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ABSTRACT

Background: Newborn care is an effective way to meet the baby’s needs like warmth,
breast feeding and stimulation, safety, love, and protection from infection. It is estimated
that globally four million newborns die before they reach 1 month of age. The care of the
new born in the family is governed by the family’s knowledge of mother. The mother’s
knowledge and attitude play a key role to protect health and enhancing the newborns
adjustment to the new environment. ANC allows the opportunity for women, especially
those in their 1% pregnancy to receive information from a variety of health care professionals
regarding pregnancy, child birth and parenthood.

Objective: To assess knowledge and attitude of pregnant mothers attending ANC service
towards newborn care practice in all public health institutions of Gondar town, Ethiopia.
Methods: Institutional based cross-sectional study was conducted in9 public health
institutions of Gondar town, Ethiopia; from January — June, 2015.Antenatal mothers are
selected through convenient sampling method. The data was collected among 380 antenatal
mothers by standardized semi structured questionnaire. Pretesting and modification had
been made before data collection.

Result: Majority 182(52.15%) of mothers at ANC were not knowledgeable on newborn
care, the mean score of knowledge were 19.08, the rest of participants 167(47.85) had
knowledge. majority (54.45%) had positive attitude, while mean maternal attitude was
166.3; According to this study mothers who had five children at most had three times more
chance to have knowledge on newborn care as compared to those who had more than five

children with odds of 3.344; 95% CI (1.010-11.073)

VI



Conclusion and Recommendation: In general ANC attendants’ knowledge on essential
newborn care practice of public health institutions of Gondar town is poor, while they have
positive attitude. Strategic plan and implementation is needed to strength the education of

mother at ANC on components of essential new born care for North Gondar Health Burro.
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CHAPTER ONE
1. INTRODUCTION

1.1. Background

Newborn care is an effective way to meet the baby’s needs like warmth, breast feeding and
stimulation, safety, love and protection from infection[1].Moreover it is important for the
proper development and healthy life of a baby [2]. For newborn care practices, WHO has
guide line that protect against newborn morbidity and mortality include clean cord care
(cutting and tying of the umbilical cord with a sterilized instrument and thread), thermal
care (drying and wrapping the newborn immediately after delivery and delaying the
newborn’s first bath for at least six hours or several days to reduce hypothermia risk), and
initiation of breastfeeding within the first hour of birth [3].Reduction in under-five mortality
rates by two-thirds by the year 2015 is one of the eight Millennium Development Goal
(MDGs). Newborn morbidity and mortality contributes significantly to the infant mortality

and under-five mortality rates in most developing countries including Ethiopia [4].

It is estimated that globally four million newborns die before they reach 1 month of age.
Three quarters of these deaths take place within 1 week of birth, 1-2 million die during the
first day following birth, and most of these deaths occur at home [5].The 2011Ethiopia DHS
reports 90 percent of births at home that is reduced from 94 percent, and the proportion of
births assisted by a skilled attendants range from 6 percent in the Southern Nation and
Nationality of People region to 84 percent in Addis Ababa of births. The neonatal mortality
rate also remains high; with 37 per 1,000 newborns dying within the first month of life ,one
in 17 Ethiopian children dies before the first birthday and one in 11 Ethiopian children dies

before the fifth birthday[6].



Promotion of essential newborn care practices is one strategy for improving newborn health
outcomes. Essential newborn care aims at addressing poor care practices immediately
following delivery that can help mothers to aware of problems before its occurrence and to
create an awareness in healthy newborn care practice[7].Systematic action is mandatory by
governments and their associates to reach all newborns in addition to children under five

with effective care [8].



1.2. Statement of the problem

Neonatal mortality is a worldwide problem. Although its rates are decreasing globally,
Africa is experiencing much slower declines than other regions [4]. About 99% of all
newborn deaths are in developing countries; with the highest number in South Asia and the
highest rates in sub-Saharan Africa [9].Ethiopia is one of the ten countries with the highest
number of neonatal deaths globally, with an estimated 122,000 newborn deaths per year. In
Ethiopia around 90% of deliveries take place at home and attendance at antenatal care and

postnatal care are also poor [10].

The care of the new born in the family is governed by the family’s knowledge of mother.
The mother’s knowledge and attitude play a Key role to protect health and enhancing the
newborns adjustment to the new environment [11]. A mother knows how to take care of her
baby in a natural way. However, with the information of experts and experienced
personalities, she can perform the duty of baby parenting even more successfully and
professionally [12]. Many times a mother has learnt after loses of her infants once or twice
in her life time, this is due to lack of adequate knowledge and practices that must be
performed to her new born baby. There is lack of care in feeding, immunization, umbilical
cord care, prevention of hypothermia. Thus adequate maternal knowledge on newborn care
is needed to manage the neonatal mortality, on the other hand the poor knowledge on part of
mothers can lead to terrible results [13].

