaths and stillbirths includes poor maternal health, inadequate care
during pregnancy, inappropriate management of complications during pregnancy and delivery,

poor hygiene during delivery, and lack of newborn care (7).

Estimates suggest that up to 75% of neonatal deaths could be prevented through cost-effective
interventions. Newborn deaths may be substantially reduced through increased use of simple,
low-cost interventions, such as breastfeeding, keeping newborns warm and dry, and treating

severe newborn infections (8).

In 2015, 3,200,000 babies were born in Ethiopia or approximately 8,700 every day. Nearly 240
babies will die each day before reaching their first month. Ethiopia’s neonatal mortality rate is 28
deaths per 1,000 live births. In Ethiopia, the main causes of neonatal deaths in 2015 were birth
asphyxia (31.6%), prematurity (21.8%) and sepsis (18.5%) (9).

Essential Newborn Care (ENBC) practices recommended by WHO is include drying (wiping)
and wrapping the newborn immediately after birth, initiating skin-to-skin contact, dry cord care
(not applying any potentially harmful substance to the umbilical cord), immediate initiation of

breastfeeding and delayed bathing (for at least 6 hours) (10).

The first 28 days of life of newborn are the most vulnerable time for a child’s survival; especially
the first day, week and month of life are essential time for the survival of children and therefore
newborns need a careful attention during this period to increase their survival rate and to
improve their health outcomes by applying essential newborn care practice guidelines properly
as needed (11).

1.2. Statement of the problem
Globally, 2.5 million children died in the first month of life with 98% of these deaths occurring

in developing countries in 2018. Approximately 7,000 neonatal deaths occur every day and most
of which close to three quarters dying on the first day of birth because of poor essential newborn
care(12).

More than half of the approximately 7.5 million infant deaths in the world occur in the first four
weeks after birth, 28% in least developed countries (5).



According the study report from Uganda, about half of the mothers put substances on the cord,
and only 41% of them initiate breast feeding between the time 1 to 6 hours and early bathing is
also a culture/norm(13). Other African county, for instance in Cameroon, there is still a harmful
traditional practice on new-born’s umbilical cord care, larger percentage 54.2% of the mothers,
mal-practice had been reported, 89% of mothers applied something on the umbilical cord and

breastfeeding within one hour was carried out by 44.3% mothers(14).

According to the survey report from four regions of Ethiopia, neonatal care practice is poor as
only 52.1% of mothers reported that their newborns were breastfed within the first hour after
delivery and 16.9% of mothers had applied butter while about 3% of them had applied other

substance to the cord stump(15).

According to a study done on Mandura district revealed that essential newborn care practice
were accounted 40.6% and 40.2% of mothers were used old blade, 51.9% of mothers had
initiated breast feeding after one hour, 62.2% of mothers had bathed their newborn within 24
hours of birth and 22.7% of mothers had applies materials on the cord with 71.1% ash followed
by butter 18.2%(16). Similar study from East Gojjam showed poor neonatal care practice which
was 23.1% with the highest percentage of 65.6% of mothers bathed their newborn baby before
24 hours of birth which pose them at high risk for hypothermia, 58.4% of them started to feed
their baby after one hour of life and only 41.6% of them started to feed their baby within one
hour of life. According to the result, 5.4% of women applied substance on the umbilical cord
stump(17).

Due to lack of appropriate care given to mothers and neonates 48% and 52% of neonatal death
are contributing respectively, and almost all of those deaths could be prevented through low and
effective cost interventions like integrated antenatal care, quality care at birth and at postnatal
period and essential newborn care practice (18).

Despite progress over the past two decades, in 2017 alone, an estimated 6.3 million children and
young adolescents died, mostly from preventable causes. Newborns account for 2.5 million of
these deaths. 85% (5.4 million) of the 6.3 million deaths in 2017 occurred in the first five years
of life and about half (47%) of the under-five deaths in 2017 occurred in the first month of life
(19). More than 90% of neonatal deaths occur in sub-Saharan Africa 27 deaths per 1000 live



births in 2017 and about half of the deaths occur at home because of inappropriate care to
newborns. Ethiopia is one of the countries with the highest neonatal death in sub-Saharan Africa.
Among all under-five and infant children deaths about 62% of death occur during the first month
of life (20, 21).

The 2016 EDHS results show that the neonatal, infant, and under-5 mortality rates were 29, 48,
and 67 deaths per 1,000 live births, respectively. Which means, 1 in every 35 children dies
within the first month, 1 in every 21 children dies before celebrating the first birthday, and 1 of
every 15 children dies before reaching the fifth birthday (22). According to United Nation inter-
agency group child mortality estimation in 2015, in Ethiopia, the current infant, under five, and
neonatal mortality rate is 41, 59, and 28 deaths per 1000 live births respectively (23).

Some of identified determinants of neonatal mortality were number of births, place of delivery,
frequency of antenatal care use, gestation age at birth, twin delivery, presence of premature
rupture of membrane, complication during labor, low birth weight and neonatal care practice. In
addition to these maternal age, gestational age of the first antenatal care visit and knowledge of
the mothers on new-born danger signs and new-born care were factors associated with good

neonatal feeding practice (24, 25).

To reduce neonatal death, Ethiopian government did many health interventions like training
health professionals, enhancing referral system, integrating health services, implementing
packages of Health Extension Program and routine immunization (26). The single most cost-
effective intervention to reduce neonatal mortality and morbidity both in developed and
developing countries is promotion of appropriate Essential newborn care practice. Despite this
recommendation, there is inadequate adherence to it in middle and low-income countries (13).
To improve survival of new-born essential new born care practice is a priority intervention
method. These interventions are newborn resuscitation, early identifying and managing neonatal
infections, identifying barriers to exclusive breast feeding, applying skin to skin contact,

appropriate umbilical cord care and improving quality of health care during delivery (27).

In Ethiopia, according to EDHS 2016 report, only 26% of births takes place at birth and 73% of
births were at home. In Simada Woreda also only 46.9% of births takes place at institution and
the rest 53% of births were at home (22, 28). Due to this home delivery traditional Birth



Attendants (TBAs), relatives, neighbors and other aged women from the community support
mothers who give birth at home is inevitable. This may lead maternal and newborn morbidity
and mortality, because of lack of the standardized safe delivery and newborn care practices.
Traditional practice like pre-lacteal feeding, avoiding of first milk (colostrum), swallowing of
butter and application of material like animal dung and other substances on the newborn cord
stump was practiced by the community in the study area. There are also numerous unscientific
and unhygienic health practices and social taboos in neonatal care that makes the newborn
extremely vulnerable. There are also variables included in the study whether or not affects
essential newborn care practice, in which not studied by other study and most of the studies

conducted regarding to essential newborn care were conducted institution based.

In South Gondar zone Amhara regional state and in Simada Woreda there is no clear information
and no study done on newborn care practice and it is difficult to assess the gaps what it was and
what it is. To the best of the researcher knowledge, little is known about ENBC practice and
factors affecting it in the study area. Therefore, the main aim of this study will be to assess

newborn care practice both at home and health facility delivery mothers in the community.

1.3. Significance of the study
The finding from the study will be one of the main initial information required for designing
intervention strategy that can improve newborn health outcomes and avoiding the preventable

causes of neonatal morbidity and mortality.

The finding from this study will be helped for health care planners as a base line to provide
important information about the associated factors that we neglect good essential newborn care
practice. This initial information will be important to design new programs and to strengthen the
existed ones in order to improve the quality and effective intervention programs on neonatal care

practice in simada woreda, South Gondar zone.

Additionally, the study will be provided information for persons who are working on child
health in order to give attention for neonatal care practice at community and health facility. This
evidence-based practice also gave directions for child health practitioners in order to develop
effective education program and awareness creation strategy for mothers who give live birth on

essential newborn care practices.



2. LITERATURE REVIEW
2.1. Mortality magnitude

In 2017, children and young adolescent faced the highest risk of dying in the first month of life
with an average of 18 deaths per 1,000 live births globally. Globally, the neonatal mortality rate
was declined by 49% from 37 deaths per 1,000 live births in 1990 to 18 in 2017, but that decline
was slower than the decline in mortality among children aged 1—59 months. In 2017, 2.5 million
children died in their neonatal life which accounts 46% of all under-five deaths, increasing from
41% in 2000 (19). According to EDHS report childhood mortality has declined substantially
since 2000, but the change in neonatal mortality is not as significant as like that of post-neonatal

and child mortality. Among regions also occur large variations in childhood mortality (29).
2.2. Prevalence of essential newborn care practice

A community based cross sectional study on Lawra District of Ghana shows the prevalence of
newborn care practice were 15.8% (30). A community based study on East Gojjam Awabel
district also shows the prevalence of newborn care practice were 23.1% (17). Another study on
Damot pulasa woreda shows the prevalence of newborn care were 24% (31). A study done on

Madura district also shows prevalence of newborn care were 40.6% (16).

Institutional based study on Aksum town facilities revealed that prevalence of essential newborn
care practice were 26.7% (32). Another study done on Dessie referral hospital shows prevalence
of newborn care was 46.9%. Furthermore, it also shows among home delivery mothers 71.4%
practicing newborn care poorly. However, from facility delivery mothers 47.3% received
newborn care optimally. Totally 53.1% of postnatal mothers’ newborn care practice was poor
(33).

2.2.1. Cord care

According to WHO 2017 updated guide daily chlorhexidine application to the umbilical cord
stump during the first week of life is recommended for newborns who are born at home in
settings with high neonatal mortality. Clean, dry cord care is recommended for newborns born in

health facilities, and at home in low neonatal mortality settings (34).



A cross-Sectional Study on rural Bangladesh shows more than half of the newborns were applied
substances on the umbilical cord stump. The substances commonly used to apply on the
umbilical cord were mustard oil 39.6%, antibiotic powder/antiseptics 25.4%, ash 17.7%, and
boric acid powder 11.7% (35).

A study conducted on East Gojjam Awabel district revealed that new blade was the most
common instrument for cord cutting in the study areas used by 97.6% of the women and 2.4 %
was used non boiled blade. Regarding to cord tie 97.1% of respondents replied that the cord was
not tied. 5.4% of the respondents were reported as they had experience of substance application
on the umbilical stamp, the most item of substance that was to be applied on the umbilical stump
was butter (80%) and Vaseline ointment (20%) (17).

A cross sectional study on Dessie referral hospital shows (46.9%) of mothers used a new blade to
cut the cord after delivery. After the cord was cut 56.0% of mothers were covered with cloth and
26.3% of mothers keep dry without uncover. In addition to this 2.4% of mothers apply butter
and Vaseline on the umbilical stump after the baby’s’ cord was cut (33). A study done on Damot
pulasa woreda also shows 96.4% of mothers used boiled new blade in order to cut the newborn
baby and 64% mothers applied butter on the cord after the cord was cut (31). A cross sectional
survey on mandura district also shows 59.8% mothers used new boiled blade to cut newborn
cord (16). Another facility based study on Aksum town shows 42.8% of mothers were practiced
safe cord care (32).

2.2.2. Early initiation of breast feeding

Cross sectional study done on rural Bangladesh also shows 40% of the newborns were put to the
breast within half an hour of delivery and 36.1% of the newborns were given prelacteal. The
commonly prelacteal provided to the newborns were sugar water 46.2%, plain water 21.3% and
honey 18.6% (35). Based on a study conducted on India in also shows 38.2% of mothers-
initiated breast feeding within 1 hour of delivery. This was more common in hospital-delivered
babies. Mothers who delivered at home were used prelacteal feed before breast-feeding. The
most common prelacteal feeds were ghee, honey, red tea and cow’s milk. 67.3% of mothers were

not given to their neonates (36).



A cross sectional study on Dessie hospital shows 97.1% of mothers’ initiate breastfeeding
immediately after delivery. In addition to this 87.1% of mothers cleaned their breast and hands
before breastfeeding their baby and 61.5% of mothers fed their baby 8-12 times per day (33).
Facility base study on Aksum town also revealed 63.1% of mothers initiate breastfeeding within
one hour of delivery (32). Another study on Mandura district shows 48.1% of mothers began
breast feeding within first hour of birth (16).

A study conducted on Damot pulasa woreda revealed that 45.8% of mothers-initiated
breastfeeding within an hour of birth and 49.8% mothers were given pre-lacteals. Among
mothers who gave pre-lacteals 97.3% gave water and 2.7%) gave butter. 49.6% of mothers gave
first milk to their newborn and 54.9% mothers fed their breast greater than or equal to eight times
(31). Another study on East Gojjam, Awabel district shows 41.6% of mothers practiced
initiation of breastfeeding within one hour of delivery. Furthermore 11.2% of mothers were
given additional feeding other than breast feeding with in the first three days and the additional
feeding were 8.1% butter and 3.7% water (17).

Cross sectional study conducted on Addis Ababa shows 44.2%) of mothers had practiced EBF
for 6 months, while 55.8% of mothers provided EBF before 6 months of age. 52.6% of mothers
started to breastfeed within 1 hour of delivery. Furthermore 42.4% of mothers gave extra food
for their child before six months because of they believed that EBF was not sufficient for their
child. Moreover, 75.8% of mothers breastfed their child 8 or more times per day (37).

2.2.3. Keep the newborn warm (Prevent hypothermia)

A community based survey on rural Bangladesh shows 90% of the newborns were dried and
92.7% of them were wrapped immediately after birth (35).

Facility based study on Dessie referral hospital shows 68.4% of mothers placed their baby on the
abdomen before the placenta was delivered. In addition to this 80.8% of mothers wrapped the
baby with a new cloth immediately to keep their baby warm (33). Another community-based
study on Damot pulasa woreda shows 80.4% of mothers dried/wrapped the newborn baby after
delivery. From those 52.2% of mothers dried/wrapped the newborn before delivery of the
placenta. Pre-prepared towel for drying/wrapping of the newborn was used by 45.6% mothers.

55.3% of mothers made skin to skin contact of newborns with their body (31).



Cross sectional survey on Mandura district shows 74.4% of mothers reported that their babies
were delivered on their abdomen after birth. Additionally 57.5% of mothers were practiced
drying and wrapping the baby before delivery of the placenta (16). A study on Mekelle city also
shows 66.9%) of participants kept their newborn baby warm by wrapping them with a dry cloth
and covering the whole body (38).

2.2.4. Delayed bathing (Time to first bathing)

According to WHO recommendation bathing should be delayed to after 24 hours of birth. If this
is not possible at all due to cultural reasons, bathing should be delayed for at least 6 hours (34).
A study conducted on India revealed that early bathing in cold water within 6 hours of birth was
a common practice. The purpose of bathing was being given to remove the vernix by massaging
the newborn, and after bathing, the baby was wrapped in a thin cotton cloth. The practice was no

difference in home and hospital delivered babies mothers (36).

Based on a study conducted on Bangladesh shows 71.2% of mothers were practiced bath to their
newborn within 3 days following delivery (35). A cross sectional survey conducted on Mandura

district revealed that 37.8% of newborns were bathed after 24 hours of delivery respectively (16).

A community-based study on rural East Gojjam, Awabel district shows 34.4% of mothers were
bathed their newborn after 24 hours of birth. The remaining 65.6% of mothers were bathed their
newborn baby before 24 hours of birth of which 41.6% of mothers were used to bath
immediately after birth. Among mothers who bathed their newborn 55.7% of mothers was used
cold water and 44.3% of mothers was used warm water to wash the new born for the first time
after birth(17). Cross sectional survey on Mekelle city and Damot pulasa woreda shows 78.5%
and 65.3% of mothers were bathed their newborn after 24 hours of birth (38). Another study on
Dessie referral hospital shows 75.8% of mothers were bathing their baby after 1 day of their
delivery (33).



2.3. Factors of new born care practice

2.3.1. Socio-demographic factors

A study conducted in Bangladesh shows there was significant association between women’s age

and women’s education with giving prelacteal (35).

According to a study done on Lawura District of Ghana shows mothers who attained at least
Senior high secondary school were 20.5 times more likely to provide optimal thermal care
compared to women had no formal education at all. It also revealed that compared to primi
parous women, multi parous women were 2.7 times more likely to provide optimal thermal care
while secondi-parous were 2 times more likely to provide overall adequate new born care.
Mothers whose age 20-34 years were 3.3 times, 2.0 times and 7.3 times more likely to provide
optimal thermal care, good neonatal feeding and overall adequate new born care practices

respectively as compared to mothers under 20 years’ (30).

Totally economic empowerment is a power itself to solve many problems especially related with
maternal and neonatal health care. According to a study in Dessie hospital women earn 651—
1400 Ethiopian birr monthly were 57.2% less likely to practice newborn care than women who
earn more than 1400 (33). A community based survey on Mekelle city also shows maternal
education and marital status were statistical significance association with newborn care practice
(38).

Community based study on Mandura shows that place of residence were significantly associated
with newborn care (16). Place of residence also had significant association based on a study done
Damot pulasa Woreda, Southern, Ethiopia (31). According to the study done on East Gojjam
zone, Awabel district shows educational status and presence of radio in the household were

significantly associated with newborn care practice (17).
2.3.2. Health service utilization and knowledge factors

A study done on Chencha District, Southern Ethiopia shows antenatal care, and attending
pregnant mothers meeting were significantly associated with newborn care practice. Mothers

who had sought antenatal care were 3.13 times and who had attending pregnant mothers meeting
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were 2.90 times more likely to practice good essential newborn care. Mothers who had good

knowledge about ENC were 7.36 times more likely to practice ENC (39).

A community based study conducted on Mandura district; Northwest Ethiopia shows significant
association between maternal places of delivery, ANC visit and knowledge of newborn care with
newborn care practice (16). According to the study done on East Gojjam zone, Awabel district
shows, advice about ENBC practices during monthly pregnant mother’s group meeting were

significantly associated with newborn care practice (17).

A study done on Southern Ethiopia, Damot pulasa woreda revealed that there was statistical
significance association between ANC visit, advice about essential newborn care practice during
monthly pregnant mother’s group meeting, and knowledge about newborn danger signs with
essential newborn care practice (31). A community based survey on Mekelle city also shows
information on newborn care during ANC visit, knowledge on newborn care and knowledge on

newborn danger sign were statistical significance association with newborn care practice (38).

A cross sectional survey on Dessie referral hospital shows mode of delivery and number of ANC
follow-up were statistically significant association with newborn care practice. Mothers who had
antenatal follow up once were less likely practice newborn care than mothers who had visited
four and more antenatal care Mothers who delivered spontaneously vaginally were less likely

practicing newborn care than instrumental delivery (33).
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3. CONCEPTUAL FRAME WORK

The conceptual frame work for assessing newborn care practice and its associated factors in a

schematic figure is presented as follows.

Socio-demographic factors

Educational status of
husband

Place of residence
Marital status

Sex of current child
Educational status of
mothers

Occupation

Mass media
availability

Mass media exposure
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Age at first delivery

Maternal age

Maternal health care
service utilization factors
e Antenatal care
e Place of delivery

e Mode of delivery

new
care

Essential

practice

> e Neonatal death
history

e HEW visit

e Monthly pregnant

born women’s meeting

Knowledge related factors

Knowledge on essential newborn
care
Knowledge on newborn danger

sign

Figure 1: Conceptual framework developing from different literatures.
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4. OBJECTIVES

4.1. General objective

To assess essential newborn care practices and associated factors among mothers who
had live birth neonate in Simada woreda, South Gondar, North West Ethiopia, 2019.

4.2. Specific Objectives

e To determine the prevalence of essential newborn care practice among mothers who had
live birth neonate in Simada Woreda, South Gondar, North West Ethiopia

e To identify associated factors of essential newborn care practice among mothers who had
live birth neonate in Simada Woreda, South Gondar, North West Ethiopia
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5. METHODS

5.1. Study design
Community based cross-sectional study design was used to assess essential newborn care

practice and associated factors among mothers who had live birth neonate in Simada Woreda,
South Gondar, North West Ethiopia, 2019.