Brief ANC education increases mother’s understanding of basic new born care. Mothers
retain this knowledge into the early postpartum period and during early infancy when might
help reduce morbidity and mortality. The education is significance for women with first

pregnancy (primi-gravida) and for those women with little education [14].ANC allows the



opportunity for women, especially those in their 1% pregnancy to receive information from a
variety of health care professionals regarding pregnancy, child birth and parenthood
[15].Evidence shows a greater attainment of knowledge in woman who have attended such
education compared with those that have not [9].Providing timely education about healthy
newborn care practices could fill these gaps in knowledge of Newborn care [16].

The present study is undertaken to assess the knowledge of mothers regarding newborn care
and to find their attitude regarding newborn care in Public health institutions of Gondar
town, Amhara region, Ethiopia. Thus it helps to achieve the millennium developmental goal
4 by reducing neonatal mortality and morbidity by empowering women in knowledge and
attitude that helps to bring a healthy newborn care, as well as to get a healthy baby with a

healthy mother.



1.3. Significance of the study

This study is conducted to assess the knowledge and attitude of pregnant women who attend
ANC service and the associated factors towards new born care practice in Gondar town. The
basic reason to conduct this study is child mortality is declined from year to year globally as
well as in Africa. But neonatal mortality is remaining high and new born mortality is two-
third of all neonatal mortality. So what makes this mortality remains high in Africa
particularly in Ethiopia with 37 per 1,000 newborns dying within the first month of life by
2011EDHS report. Since mothers are the primary health care giver to children, how much
they know about essential new born care practice and what they perceive towards these
cares are significantly important to measure new born care practice. The associated factors
have also their contribution to the level of knowledge and attitude towards these essential

care practices. Thus this study helps:

To increase awareness of the community in relation to how much maternal knowledge and
attitude towards newborn care practice has a great role to get a healthy baby and its
contribution to neonatal mortality and morbidity. In addition, helps to identify the associated
factors that have a power to show a difference in level of knowledge and perceptions among
mothers towards these essential cares. So research based evidences has its own contribution
to be prepared for action against the impacts of these factors.

For policy makers, it helps to plan and work on the gaps that helps to achieve millennium
developmental goal by empowering women in regards to knowledge and perceptions and

make it as norms of the community ; it give a base line data for other investigators.



CHAPTER TWO

2. LITERATURE REVIEW

Many newborn deaths are preventable with appropriate knowledge and perceptions at the
family and community levels, and with appropriate care-seeking when danger signs are
recognized. However, life-saving practices are not always followed due to poverty, cultural
beliefs, lack of household, food security and poor access to health care [17]. In previous
studies, mothers were not knowledgeable on new born care. [18], A hospital based cross-
sectional study was conducted in Kenyatta National Hospital. A total of 380 postnatal
mothers were interviewed using structured pretested questionnaires. Maternal attitude was
associated with breastfeeding and cord care [11].On assessing the perception and health care
seeking behavior of postnatal mothers regarding newborn danger signs, found. Maximum
mothers were from nuclear family(52%) and live in urban area(56%), religion and
occupation in which maximum mothers (90%)were Hindu and (98%) housewives by

occupation [2].

2.1. Umbilical cord and cleanliness

Umbilical cord is a tie that connects the fetus to his mother’s uterus through placenta. By the
time of delivery it is separated from both the mother and the fetus. During separation, it
should be cut down with a sterilized sharp material. After separation it needs a great care to
make it healed without any infection at the stamped site. This area should be kept clean and
cared for until it falls off by itself [19].

Findings of maternal knowledge on newborn care at Kenyatta national hospital shows that
among the mothers interviewed, 37.9 % correctly stated that the stump should be uncovered.

26.1% a soiled umbilical stump should be cleaned with water and after cleaning a soiled



umbilical stump; it should be left clean and dry without applying any substances (1%). In a
study conducted on 307 mothers in an urban slum in Kenya, Obimbo found that while most
mothers (91%) knew the need for hygiene during cord cutting, only 28% knew about
hygiene while tying the cord .As many as 79% of mothers were afraid of handling the
unhealed cord and less than half of them had good knowledge on postnatal cord care [11].
The World Health Organization (WHO) mentioned in their training modules about Essential
Antenatal Care that throughout the world there are numerous methods of caring for the cord,
but the most effective is to use no application to the cord but to keep it clean and allow it to
dry over the first two days[20].