5.2. Study area and period
The study was conducted in Simada Woreda from September 1, 2019 to September 30, 2019.
Simada woreda is one of the 18" Woreda in South Gondar zone Amhara region, Ethiopia.
Wogeda is the capital city of the woreda and which is 105 kilometers far from DebreTabor, 209
kilometers far from Bahirdar, 770 kilometers far from Addis Ababa and 154 kilometers east of

Lake Tana.

Based on 2019 population projection given from Simada Woreda health office, the current
population size of Simada woreda is 180,541 (Male 88,004, Female 92,537) of whom 5615 are
under one year. From those of estimated population urban residences are 17,935 and rural
residences are 162, 606 and a total of 41, 974 households are found in the Woreda. For
administrative purpose the Woreda is divided into 28 Kebles in which 02 of them are only urban

and the remaining 26 are rural Kebles.

The Woreda has 01 primary hospitals, 07 health centers and 28 health posts and each of health
facility giving health care service to the population of the woreda and nearby populations. The

woreda institutional maternal delivery service coverage was 46.92 % (28).

5.3.  Source Population
The source populations were all reproductive age women (15-49) who had live birth within one

year in Simada Woreda.

5.4. Study Population
The study populations were all reproductive age women (15-49) who had live birth within one

year, and randomly selected in Simada woreda.
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5.4.1. Sampling unit

All list of reproductive women (15-49) who had live birth within one year in selected kebeles.

5.4.2. Study unit

All reproductive women (15-49) who had live birth within one year and actually data was

collected.
5.5. Eligibility criteria (Inclusion and Exclusion criteria)

5.5.1. Inclusion Criteria

e Mothers who had live birth within one year in Simada woreda

e Those who were willing to participate in the study

5.5.2. Exclusion Criteria

e Mothers who were severely sick and unable to give information
¢ Infants with care givers/guardians were excluding from the study

e Those were out migrating in the kebele

5.6. Sample Size determination

The sample size determination was based on a study done on essential newborn care practice and
associated factors among mothers in rural community of East Gojjam, Awabel district, published
2015 (23.1%)(17). Single population formula was used to calculate sample size for first objective
using the following assumptions: proportion of essential newborn care practice in previous study
were 23.1%, 95% confidence level (CI) (Zo/2 = 1.96), and 5% margin of error.

2
(Zg) p(1-p)
n=-~%2— Where

dZ

Z = Standard normal distribution at 95% confidence level of (1.96)
d = margin of error (5%)

P= Proportion of mothers with good essential newborn care practice in the community (23.1%).
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n=

(Za
A2/

2
) p(1-p)

d?

(0.05)?

= (1.96)2 x (0.231) (0.769) =273

Then by considering 10% non-response rate and 2.0 design effect were given 601 participants.

Two population proportion formula was used to calculate for the second objective using factors

which had significant association with ENBC practice from similar study in Awabel district.

Finally, the sample size calculation was used Epilnfo software version 7.1.5.2 package. The

study was assumed to obtain maximum sample size at 5% margin of error, ratio of 1:1, 80%

power and 95% certainty (CI) (Zo/2 = 1.96), and 2.0 design effect since we used multistage

sampling and the none respondent rate of 10%. The sample size was calculated based on factors

which association had based on a study on Awabel District listed here /(17).

Table 1: Sample size calculation using associated factors on previous related study.

Proportion Sample | Design | Non | The required
Variables Expose | Non- COR | AOR | size effect | respo| final sample size
d group | exposed calculate nse
group d rate
(%)
Educational 48.96 17.72 457 | 7.02 |53 2.0 10 117
status
Advise about | 38.36 13.33 | 4.04 |4.78 |93 2.0 10 205
ENBC on
monthly
pregnant group
meeting
PNC visit 41.67 19.7 404 |3.22 | 141 2.0 10 310
Presence of 33.83 18.04 2.03 | 7.91 |47 2.0 10 107
radio on
household
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After calculating using two approaches, the sample size calculated for the first objective was
greater than from the second objective, so sample size obtained from the first objective taken as
final sample size. Therefore, the final sample size considering 10 % non-response rate and 2.0
design effect was 601 study participants.

5.7.  Sampling procedure

Multi-stage sampling technique was used to select sampling units. In the woreda, there are 28
kebeles. From 28 kebeles10 were selected by simple random sampling (SRS). Systematic
random sampling was used to select study participants and the first study subject was selected
randomly from the first interval(K=N/n=1970/601=3.28), and then taking every 3" participants
from mothers who had live birth. We were used the next house when the selected participants
were absent. The sample sizes were distributed to each kebeles proportional to the eligible
mothers of the kebeles as shown in figure 2.
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Figure 2: Schematic presentation of sampling procedure
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5.8. Study variables

5.8.1. Dependent variable

Essential newborn care practices (1=good/0=poor)

5.8.2. Independent variables

Socio-demographic factors

e Maternal age in years e Place of residence

e Sex of current child e Marital status

e Educational status of mother e Mass media exposure
e Educational status of husband e Monthly income

e Occupation of mother e parity

Knowledge related factors

e Knowledge on newborn care practice

e Knowledge on newborn danger sign

Maternal health care service utilization factors

e Antenatal care e Health professional advise during

e Place of delivery pregnancy or delivery

e HEW visit during pregnancy and e Monthly pregnant women meeting
after delivery e Mode of delivery

e Age at first delivery
e Neonatal death history
5.9. Operational definition and definition of terms

Essential Newborn Care -It is a care given to all newborn infants starting from delivery of the
head to the first 28 days and it includes dry and stimulate, evaluate breathing, cord care, keep the
newborn warm (Prevent hypothermia), initiate breastfeeding in the first one hour, administer eye
ointment, administer vitamin k intramuscularly, new born immunization, weigh the newborn
when it is stable and warm, delay bathing of the baby for 24 hours after birth, advice of mother

on neonatal danger signs and postnatal care. Since the study included both institution and home

19



delivery for this study ENBC was assessed by four of newborn care (cord care, keep the newborn
warm, initiate breastfeeding in the first one hour, and delay bathing of the baby for 24 hours after
birth).

Safe cord care: the practice of cutting a cord with a new blade or a sterile blade and keeping the
cord clean and dry without application of any foreign substances until the umbilical stump falls
off.

Thermal care: Avoidance of bathing before 24 hours of delivery and well wrapping of

neonates’ whole body particularly the head with dry cloth.

Initiation of breastfeeding: The recommended practice of breastfeeding a newborn baby within

one hour after birth.
Knowledge: Refers to knowledge response of questions about essential newborn care.

Good knowledge on newborn care practice: Those mothers who respond correctly above 50%

of knowledge related questions.

Poor knowledge on newborn care practice: Those mothers who respond correctly less than or

equal to 50% of knowledge related questions.

Good knowledge on neonatal danger sign: With regard to knowledge related to neonatal
danger signs, those mothers who identified at least six (75%) among the eight listed danger

signs. and

Poor knowledge on neonatal danger sign: those mothers who mentioned less than six of
danger signs from eight listed danger sign.

Practice: Refers to performance self-report of respondents according to prepared questions

regarding essential newborn care practice.

Good practice: Those mothers provided three or more above mentioned practices were

categorized as good newborn care practices.

Poor practice: Those mothers provided less than three above mentioned practices were

categorized as poor newborn care practices.
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Antenatal care: Mothers who got health service during pregnancy at least two of the last ANC

were considered has ANC follow-up.

5.10. Data collection tools and procedure

Data was collected using pre-tested structured interviewer administered questionnaire. After
reviewed of relevant literatures that can address the objectives of the study, the final version of
the English questionnaire was developed. Then it had translated to local language (Ambharic) and
back to English. Pre- test was conducted on 5% of the sample size of non-studied participants in
similar sites in order to evaluate the developed questioner and then it was appropriate to collect
data. The questionnaire contained variable related to socio demographic and socioeconomic
characteristics, health service utilization related issue such as antenatal care, delivery and
essential newborn care, mothers’ knowledge on newborn care and neonatal danger signs) and

other personal information’s.

Four diploma midwifery data collectors and one BSC midwifery supervisor were assigned for

data collection.

5.11. Data quality control
To maintain the quality of data, first, standardized data collection tools were adopted from
published sources and modified accordingly in the study area context. Pretest was done on 5% of
the sample size other than study sites with similar characteristics. Data collectors were persons

who had experience on data collection and supervised by BSC midwifery professionals.

One-day training was given for data collectors and supervisor five days before actual data
collection time on the selection procedure of study participants, purpose of the study, on the
steps how they gave the necessary information for the participants when they started data
collection. The data collectors were informed the study participants about how they could fill
the necessary information and their contribution of participation for the study. The supervisor
and principal investigator were supervised and checked the completeness and quality of data
daily. After data collection, questionnaires were reviewed and checked for completeness by the
supervisor and principal investigator and the necessary feedback was offered to the data
collectors in the next morning. Then the data obtained from the study population were entered,

cleaned and analyzed by the investigator.
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5.12. Data processing and analysis
The Amharic version of data collected questionnaire were coded against the original English
version. The principal investigators were entered the data using Epilnfo version 7.1.5.2 and
export to SPSS version 23 software packages for data cleaning and analysis. Then, data were
recorded, categorized and sorted to facilitate its analysis. Descriptive analysis was used to
describe the percentages and number distributions of the respondents by socio-demographic
characteristics and other relevant variables of the study. The result of descriptive statistics was

presented in tables’ graphs and charts.

Binary logistic regression was used to fit data in order to identify factors associated with
essential newborn care practices. All independent variables listed were cheeked its association
with dependent variable in bi-variable analysis. Then variables which were associated with the
dependent variable in bi-variable analysis were included in the models of multivariable logistic
regression analysis. To identify factors associated with essential new born care practice,
variables with p-value < 0.2 in the bi-variable analyses were entered into multivariable logistic
regression model and those with p-value <0.05 in the multivariable logistic regression model
were considered as statically significant independent factors. Crude and adjusted Odds ratios
were computed for each explanatory variable to determine the strength of association at 95%
Confidence Interval (Cl). Model adequacy was checked by Hosmer and Lemeshow test of

goodness of fit and p-value greater than 0.05 was considered as a fit model.

5.13. Ethical consideration
Ethical clearance was obtained from ethical Review Board of Bahir dar University and
Permission was taken from Amhara Regional Research and Technology Transfer Office, zonal
health department and from district health office and selected kebele through formal letter.
Before collecting the data, written consent was obtained from each study subject. Each study
participants were informed about the purpose of the study and participation was voluntary
without payment for their participation. Each study participants also were informed that the right
to withdraw at any time during the interview. All gathered information was protected from its
confidentiality. To ensure the privacy of study participants, all interviews were conducted at the

private area and the data were not exposed to the third party except the principal investigator.
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6. RESULTS

6.1. Socio demographic characteristics of the respondents

A total of Six hundred one (601) mothers who had under one-year children were interviewed and

yielding a response rate of 100%. The age of mothers was ranged from 16 to 49 years with a

mean age of 30.03 (SD of + 6.45) years. Majority of mothers, 553 (88.7%) were married.

Concerning educational status, 263 (43.8%) of mothers cannot read and write. Among mothers,
370 (61.6%) were house wife, 405(67.4%) of them were rural dwellers and 147 (24.5%) of them
gave live births for the first time (Table 2).

Table 1: Socio-demographic and economic characteristics of mothers in Simada Woreda, South Gondar

zone, North West Ethiopia, 2019.

Variable Category Frequency | Percent
Age of mother in years 15-19 17 2.8%
20-34 420 69.9%
35-49 164 27.3%
Educational status of mothers No read and write 263 43.8%
Read and write 130 21.6%
Primary education 47 7.8%
Secondary education 65 10.8%
College and above 926 16.0%
Husband education status No read and write 196 36.8%
Read and write 184 34.5%
Primary education 37 6.9%
Secondary education 32 6.0%
College and above 84 15.8%
Maternal occupation House wife 372 61.9%
Merchant 70 11.6%
Self-employee 37 6.2%
Government employee | 90 15.0%
Student 32 5.3%
sex of current children Male 327 54.4%
Female 274 45.6%
Maternal marital status Single 25 4.2%
Married 533 88.7%
Divorced 40 6.7%
Widowed 3 0.5%
Maternal residence Urban 196 32.6%
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Rural 405 67.4%
Mass media availability in house | Yes 179 29.8%
No 422 70.2%
Mass media exposure history Yes 370 61.6%
No 231 38.4%
Alive number of children 1 147 24.5%
2-4 344 57.2%
>=5 110 18.3%
Monthly income <=650 101 16.8%
651-1400 243 40.4%
>1401 257 42.8%

6.2. Health care service utilization and obstetric information of mothers

Majority of mothers, 358 (59.6%) had home visit by HEW in the last six weeks (42 days)
Among visited mothers health extension workers were given health education (advise) on hand
washing with soap and clean water before handling their neonate for 353 (98.6%) mothers, on
keeping the neonate dry and wrap for 349 (97.49%) mothers, on breast feeding immediately after
birth within one hour for 333 (93.02%) mothers and on neonatal danger sign that needs

immediate care for 349 (97.49%) mothers.

Majority of mothers, 541 (90.02%) have no history of neonatal death before this deliver and
only 60 (10%) were reported that they have history of neonatal death. Almost half of mothers,
327 (54.4%) were between the age of 25-29 years old when they gave first birth. The mean age
at first delivery of mothers was 21.02 (SD of +3.73) years. Majority of mothers, 503 (83.7) have
attended antenatal care (ANC) when they were pregnant of which, 500 (99.41%) had ANC visit
at governmental health facilities. Two hundred seventy-eight, 278 (55.27%) of mothers were
attended the first ANC visit 4 months and less than 4 months of gestational age and 225
(44.73%) mothers were attended the first ANC greater than 4 months of gestational age.

Two hundred forty-nine, 249 (49.5%) of mothers had ANC follow up 4 and above times when
they were pregnant for current baby and 158 (31.4%), 73 (14.5%), 23 (4.57%) of mothers had
ANC follow up 3 times, 2 times and 1 time during their current pregnancy respectively. Two
hundred sixty-four, 264 (43.9%) of mothers were attended monthly pregnant mothers meeting

when they were pregnant.
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Majority of mothers, 509 (84.7%) were informed about care of the newborn particularly
cleanliness, 473 (78.7%) were informed about breastfeeding immediately after birth within an
hour, 425 (70.7%) were informed about delay bathing of newborn after 24 hours and 444
(73.9%) were informed about keeping the cord clean and avoid injuries by health professional at
health institution during ANC visit and delivery. With regard to place of delivery, 386 (64.2%)
of mothers were given birth at health facilities, whereas 215 (35.8%) of mothers were given birth
at home. Among home delivered mothers, 159 (73.95%) were delivered due to precipitated labor
(Figure 3).

180 Reason of mothers for home delivery

159
160

140
120
100

80

60

40 32
26.5
20 15
5.3
03 2 25 05 3 07 4
0 — — _ mm | [ |
No near by health  No transportation Precipitated labor Lack of money No partner for help | don't want to go
facility health facility

Figure 3: Bar graph of reasons of mothers for home delivery Simada Woreda, South Gondar
Zone, North West Ethiopia, 2019.
Among mothers who delivered at home, 93 (43.3%) were assisted by their family members. The

remaining of home delivered mothers were assisted by neighbors 70 (32.6%), Relatives 9 (4.2%)
and traditional birth attendants 43 (20%).

Among mothers who delivered at health institution 207 (53.6%) were delivered by spontaneous
vaginal delivery, 71 (18.4%) were delivered by episiotomy, 79 (20.5%) were instrumental

delivery and 29 (7.5%) were cesarean section delivery. Among study mothers 354 (58.9%) of
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mothers were vaccinated their newborn immediately after birth. Regarding to Post-natal care,

240 (39.9%) of mothers were return for post-natal care. Among mothers who didn’t return for

post-natal care, 208 (57.6%) of mothers were not return due to the newborn didn’t sick (Table 3).

Table 3: Obstetrics factors and health service utilization of mothers during pregnancy and

postpartum period, Simada Woreda, South Gondar Zone, North West Ethiopia, 2019.

Variables Category Frequency | Percent
History of neonatal loss Yes 60 10.0
No 541 90.0
Attending monthly mothers meeting Yes 264 43.9
No 337 56.1
Age of first delivery 15-19 200 33.3
20-35 401 66.7
ANC follow up Yes 503 83.7
No 98 16.3
Number of ANC follow up 1 time 23 4.6
2 times 73 145
3 times 158 31.4
>=4 times 249 49.5
Place of ANC visit for current child ﬁz;izlz?ir;wﬁnt 500 994
Private Institution | 3 0.6
Gestational age of first visit <=4 month 278 55.27
>4 month 225 44.73
Delivery place of current children Home 215 35.8
Health Facility 386 64.2
Immunization history of newborn Yes 354 58.9
No 247 41.1
Postnatal checkup history Yes 240 39.9
No 361 60.1
If PNC yes at which day return 6-24 hours 1 0.4
1-2 days 6 2.5
3-7 days 70 29.2
8-42 days 163 67.9
Reasons for didn’t return for PNC | | had forgotten 39 10.8
The newborn
didn’t sick 208 o176
Nothing to give 64 177
for newborn
I don’t know 50 13.9
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6.3.

Practice of initiation of breast feeding

About 528 (87.9%) of mothers had breast feed their children exclusively. About 423 (70.4%)

of mothers were gave the first breast milk (colostrum) for their baby and, 383 (63.7%) were

initiated breast milk within an hour after birth. Among mothers who didn’t give the first

breast milk (colostrum) for their baby, 125 (70.2%) were due to feeling of causes illness to

newborn and 53 (29.8%) were due to feeling of no importance to newborn. About 73 (12.1%)

of the mothers were given additional feeding(prelacteal) other than breast feeding before six

months to their newborn, from those 34 (46.6%) of mothers were given cow milk followed

by butter 32 (43.8%) (Table 4).

Table 4: Practice of mothers on timely initiation of breast feeding Simada Woreda, South

Gondar Zone, North West Ethiopia, 2019.

Variables Category Frequency | Percent
Exclusive breast-feeding history Yes 528 87.9
No 73 12.1
Give colostrum for baby Yes 423 70.4
No 178 29.6
Giving the first breast milk within 1 hour | Yes 383 63.7
No 218 36.3
Reasons didn’t give colostrum Causes illness to 195 70.2
newborn
rl?lec\)N blcr)rrlr[])ortance to 53 298
Number of breast feed per day 8-12 times/day 169 28 1
On demand 432 71.9
More important for baby in the first 6 | Breast milk 567 94.3
months Additional foods 34 5.7
Giving prelacteal for your current baby | Yes 73 121
up to six months NoO 528 87.9
What prelacteal you give Water 5 6.8
Butter 32 43.8
Cow milk 34 46.6
Infant formula 2 2.7
Bottle feeding for your baby Yes 85 141
No 516 85.9
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Why did you use bottle feeding My breast has no

. 53 62.4
enough milk
I am too busy due
to employee and |32 37.6

with homework

6.4. Practice of safe cord care

Among mothers who were delivered at home, 200 (93%) had used new blade (none used) while
15 (7%) of mothers had used old or a non-boiled blade. About 492 (81.9%) of mothers were
uncover, kept dry and clean the umbilical stump to keep the cord safe and clean. About 109
(18.1%) of mothers were not uncover, kept dry and clean the cord, of which 94 (86.2%) of
mothers were cover with cloth. About 305 (50.7%) of mothers had applied anything on the cord,
among these 19 (6.2%), 153 (50.2%), 132 (43.3%) and 1 (0.2%) of mothers had applied cow
dung, butter, Vaseline and ointment/oil respectively. Most of the mothers 565 (94%) have
reported to go health center if the cord bleeds or have unpleasant discharge and 20 (3.3%) of
mothers had to give home medication, while 16 (2.7%) of mothers reported as they have to wait

until it heals by itself.

6.5. Practice of thermal care

Thermal care is very important to prevent the risk of hypothermia from newborn babies as they
are immature for thermoregulation. Regard to thermal care the result shows, 339 (56.4%) of
newborn were placed skin to skin contact with their mother, 426 (70.9%) of newborns were
wrapped by cloth immediately after delivery. Four hundred ten 410 (68.2%) mothers were
bathed their newborn after 24 hours of delivery whereas, 191 (31.8%) of mothers had bathed

their newborn within 24 hours of delivery (Figure 4).
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Figure 4: Bar graph of distribution of delay bathing and thermal care of mothers to neonates in
Simada Woreda, South Gondar Zone, North West Ethiopia, 2019.