Findings at Kenyatta national hospital shows that out of those interviewed, 67.6% of
mothers believed that surgical spirit should be used to clean the soiled umbilical stump
while 26.1% believed plain water should be used. Five percent of mothers believed that
saliva should be applied to the stump while one mother did not know [11].

Findings from a study conducted in Uganda shows that for complete cord care education
level and place of delivery are positively associated with complete cord care. Implying that
having attended higher level of education and delivered in the health facility is significantly
associated with providing complete cord care. Source of income is negatively associated
with complete cord care. Independent variables included into a multivariable level analysis
for complete cord care were sufficient ANC visits, age of the mother, education level, and
place of delivery and woman’s main source of income. In the adjusted analysis women who
practiced commercial farming (46%) were less likely to report complete cord care.

Sufficient ANC visit was not significantly associated with reporting complete cord care[21].



2.2. Thermoregulation

The newborn is much less efficient in thermoregulation than adults. Immediately after birth,
the newborn begins to lose heat, a process which puts them at risk of hypothermia. Heat loss
occurs through conduction, convection, radiation and evaporation. Low birth weight and
premature infants are at an even greater risk and lose heat easily [17].0f the 3.1 million
newborn deaths that occurred in 2010, a quarter to half of them occurred within the first 24
hours after birth [22]. Appropriate thermal protection of the newborn prevents hypothermia
and its associated burden of morbidity and mortality, Neonatal thermoregulation is a critical
function for newborn survival. In newborns, optimal temperature ranges are narrow and
thermoregulatory mechanisms easily beset, particularly in premature and low-birth weight
infants [23].

WHO recommends bathing after six hours of life and preferably on the second or third day
of life. For the low birth weight and premature infants who are at higher risk of
hypothermia, extra measures need to be taken to ensure these babies remain warm includes
use of radiant heaters and incubator care[ 13]. Modes of thermoregulation identified in Nepal
post natal mothers admitted to teaching hospital included Majority 82(82%) of respondents
said wrapping with warm clothes, 58 (58%) said attaching with mother, 28(28%) keeping
the room warm, and nine (9%) delay bathing to keep newborn warm. Mean knowledge on
keeping the baby warm was 44.25[24].

A study conducted in rural Uttar Pradesh, India, findings shows that majority (52%) of
respondents bathed newborns within 2 hours of delivery and sixteen percent had bathed the
newborn within 24 hrs of birth only thirty two percent of women had bathed the newborn

one or more days after birth. In fifteen percent of cases bathing was delayed for a week. This



study also shows institutional delivery has a significant impact on delaying initiation of

newborn bathing [25].

2.3. Feeding

Human breast milk has a complex appearance which is consists of thousands of compounds
and cellular components including high water content that can meets all the infants fluid
requirements for at least 6 months. So additional fluids are not required during this time
regardless of the climate. Lack of exclusive breast feeding significantly increases the risk of
neonatal mortality and morbidity [13].

Globally, less than 40% of infants under six months of age are exclusively breastfed, the
2010 Australian National infant feeding survey found that the proportion of infants (0-12
months) who were exclusive breast feed at each month of age decline from 96% at birth to
61% at less than 1 months, 39% at less than 4 months and 15% at less than 6 months. At
present only 22 to 28 % of mothers continue to breast feed their infant to age 12 months.
Combining the results of several studies, it is estimated that 90-96% of mothers in Australia
initiate breastfeeding [12]. According to EDHS 2011, about70.3% of infants less than 1 year
is exclusively breastfed while 28.8% male and 25.2% female of Ethiopian newborns are
given prelacteal feeds. Although breastfeeding is almost universal in Ethiopia, with over
98% of all children ever breastfed, the 2011 Demographic and Health Survey (DHS)
estimated that only 52% of Ethiopian newborns benefited from early initiation of
breastfeeding which is far from the government’s own target of 92% [6].

It was estimated that if coverage was universal, exclusive breast feeding(13%), thermal
care(2%) and cord care(4%) could save all under-five deaths. Further, studies have

estimated that up to 16% of all neonatal deaths could be saved if all infants were breastfed



within the first day of life, and 22% if breastfed within the first hour after birth (also referred
to as ‘early initiation’ [14]. Colostrum which is the first breast milk is highly nutritious and
protective to the newborn. A study done in India showed that in some communities,
colostrum was regarded as dirty milk and was discarded. Initiation of breastfeeding was
delayed for two to three days to allow for the onset of “clean” milk [26].