6.6. Knowledge of mothers on newborn care and danger signs

Out of study mothers, 564 (93.8%) mothers were ever heard about essential newborn care
practice. Among study mothers, 563 (93.7%) were knew about care of mother to their newborn
baby. Three hundred ninety-four (65.6%) of mothers were responded nothing should be applied
to the cord immediately after cut up to 7 days except ordered medication. Three hundred eight

(66.2%) of mothers were believed that umbilical cord be handled after cut without dressing.

About, 471 (78.4%) mothers were responded newborn baby were bathed/washed after 24 hours
of delivery. Among study mothers, 493 (82%) were believed newborn baby were breast fed
within 1 hour after delivery. Five hundred sixty-five (94%) of mothers were believed exclusive
breast feed is important to newborn. About, 562 (93.5%) of mothers were believed that mothers
should fed only breast milk to her newborn baby. Among study mothers, 505 (94%) were

responded they knew about newborn danger sign.

From a total of study mothers, 505 (84%) of them stated that they had information about
newborn danger signs. From a total of study mothers, 493 (82%) were mentioned fast breathing

as danger sign of the newborn baby.

29



Around 409 (68.1%) mothers were mentioned low body temperature as danger sign of newborn
baby. From all mothers, 483 (80.4%) of mothers have mentioned fever as danger sign of
newborn baby and, 459 (76.4%) of mothers have mentioned drowsy or unconscious as danger
sign of newborn baby. Around 436 (72.5%) of mothers have mentioned cord bleeding and
infection as danger sign and, 484 (80.5%) of mothers have mentioned poor sucking or unable to
feed as danger sign. About 471 (78.4%) of mothers have mentioned neonatal seizure as danger
sign and, 406 (67.6%) of mothers have mentioned neonatal jaundice as danger sign of newborn
baby. Among newborn danger sign for which there was low awareness by mothers was neonatal

jaundice and high awareness by mothers was fast breathing (Figure 5).
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Figure 5: Bar graph of knowledge of mothers on newborn danger sign Simada Woreda, South
Gondar Zone, North West Ethiopia, 2019.

There were about eight knowledge related questions used to assess knowledge status of mothers
toward essential newborn care practice. Based on this 526 (87.5%) of mothers had good

knowledge on essential newborn care practice and 75 (12.5%) of mothers had not knowledge on
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essential newborn care practice. Regarding to newborn danger sign, 487 (81%) of mothers had
good knowledge whereas, 114 (19%) of mothers had poor knowledge.

From a total of mothers, 339 (56.4%) were practiced thermal care as newborn care after delivery
and 262 (43.6%) of mothers were not practiced. Almost nearly half, 296 (49.3%) of mothers
were practiced safe cord care as newborn care and 305 (50.7%) of mothers were not practiced.
Four hundred ten (68.2%) of mothers were practiced give bath for their newborn after 24 hours
as newborn care and 191 (31.8%) of mothers were not practiced. Three hundred eighty-three
(63.7%) of mothers were practiced initiation of breast-feeding within one hour after delivery as
newborn care practice and 218 (36.3%) were not practiced within one hour.

Overall, 326 (54.2%) of mothers had good essential newborn care practice on above four
composite variables (initiation of breast feeding, cord care, bathing of newborn and thermal care
(skin to skin contact)) (95% CI between 50%-58%) and 275 (45.8%) of mothers had poor

essential newborn care practice on those four composite variables (Figure 6).

Essential newborn care practice

m Good practice m Poor practice

Figure 6: Pie chart of overall essential newborn care practice of mothers who had live birth in
Simada Woreda, South Gondar Zone, North West Ethiopia, 2019.
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Table 5: Prevalence of essential newborn care practice by different factors,

South Gondar Zone, North West Ethiopia, 2019.

Simada Woreda,

Variables Category Good ENBC | Poor ENBC
practice practice
Educational status of mothers No read and write 103 (39%) 160 (61%)
Read and write 76 (58%) 54 (42%)
Primary education 33 (70%) 14 (30%)
Secondary education | 41 (63%) 24 (37%)
College and above 73 (76%) 23 (24%)
Mass media exposure history of | Yes 235 (63%) 135 (37%)
mothers No 91 (39%) 140 (61%)
ANC follow up Yes 298 (59%) 205 (41%)
No 28 (29%) 70 (71%)
Maternal knowledge on ENBC Good knowledge 311 (59%) 215 (41%)
Poor knowledge 15 (20%) 60 (80%)
Maternal knowledge on newborn | Good knowledge 288 (59%) 199 (41%)
danger sign Poor knowledge 38 (33%) 76 (67%)
6.7. Factors associated with essential newborn care practice

In order to identify the association of independent variables with ENBC practices both bivariable
and multivariable analysis were used. Variables whose p-value less than 0.2 in bi-variable
analysis were selected and were entered into the multivariable logistic regression analysis to

identify predictors of essential newborn care practice.

Those variables showed association with outcome variables in the bivariable analysis like age of
mother, educational status of mothers, residence, number of alive children, mass media
availability, mass media exposure history, monthly income, HEW visit, age at first delivery,
ANC visit,

danger Signs of new born and Knowledge about essential newborn care practice were selected as

Attending monthly mothers group meeting, place of delivery, Knowledge about

candidate variables for multivariable logistic regression analysis. The multivariable logistic

regression analysis was performed by including all the candidate variables simultaneously and
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educational status of mothers, maternal mass media exposure history, ANC visit, maternal
knowledge of essential newborn care and maternal knowledge of newborn danger sign had

statistically significant association with ENBC practices at p-value <0.05.

Mothers who had primary education were 2.62 times more likely to practice ENBC as compared
with mothers who had not read and write [ AOR=2.62, 95% CI (1.25, 5.52)]. In addition to these
mothers who had secondary and collage and above educational level were 2.13 and 2.25 times
more likely to practice ENBC as compared with mothers who had not read and write [
AOR=2.13, 95% CI (1.14, 3.97) and AOR=2.25, 95% CI (1.22, 4.14)]. Mothers who had
exposed to media before were 2.03 times more likely to practice ENBC as compared with
mothers who had not mass media exposure before [ AOR=2.03, 95% CI (1.35, 3.07)]. Mothers
who had ANC follow-up were 2.48 times more likely to practice ENBC as compared with
mothers who had not ANC follow up [AOR=0.403, 95% CI (0.237, 0.686)].

Mothers who had good knowledge on essential newborn care were 3.93 times more likely to
practice ENBC as compared to who had poor knowledge on essential newborn care [ AOR=3.93,
95% CI (2.09, 7.37)]. Mothers who had good knowledge on newborn danger sign were 2.03
times more likely to practice ENBC practice as compared with mothers who had poor knowledge
on newborn danger sign [ AOR=2.03, 95% CI (1.25, 3.29)].

Table 6: Bivariable and multivariable analysis of factors associated with essential newborn care

practice in Simada Woreda, South Gondar zone, North West Ethiopia, 2019.

Variables Good ENBC | Poor COR (95%CIl) | AOR (95%CI) P-
practice ENBC value
practice
Age of mother
15-19 7 (1.2%) 10 (1.7%) 1 1 447
20-34 245 (40.8%) | 175 *
(29.1%) 2 (0.75, 5.36) 2.04 (0.61, 6.86) 247
35-49 74 (12.3%) 90 (15%) 1.18 (0.43,3.24) | 2.2 (0.6, 8.02) 232
Educational status
No read and write 103 (17.1%) | 160 26.6%) |1 1 .013
i 0, 0,
Read and write 76 (12.6%) 54 (9%) 3.19 (1.43, 3.35) 15 (0.94, 2.4) 09
i 0, 0,
Primary 33 (5.5%) 14 (2.3%) 3.66 (1.87, 7.17) 262 (1.25,55)* | 011
Secondary 41 (6.8%) 24 (4%) 2.65 (1.51, 4.65) | 2.13 (1.14, 3.97) ** | .017
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*

0, 0,
College and above 73 (12.1%) 23 (3.8%) 1.93 (2.9, 8.38) 225 (1.22, 4.14) ** | 01
Occupation
House wife 173 (28.8%) | 199 1 1 227
(33.1%)
Merchant 46 (7.7% 24 (4% 2.2 (1.29, 3.76 124
( ) (4%) - ( ) 1.63 (0.87, 3.06)
Self-employee 20 (3.3%) 17 (2.8%) 1.35(0.69, 2.67) | 2.43 (1.11, 5.33) .026
Government employee | 67 (11.1% 23 (3.8% 3.35 (2.01, 5.61 .833
ploy (11.1%) (3.8%) | 335 ( )| 1.16 (0.29, 4.57)
Student 20 (3.3% 12 (2% 1.92 (0.91, 4.04
( ) (2%) . ( ) 1.6 (0.65, 3.99) 310
Residence
Urban 130 (21.6%) | 66 (11%) 2.1 (1.47, 2.99) | .76 (.41, 1.41) 379
. .
Rural 196 (32.6%) | 209
(34.8%) 1 1 379
Number of alive
children
1 94 (15.6%) 53 (8.8%) 2.99 (1.79, 4.98) | 1.36 (.72, 2.57) 337
*
2-4 191 (31.8%) | 153 2.1 (1.35, 3.27)
(25.5%) - 1.12 (.67, 1.87) .667
>=5 41 (6.8%) 69 (11.5%) | 1 1 .603
Media availability in
house
Yes 126 (21% 53 (8.8% 2.64 (1.82, 3.83
(21%) ( ) . ( ) 1.43 (0.76, 2.69) .267
No 200 (33.3%) | 22236.9%) |1 1 .267
Mass media exposure
history
Yes 235(39.1%) | 135 2.68 (1.91, 3.76) o
(22.5%) . 2.03 (1.35, 3.07) .001
No 91 (15.1%) 140 1 1 .001
(23.3%)
Monthly income
<=650 48 (8%) 53 (8.8%) 1 1 .986
651-1400 112 (18.6%) | 131 0.94 (0.59,1.5) |.98(.57,1.7) .95
(21.8%)
>=1401 166 (27.6%) | 91 (15.1%) | 2.01 (1.26, 3.21) | .95 (.49, 1.83 .87
*
HEW visit
Yes 205 (34.1%) | 153
(25.5%) 1 1 41
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No 121 (20.1%) | 122 0.74 (0.53, 1.03) | 1.18 (.8, 1.75) 41
(20.3%) *

Age at 1% delivery

15-19 90 (15%) 110 1 1 676
(18.3%)

20-29 236 (39.3%) | 165 1.75(1.24, 2.46)
(27.5%) . .91 (0.58, 1.42) 676

ANC visit

Yes 298 (49.6%) | 205
(34.1%) 1 1 .001

No 28 (4.7%) 70 (11.6%) | 0.28 (0.17, 0.44) | .403 (.237, .686) ** | .001

*

Monthly pregnant

women’s meeting

Yes 158 (26.3%) | 106
(17.6%) 1 1 .98

No 168 (28%) 169 0.67 (0.48, 0.92) | 1.01 (.67, 1.52) .98
(28.1%) *

Knowledge on ENBC

practice

Good 311 (51.7%) | 215 5.79 (3.2, 10.46) o
(35.8%) - 3.93 (2.09, 7.37) P<.001

Poor 15 (2.5%) 60 (10%) 1 1 P<.001

Knowledge on

newborn danger sign

Good 288 (47.9%) | 199 2.89 (1.88, 4.45) o
(33.1%) . 2.03 (1.25, 3.29) .004

Poor 38 (6.3%) 76 (12.6%) |1 1 .004

NB: COR=Crude odds ratio, AOR= Adjusted odds ratio, * P<0.2 had used to screen variables in
bivariable analysis for multivariable analysis, ** P<0.05 Significant Associations of

Multivariable analysis with P< 0.05. The model was adequate at p-vale of 0.947
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7. DISCUSSION
Over all, the prevalence of essential newborn care practice of mothers was considerably low as

their practice of all composite variables when compute was not satisfactory and this was contrary
to the WHO recommendation. This study revealed that prevalence of essential newborn care
practice was 54.2% of mothers had good ENBC practice of all composite variables such as
initiation of BF, cord care, thermal care and delayed bathing, and 45.8% of mothers had poor

ENBC practice on the above listed composite variables.

This result is higher than the study done in East Gojjam Awabel district (23.1%), (17), the study
done in Damot pulasa woreda (24%), (31), the study done in Madura district (40.6%), (16) and
study done in Lawura District of Ghana (15.8%), (30). The possible reason for this variation
could be due to the expanding health services coverage and increased awareness and information
and maternal health services because of health facility availability and expanding of health

extension program.

This study found that 49.3% of the mother practice safe cord care, by keeping it clean and dry
without applying anything, this result is lined with a study done on Aksum town (42.8%), (32)
and a study done on Bangladesh almost half were practice safe cord care (35). But, it is higher
than a study done in Damot pulasa woreda (36%), (31). The possible reason for the variation
might be due to the expanding health services coverage and increased maternal awareness and
maternal health services. This study finding is lower than study conducted in Awabel district
(94.6%), (17). This may be due to study settings and multi-cultural variation among regions. In
this study finding showed that about (50.7%) of mothers had applied different traditional
substances on the umbilical cord stump like cow dung (6.2%), butter (50.2%), oil (0.2%) and
Vaseline (43.3%). This result is lower than study conducted in Damot Pulsa Woreda (31) and
higher than a study done in Awabel District (17). This difference may be due to increased
awareness about harmful effect of traditional substance application to the umbilical cord stump
or study settings.

The prevalence of timely initiation of breast feeding within one hour found in the study area was
(63.7%). This is higher than study done in Mandura district (48.1%), (16), study done in Damot
Pulusa Woreda (45.8%), (31), a study done in Awabel District (41.6%), (17), a study conducted
in India (38.2%), (36) and study done in Bangladesh (40%), (35),. This higher result may be due
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to awareness about the advantage of early initiation of breast feeding to ensure that the baby had
received colostrum. However, this finding is lower than the study done in Dessie referral hospital
(97.1%), (33). This is may be due to an awareness difference on the advantage of exclusive and
early initiation of breast feeding and might be study settings and the finding was consistent with
a study done in Aksum town (63.1), (32).

Ideally, newborn should not be bathed until 24 hours after delivery to maintain body temperature
and to minimize risk of hypothermia. In this study, 68.2% of mothers were bathed their newborn
after 24 hours of birth. This finding is higher than study done in Damot Pulusa Woreda (65.3%),
(31), study done in Mandura District (37.8%), (16) and study done in Awabel District (34.4%),
(17). The discrepancy is might be due to awareness about the importance of delayed bathing to
prevent hypothermia and to ensure optimum thermal care practice. In the other way the finding
of the study was found to be lower than the study done in Dessie referral hospital (75.8%), (33),
study done in Mekelle City (78.5%), (38) and study done in Bangladesh (71.2%), (35). This
difference might be due to relatively lack of proper advice before, during and after birth about
the importance of delayed bathing and the study area variation. There could be also other cultural
beliefs associated with newborn bathing soon after birth, because the new born body is coated
with vernix and blood which is considered dirty and may be fear that if the baby’s skin is not

cleaned soon after delivery.

Maternal place of residence were not statistically significant association with ENBC practices,
but had significant association in a study conducted Mandura District and Damot Pulusa Woreda,
(16), (31). This difference might be due to study settings, health service institution accessibility
for maternal utilization and the health extension program expansion effect. Maternal age,
maternal marital status, income level, media availability and number of a live children were not
statistically significant association with essential newborn care practice in this study. Monthly
pregnant women’s meeting were not statistically significant association with ENBC practice, but
had significant association in a study done on Awabel District, Damot Pulusa Woreda and
Chencha District, (17), (31), (39). This difference might be due to pregnant mother’s meeting

have been intervene at all level of the community by health extension program.

Educational status of mothers had statistically significant association with ENBC practice.

Mothers who had primary, secondary and college and above educational level were 2.62, 2.13
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and 2.25 times more likely to practice ENBC as compared with mothers who had not read and
write. This finding is consistent with a study conducted on Mekelle City, a study conducted on
Awabel District, a study conducted on Lawura District of Gahna, (38), (17), (30). The possible
reason is might be due to the fact that educated mother may have better understanding about the
ENBC practices. In this study mothers who had mass media exposure history were 2.03 times
more likely to practice ENBC as compared with those of mothers had not mass media exposure
history. This could be those mothers who had mass media exposure may listen and oriented
about the essential newborn care. In this study mothers who had ANC visit were 2.48 times more
likely to practice ENBC as compared to those of mothers who didn’t get ANC visit, which is
consistent with a study conducted in Mandura District, Damot Pulusa Woreda, Mekelle city and
Chencha District (16), (31), (38), (39). This might be due to women who attended ANC have the
chance of getting information about the components and the importance of newborn care practice
from health care providers. Therefore, the government should integrating newborn health with
maternal and child health, rather than creating a vertical neonatal health programmes, with an
emphasis on strengthening or creating synergies between maternal and child health services and
between the health system and the community.

Mothers who had good knowledge about essential newborn care were 3.93 times more likely to
practice ENBC as compared with mothers who had poor knowledge about essential newborn
care. The study is consistent with a study conducted in Mandura District and Chencha District,
(16), (39). The possible explanation for this could be most of mothers in the study may not have
adequate knowledge about essential newborn care and having knowledge about essential
newborn care makes them to practice it. This study revealed that mothers who had good
knowledge about newborn danger sign were 2.03 times more likely to practice ENBC as
compared to mothers who had poor knowledge about newborn danger signs. This finding was
supported by study done in Damot Pulusa Woreda, (31) and study done in Mekelle City, (38),
which states that mothers who had good knowledge on newborn danger sign were practiced
essential newborn care as compared with mothers who had poor knowledge on newborn danger
sign. This could be most of mothers may not have adequate knowledge about newborn care and

might be due to inadequate message about newborn care during antenatal care follow up.
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8. STRENGTH AND LIMITATION OF THE STUDY
Strength

The study covers wide area of essential newborn care component which are basically practiced

by mothers for both home and institution delivery mothers.
Limitation

There could be recall bias because the data were collected from those mothers who give birth

within 12 months back preceding the study.
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9. CONCLUSIONS
In this study, the prevalence of good essential newborn care practice is unsatisfactory, even

though majority of respondents practice individual variables of care (timely initiation of breast
feeding, safe cord care, thermal care and bathing of newborn after 24 hours). Educational status
of mothers (primary secondary and college and above), mass media exposure history of mothers,
ANC visit, knowledge of mothers on essential newborn care and knowledge of mothers on
newborn danger sign were significantly associated independent variables with practice of

essential newborn care.
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10.RECOMMENDATION
Based on the finding of the study the following recommendations were forwarded:

>

Health care providers should provide awareness creation about essential newborn care for
those who did not educated.

Health care providers should provide an ongoing health information and counseling to
mothers regarding to essential newborn care practice during ANC visit for to aware
mothers about harmful effect of malpractice to newborns and danger sign of newborn.
Health care planners: Since mothers who had exposed to mass media were practiced
essential newborn care, government should give awareness creation in different mass
media via television or radio and media-based awareness creation should present in
health institution.

Simada Woreda Health Office: To work effectively on health extension program
evaluation and monitoring to strengthen providing appropriate essential newborn care
practice counseling during ANC visit. Since heard of mass media is significant in this
study so that providing key behavioral messages about ENBC practices in the mass
media and promotion of suitable information education communication materials in the
health institution.

Future researchers: Newborn care is relatively crucial research topic and it is
governmental concern in order to decrease morbidity and mortality of newborn. So,
suggestions for future researchers to work researches repeatedly including variables not

included in this study.
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12.ANNEXES

Annex 1. Participant consent and information sheet
Information for Informed Consent

My name is I am working with Tesfaye Getnet, who is doing a research for

the partial fulfillment of Master’s Degree in Public Health at Bahir Dar University.