A community based cross sectional studies was conducted in Enderta woreda, Tigray, North
Ethiopia, a total of 541 participants using administered structured questionnaire. Findings
shows that Greater number 362(68.3%) of the mothers were initiate breastfeeding
immediately. Majority 491(92.6%) of the mothers had fed colostrums and only 68(12.8%)
of the mothers gave prelacteal feed. Three hundred ninety seven (74.9%) of the mothers
were breastfeeding less than 10 times per day [15]. When newborns later initiate breast
feeding, the risk for infection related death is doubled or tripled (16). Findings in the study
shows that exclusive breast feeding is 342 (68.4%) at birth while 31.4% mothers give the
history of use of pre-lacteals. Un-educated mothers are more likely to have given pre-
lacteals; No definite association of socioeconomic condition of families with their
knowledge about feeding of their infants is observed except maternal education [27].

Factors significantly associated with higher rates of prelacteal feeding were lower maternal
education (adjusted OR 2.13, 95% CI 1.06, 4.35), Muslim religion and delivery by cesarean
section. There was a significant association between delayed initiation and prelacteal

feeding [28].

2.4. Eye care

Gonorrhea and Chlamydia are common STIs that affect pregnant women. WHO estimates

that there are approximately 32 million new cases of gonococci conjunctivitis and 46

10



million new cases of Chlamydia infections among women in the world annually. One-third
to one-half of babies born to mothers with these STIs will develop eye infections. [23]. It

typically appears 2-5 days after birth and presents with eye discharge, swelling and/ or
reddening of the eye. Without treatment, ophthalmia neonatorum may lead to serious
complications including blindness due to corneal ulceration [24]. Findings in Kenya national
hospital shows that Substances believed to treat eye infections by respondents are breast
milk (11%), Herbal extracts (7%), Saliva (4%), Water (2%), Oil (1%). These have been
shown to be ineffective in treating neonatal conjunctivitis and should not be used. WHO

advocated for the use of silver nitrate or tetracycline eye ointment [11].

2.5. Immunization

Immunization is one of the most effective preventive health measures in reducing child
mortality and morbidity. WHO launched the Expanded Programme on Immunization (EPI)
in 1974 following the campaign to eradicate polio. It aims to prevent deaths from vaccine
preventable diseases such as tuberculosis, diphtheria, tetanus, pertussis, pneumococcal,
polio, and measles. Immunization contributes significantly to the attainment of Millennium
Development Goal 4 by reducing vaccine preventable diseases [16]. Only 17.8 % of
mothers identified BCG and OPV as birth vaccines while 7 % of mothers believed vaccines
were harmful. Regarding safety of vaccines, 7.1% believed vaccines would harm their
children while 54.2% were unsure [18].

Although most mothers could not tell exactly against which diseases, Mothers had positive
attitudes towards immunization (98%). Coverage based on the immunization card, however,
was as low as 37%, indicating a discrepancy between the high level of knowledge and

positive attitudes, with the observed low immunization coverage. In relation to newborn

11



vaccination status, sufficient ANC having attained secondary education or higher and
reporting delivery at health facility are significantly associated with reporting complete
newborn vaccination status. Those who have attained secondary education or higher 37%
and women who delivered in the health facility 84% are significantly associated with
reporting complete newborn vaccination status adjusted for age and parity. The level of
statistical significance was not sustained for making sufficient ANC visits when adjusted for

age and parity [12].

2.6. Recognition of danger sign

There has been an increasing trend towards early hospital discharge of the mother baby pair

following delivery. Early discharge is defined by the American Academy of Pediatrics
(AAP) as a postpartum hospital stay of < 48 hours following vaginal delivery and < 96
hours following Caesarean section [19].The infant’s caregiver must recognize and act on
danger signs. Some of these include hypothermia, fever, jaundice, poor feeding and
convulsions. Jaundice on day one and convulsions are always indicative of serious illness.
[20]. At least 6 of 13 newborn danger signs were identified by more than 90% of mothers.
Illness in the newborn which included jaundice, fever, and difficulty in breathing, excessive
crying, vomiting and diarrhea are recognized as signs of serious illness. Although 96.6% of
mothers know fever as a danger sign, only 48.9% know hypothermia. While excessive
crying and irritability was recognized by 94.2% of mothers as a danger sign, only 62.9%
identified decreased activity as a sign of serious illness. Signs of ophthalmia neonatorum
were identified by 85.2% of mothers and only 78.2% believed that convulsions required
urgent medical attention. A small proportion of mothers (7.9%) were uncertain whether a

baby stopping to breastfeed was a danger sign although the majority (87.6) agreed [9].