This questionnaire is intended to assess Essential newborn care practices among mothers who
have live birth neonate in Simada Woreda, South Gondar zone, North West Ethiopia, 2019. You

are selected to be one of the Participants in the study.

Purpose of the study: The main objective of this research project is to assess Essential newborn
care practices among mothers who have live birth neonate prior to the study and its associated
factors in Simada Woreda, South Gondar zone, North West Ethiopia, 2019.

The other purpose is for the fulfillment of master degree in public health. The information you
provide here will be very helpful to the investigator of this research project to write a research
paper for the requirement in completion of master’s program. The findings of this project could
help in designing priority intervention regarding to essential newborn care practice and also

important to improve the health of newborns.

Procedures: There are questions that assess the practices and factors affecting the practice
regarding to newborn. Then, I would like to ask you to give your honest answers on the
questions forwarded. If you need clarification, please ask me at any time. You have the right to
skip any question that you do not want to answer. But, your correct answer to each question can
make the study valuable.

Risk and Benefit: By participating in this research project, | believe that there is no risk. The
study will have direct and indirect benefits. Finally, this is important to identify future
interventions related to the problem to be found in the study.

Confidentiality: The information collected from this research project will be kept the
confidentiality. Any of your personal identification will not be included in any part of this
research format, only a code number assigned to it will never revealed to anyone except the

principal investigator.
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Informed consent: It has been read to me all information stated above. Therefore, 1 am willing

to participate in this study Signature

Date of data collection

Data collector: I confirm that | have explained to the participant all relevant information about

the study as indicated above. Name:

Annex 2. Questionnaire English Version
Part | Socio-demographic and economic questions

........... -Signature

QIN

Question

Answer and code

Goto

101

How old are you?

------ in years

102

What is your marital status?

Single
Married
Divorced
Widowed

If not
married
skip
104

103

What is your husband educational

level?

No read and write
Read and write
Primary education
Secondary education

College and above

104

What is your educational level?

No read and write
Read and write
Primary education
Secondary education
College and above

105

What is your occupation?

© ok~ N PR DN RO R DN RPR R DNDRE

House wife

Merchant
Self-employee
Government employee
Student

Other
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106 | What is the sex of your current 1. Male
children? 2. Female
107 | Place of residence 1. Urban
2. Rural
108 | How many children do you have | ------------=-=-mmemmmmmmeme
(alive)?
109 | Do you have mass media in your 1. Yes
house (television, radio...)? 2. No
110 | Do you have heard of mass media 1. Yes
before? 2. No
111 | How much is your monthly income | ----------------- ETB
in ETB
Part 11 Maternal health care service utilization and obstetric factors
Q/N | Question Answer and code Go
to
201 | Did you have a home visit by health 1. Yes If
Extension worker in the last 6 weeks? 2. No no,
skip
to
203
202 | What the HEW did advise you on care
before and after delivery about the
following points?
1. Hand washing with soap 1. Yes
and water before handling 2. No
the neonate?
2. Keeping the  neonate 1. Yes
immediately dry and 2. No
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wrapping during delivery?

3. Breastfeeding immediately 1. Yes
after birth within an hour? 2. No

4. Danger sign of the neonate 1. Yes
that need immediate health 2. No
care?

203 | Do you have history of neonatal 1. Yes
death? 2. No

204 | What was your age at first delivery in | --------------------
years?

205 | Have you been on ANC follow up 1. Yes If
when you were pregnant for your 2. No no,
current baby? skip

to
209

206 | If yes, how many times? | memmememmemmeeeeeee

207 | Where did you receive ante natal visit 1. Government Institution
while you were pregnant for this 2. Private Institution
baby?

208 | At what gestational age was your first | ----------------------- months
visit?

209 | Did you have attending monthly 1. Yes
pregnant mother’s group meeting? 2. No

210 | During your antenatal visit or delivery at health institution, did the health Professional
informed about the following counseling topics at least once?

1. Breastfeeding immediately 1. Yes
after birth within an hour? 2. No
2. Care of newborn, particularly 1. Yes
cleanliness? 2. No
3. Delay bathing of newborn for 1. Yes
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24 hours? 2. No
4. Keeping the cord clean and 1. Yes
avoid injuries? 2. No
211 | Where were you delivered your 1. Home If
current children? 2. Health Facility not 1
go to
214
212 | If it was home, why?
1. No nearby health facility
2. No transportation
3. Precipitated labor
4. Lack of money
5. No partner for help
6. Idon’t want to go health facility
7. Other specify
213 | If it was home, who assists the 1. Family
delivery? 2. Neighbors
3. Relatives
4. TBA
214 | If, you deliver institution in which 1. Spontaneous vaginal delivery
mode of delivery you delivered? 2. Assisted vaginal(episiotomy)
3. Assisted vaginal(instrumental)
4. cesarean section delivery
215 | Was your baby immunized at birth? 1. Yes
2. No
216 | Did you return back to health 1. Yes
institution for postnatal check-up? 2. No
217 | If yes, at which day did you return | -m-mmmmmmememe in days

back to health institution for

Postnatal check-up?
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218 | If no, what was the reason didn’t 1. | had forgotten
return for postnatal care? 2. The newborn didn’t sick
3. Nothing to give for newborn
4. 1don’t know
Part 111 Assessing the practice on initiation of breast feeding.
Q/N | Questioner Answer and code Go
to
301 [ Are you currently feed breast 1. Yes
exclusively? 2. No
302 | Did you give the first breast milk 1. Yes
(Colostrum) for your baby? 2. No
303 | Did you give the first breast milk 1. Yes
within one hour for your baby? 2. No
Other breast-feeding related questions
304 | If you did not give colostrum for your 1. Causes illness to newborn
baby, what was the reason? 2. No importance to newborn
305 | If breast feed, how often did you 1. 8-12times/day
breastfeed your baby in a day? 2. Ondemand
306 | What type of food do you think more
important for the baby in the first six 1. Breast milk
months? 2. Additional foods
307 | Did you give additional 1. Yes If,2
food(prelacteal) for your current baby 2. No skip
up to six months? to
309
308 | What additional food (prelacteal) did 1. Water
you give for your current baby after 2. Honey
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birth? 3. Butter
4. cow milk

5. infant formula)

309 | Did you use bottle feeding for your 1. Yes If, no
baby? 2. No skip
to
401

310 | If yes, why did you use bottle feeding? 1. My breast has no enough milk
2. | am too busy due to employee

and with homework

Part IV Assessing the practice of cord care

Q/N | Questionnaire Answer and code Go
to
401 | Did you used new (none used) to cut the cord after 1. Yes
delivery? 2. No
402 | If no, what was used? 1. Old and unboiled
blade
2. Other
403 | Did you Uncover, keep dry and clean the umbilical 1. Yes
stump after the cord is cut? 2. No
404 | If no, what did you do? 1. Cover with cloth
2. Other
405 | Did not anybody apply anything on the stump after the 1. Yes If,
baby’s cord was cut? 2. No yes
skip
to
407
406 | If no, what was applied? 1. cow dung
2. butter
3. Vaseline
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4. Ointment/oil

407 | What do you do if the baby cord bleeds or have 1. Go to health
unpleasant discharge? center
2. Home medication
3. Wait until heal
by itself
Part V Assessing practice of the thermal care of the neonate
Q/N | Questionnaire Answer and code If go
to
501 | Was the baby placed in skin to skin 1. Yes
contact in the first 24 hours of 2. No
delivery?
502 | Did you wrap the baby in a cloth 1. Yes
immediately after birth? 2. No
503 | Did you give bath for newborn baby 1. Yes
after 24 hours of delivery? 2. No
Part VI Assessing knowledge of mothers on newborn care and newborn
danger signs
Q/N | Questionnaire Answer and code If go
to
601 | Have you ever heard about ENBC 1. Yes
practice? 2. No
602 | Do you know about care of the mother 1. Yes
to her newborn baby? 2. No
603 | Do you think that anything should not 1. Yes
be applied to the cord immediately 2. No

after cut up to 7 days except ordered

medication?
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604 | Do you think that umbilical cord 1. Yes
should be handled without dressing 2. No
after cut?

605 | Do you think that the newborn should 1. Yes
be washed / bathed after 24 hours of 2. No
birth the first time?

606 | Do you think that the newborn should 1. Yes
be breast fed Within one hour of 2. No
delivery?

607 | Do you think that exclusive breast 1. Yes
feeding is important to the newborn? 2. No

608 | Do you think that a mother feed only 1. Yes
breast milk to her new born baby? 5 No

609 | Do you know about newborn danger 1. Yes
sign? 2. No

610 | If yes, could you mention all the
danger sign you know? You can
mention more than one answer

A. Fast breathing 1. Yes
2. No
B. Hypothermia 1. Yes
2. No
C. Fever 1. Yes
2. No
D. Drowsy or unconscious 1. Yes
2. No
E. Cord bleeding and infection 1. Yes
2. No
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F. Poor sucking or unable to feed 1. Yes
2. No
G. Neonatal seizure 1. Yes
2. No
H. Neonatal jaundice 1. Yes
2. No
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Annex 3. Study Questionnaire in Amharic Version
12.1.1. h0G A28 PavlE avhiom, o

WIRIYT P/ ALG) Ah A9 ----mmmmmmmmmeeeeeeeee AOAAU=:: D4R VHEE DG 09P0¢ AP NAVUCAC
RrACt mS AgM hAE PUNLtHAN MG FPUCT PATAPNE FPUCT hed e9Iat+Ch +oIsP T
ATLeMYt Pavavlk® PG avlE ANAN, T2 AAHY PTPGET aPlEPT APANAN ABS ACOP ARRC 1H
Tatg® 010-15 LbP Phd R0 LFLGA:: ALV @22+ A28 004" 0 HUHS hn@PAv-:: OL M- Lt
oo FF7 08 AA PSR G491 mPAA v-5F AATTHNAPT NPT AT2.L4°m"T NANNET An@PAv-::
MmO (PG R AGPATE a9 RPIS AAGPATITVIEPY L1916 A PHY PG 9491 (OLSTFT Po1.54
DAL oot (FF Y97 PATFO hGRT AL AFOAL U7 PAF@D-T 8mS AmONP/PAThONN, U3 ATIDP
A7 TGk PILNLL N v 718 1TLANAND- av28 NT.$CA PmEP LPGA:: N$RFP U-te TLATC Pt
RIRUPT A18.U-9° QAFPPHII° AImPOI® TINFI® AIMLPI°:: ATTIGDI° PEE PoLAM-T PPAT AMA (D FAAE
ARATI:: PTGE MMyt SZ°CHI® NAPPPT ARG aomek (LPLTHT AL Ptavalt AALPT PACHSP
aAG DRI® ANPATE ATRU-I° TLEPTT ANParAN L.FLT AAGPPTT NTLED OPT ARCMm av@-a)t
PIT O (LUPT QUTT N91LLAP AU-19° P ADLLA ACOP S L HANP (TLeTTH A1dhT AL 9779° 48t
TOF hRTCI:: 1TG R AL TAF L (aPP7P L7LNT W& hRTCI:: AaPA+ & PRE 1P?

2. hOLAUJP-------mmmmmmm--
ATPN1GAU-!
0TSk APATE L PLET NP PLPLTT 714,018, P L4

12.1.2. A0¢ v-(\t:- ORI D<A Po:
T 044970t KB PTGE AATT 041147 LT APPMPPD- TEE LTID-P@-F aPaPAN ATLIVTA A PIPAMD-
a8 AHY TG AIATNT R 099,00 aPlPEY 195 P9PAM@- a0 9° NTLATC A1LILEOH T1F1CTFA:: §AT
AN OPGE PATPATE ATGU-I° TPE PAGPAPANG (1TPEM- aPand ARCen, aP@-Nt WIRIPTA 1147
U7 QHUI® aP0lt O TGE ATPAFG 8.PLE aPPyT (14.CTT% ALINBAY-:

TGk 09N 0 F/PON/ AFP------- - mmmmm e ne ePC----------- &Y= mmm e g f------ f-----
PTGk K4, 4.PLE AOPTT DT 091,040 0a0LE (-NAL AFP---------------- -

QTP m e R

PLIIND* ATCALHC (1FP-------==-==--=- —--&.CY Ymmnmn-
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106
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107
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1. ht9y
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108

Lot Lo OrF A AAPT?
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109 | NHYT av195 OO AAPT(BOLH? 1. AP
WG G887 2. P09
110 | NHY7 2195 AFOt@- P@-P(r? . AP
2. P09
111 | f@C P01 a7 A7 10?2 QAACELE NC | oo

hGA vt DAGET ACTHS AS OAL IC PHPPH PmSG avl¥

aqnepT
+.h | TR ah\( AT D& JeCavg.
201 | h@A% (ua apdo- aLhk ©oC OmS 1. Ao eAg°
WOOENT? 0GP AP HAPA? 2. Pag° ol
oL
203
275
202 | @PAOP AP Ut OmS AhAETAT a0
hoAL 04t AT Qua 9°7  f9°hC
RINT ATT?
1. A7 havaol 4+ AT (@7 1. AP
AS NAae-G AdaP Il 2. PA9P
2. RPN VAT ATTOAL OETTT 1. AP
4P KS (AN AATPMPAA 2. PA9P
3. enPA VAT AIRTPAL (AL L. AP
AAt @O met QAT POt 2. PA9°
4. O&Trt  ovFh®  AANQFO- L. AP
PenPA URT ALTT PARRT 2. PA9P
203 | endA V97 PANOTF PO-PA? 1. A9
2. eage
204 | avBavsP AONS h&TLP APF INC? | -mmmmmmmeeeeees
205 | PuruEY VYT @ AN ACITHS 1. A?
A 1Ce? 2. eage
AR 2L A —
207 | hetbee? O I0C 224172 1. eovvt +Eot
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2. PNt

208 | PavBavs?  WHTALT  OATTE OCP | oo months
avg.?
209 | ®CYP  ChGHT  hLIM At 1. A9
L FPe? 2. P09
210 | NACIHGP L9 (AL OPF MG +L7MF AmG o>+5 NTLntiet Cont AL e9°hC
AT AT HPA?
1. 0toA% 0 1 aAt oaT met L AP
anTIPat 2. P09
2. OA AT 72VS hmaNd . AP
2. AP
3. ALST A1LTONS 24 Okt HIRA . AP
AATIMA 2. PA9P
4. WHOFT 72U ARG AA TIC 1. h?
NAATPER,aPC 2. PAY°
211 | PhU-rT ABPT O 0AS? L0t a\NP
2. teye teg®
hver
g 214
212 | O+ hoer A9eY?
1L R AAdA
2. FEMZCF QA
3. ANFhL 9o QAU
4. NC aAMA
5. P9LLATT AAMA
6. aPLe AAALAD:
7. fAhA
213 | O+ v 977 APALPH? Lt
2. 0T
Havg:

4. POICL APAE
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214 | TR hOAS A28 T 10+ PONS? 1. PAGPALP W
2. TWATT 090Gt
3. NavAQgP A
4. 0$& vhoeq
215 | &SP AL T@AL htOt Fth0A? 1. AP
2. PA9P
216 | ALV hittd @2 mS +ERP° oo+ 1. AP
10C? 2. PA9P
217 | AP AD D1 OOHE D P77 TP | oo 7
218 | avh0P AP vt ohieE 907 1I0C? 1. AlOFo-
2. Y7 hAAaeao@-
3. AURE 99 ARAMD-I° 1P
4. hAP@-g°
h&a 3: et AmO07 OFarAet
+.t | TR ap\( AT D& JeCavg.
301 | &8P AOh 00t o©oC at ANF 1. h®
ATOTPA? 2. PAP°
302 | avBavg @y et @t APt@-t 1I01C? 1. A®
2. PAP°
303 | PapBars @< M-t Ot (DA% 0 1 1. AP
aat o0 arto- 1I0C? 2. PA9°
304 | Pavfav 07 et @ LMIRAM- Pt 1. PavPA NP
AP°7? 2. hemPIP N
305 | N7 a7t L et £t I0C? 1. 8-121h
2. WIRhNGALYE
306 | AGh L0t @oC L0 P77 ALY PN 1. PASt met
LmdIn NA@- LaNk- ? 2. tenT1é 9
307 | Ahh aght @oC OA® LH TenT14 9P 1. h®
aPta- fo-Ph? 2. A9
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308 | PAOP AP Pt AavgavsP 1H VTP L. OV
etrav@- 9°7 INC? 2. 9IC
3. Pn)
4. AP O+t
5. PHHOE @t
309 | AF®7 N APNH@« PO FP? 1. h?
2. fa9°
310 | A0 AP Ut APT M tmPar-? 1. ab Otk AAdAD-
2. 0¢ OATLOHE (9P 70t A kS
(TN A
h&ad 4: A+0+7 O-Favpnt
t.& | T avA( goCav,.
401 | ATOE? AoPR4T A4 PPAR  (hAvT 1. AP
0t LAINIA) tnPar@- 1NC? 2. fa°
402 | PAOL A9° YUt 9O Haebav-? 1 ACT ORI PATPPA PN
2. MA
403 | At0E bdim QA APPNCE AL 1. h?
o9° 11C ALMIPC AIRLLPT 1AV 2. PAgP
AT9PT A& CI10- 10C?
404 | aPAOP A9 NPT 9T hRLT 1L 0ANA 027t
2. MA
405 | PA%8. At0F htdlm 0AA 9°%9° 1IC 1. A®
hévten,avlgv? 2. PA9P
406 | °00P AP 01 I°7 6R,aP4? 1. ek A0t
2. PO,
3. QHAY
4. HeT
407 | PA%. AT (LRTT @RI° 4470 N4 97 L. 0L MmS N hB8ND-
POCIN? 2. (Lt @O ACAT ATRCINT
3. (&0 AANLLT AT 01 PA7
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hed 5 oo+ A7h 007 (rFarAnet

+.E | TR aop\Q AT D& JPCave-
501 | V&*r F@OAL (aPEavsPm- 24 it @-AT 1. h®
haGk 74 OC Tinhf A79.88 +LCT 1NC? 2. PA9P
502 | AE A8+®AL N€Tr NANA +mPhd 1. k9
nc? 2. A
503 | var htoal/F h 24 A%t QAA - 1. h?
107 P7 Lt-H/0+? 2. A
h&A 6: 1A enPA ZAGT A7RONN AT ALTT PPANPT Aot (tarant
+.e | TR avj\(1 geCavg.
601 | A endPA VAT ATHNN, AFPHD- PO+ PA? 1. h?
2. fA9°
602 | AST AemPA URT PIOTOAM@T A7h(N(, 1. h®
PO-F(? 2. fa9°
603 | At0F QteLm 0 7 7 @A 1 TIC 1. h?
LenaCOFA AT LA NFHH aoLY 1t 2. fa9°
@-pp?
604 | A0t Dtdlm OAA OFP79° 1IC ALNET 1. h®
aPH AANT AD+ LONA? 2. PAP°
605 | emPA UL AGPEavsP 1H, (I-FOAL h 24 1. h®
At 34 eedaml AAOFO- A 2 PA9P
£a0A?
606 | emPA VKT OFOAL (1 AAT @O met 1. h®
a0+ AAOGFO- AD LAOA? 2. P9
607 | AAROT @©C PAST met F Qi 1. h®
LmPTIn NA®- LAA? 2. PA9®
608 | AT AA%O VRT hdh 6 OC &40 PhGT .
. h?

met (F avav () AAGFO- NAD- PANN-?

62




AT

609 | DA eRPA URT ARTE PPANDT PO P? hP
PA°
610 | PA0P A® hvPt holhrkaet OHEE GFo-
1. e oo 00170 Ve
ARLAI®
2. PA@7F av-pt aopyfy Ve
ARLAI®
3. ‘that Ve
ALLAT®
4. £0g° OLI® AT avdrt hYP
ALLAT®
5. PhP(t oIVt WG avgh hYP
ALLAT®
6. Mt AAPTOT OLI° AAaPaD () AP
ARLAI®
7. “TiPTeT hP
ARLAI®
8. PA@rt (LB, ooy Ve

ALLAT°
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