12



There were a number of ‘perceived symptoms” that were mentioned among which included
fever, convulsions, weakness, warts, rash, body swelling, excessive crying and child
refusing to be nursed/breastfed. Respondents were asked to identify symptoms that
were of concern to them, and to state how they would respond in such a situation.
Coldness was the least recognized as a danger sign while awareness of acute respiratory
illnesses and their symptoms (coughs and colds) are high; awareness of the importance of a
baby feeling cold to the touch is much lower[29].

Studies in Sirilanka mothers demonstrated a satisfactory knowledge in recognizing danger
signs of the newborn. According to multivariate analysis, primi-parae (odds ratio
(OR) =2.31; 95% CI 1.53-3.50), unemployed women (OR = 3.31; 95% CI 1.89-5.80) and
those with delayed antenatal booking visits (OR =2.02; 95% CI 1.26-2.23) were more
likely to have poor knowledge. In conclusion, mothers had a satisfactory level of knowledge
about breastfeeding and recognition of danger signs, but knowledge about care of the

umbilical cord was poor [30].
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2.7. Conceptual frame work
This conceptual frame work was adopted from the cited literatures. This shows the

association between dependent and independent variables as well as among independent

variables.
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Figure.1- Conceptual frame work adopted from cited literatures.




CHAPTER THREE
OBJECTIVES

3.1. General objective

» Assessment of Knowledge and Attitude of pregnant mothers attending ANC service

towards newborn care practice in governmental health institutions of Gondar town,

Ethiopia.

3.2. Specific objective

» To assess the knowledge of pregnant mothers towards essential new born care practice.

» To assess the attitude of pregnant mothers regarding to essential new born care practice.
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CHAPTER FOUR
METHODOLOGY

4.1- Study area

Gondar town is located in the north western part of Ethiopia; which is 748 km far from
Addis Ababa the capital city of Ethiopia. Its varied landscape dominantly covered with hills
and plateau formations. Azezo, Woleka and Teda were included as a part of the town which
is 12Km, 13Km and 24 Km far from it respectively. The town is bounded by Amba giorgis
Woreda in the north, Maksegnit, & Chilga, in the South, Dembia Woreda in the West and
Belesa in the East. The total population of the town is 315,858 of which 3.3% are pregnant
women attending ANC service in 2015. In the town there are 13 kebeles that contains 1
public hospital, one private hospital, eight health centers & twelve private clinics working to
maintain the health status of people in the town.

The study is carried out in all public health institutions at ANC OPD where pregnant

mothers get the service.
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4.2- Study design and period

Institutional-based descriptive cross sectional study had been employed to assess
Knowledge and Attitude of pregnant mothers attending ANC service towards newborn care

practice in public health institutions of Gondar town, Ethiopia from January — June, 2015.

4.3. Population

4.3.1. Source population

All pregnant mothers who attend ANC service in Gondar town.

4.3.2. Study population
The study population consisted of mothers attending ANC service in public health

institutions in the data collection period.

4.4. Sampling and Sampling Technique

4.4.1. Sample size calculation

Sample size is first determined by single proportion formula. Since this study isn’t
conducted previously in the study area assumption of proportion of knowledge and attitude
of pregnant mothers attending ANC service towards newborn care practice 50% (p = 0.5),
level of significance to be 5% (a = 0.05), 95 % confidence level (Z o/2 = 1.96) and margin
of error to be 5% (d = 0.05).

n= (Za/2)*P (1-P)

Kp
Where, N=population size (Based on the Gondar health bureau plan records for the last six
Months in year 2015, the study population size is 3419)

P=population proportion (in the absence of previous studies in similar settings, an

assumption is made of 50% prevalence.)
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d=standard error in this case 0.05
Z=normal standard deviation with a 95% confidence interval in this case 1.96

n=(1.96)? x 0.5(1-0.5)

(0.05)?
n =384 ANC attendants

Since total study population within study period is less than 10,000, sample size correction

formula is used to get the actual sample size

n = Final sample size
no = first calculated sample size
N = Source population
384

384
3419

nf =

= 345
Therefore the minimum sample size will be 345

Adding 10% grant for non-response rate, the total sample size in the study period will be

380 pregnant mothers attending ANC visits.

4.4.2. Sampling procedures

Gondar town has 13 kebeles that i